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Effective  in  control  of  grand  mal  and  psychomotor  seizures,  this  agent  enables  the  epileptic 
patient  to  lead  a useful  life. 

Indications:  Grand  mal  epilepsy  and  certain  other  convulsive  states.  Precautions:  Toxic  effects 
are  infrequent:  allergic  phenomena  such  as  polyarthropathy,  fever,  skin  eruptions,  and  acute 
generalized  morbilliform  eruptions  with  or  without  fever.  Rarely,  dermatitis  goes  on  to  exfolia- 
tion with  hepatitis,  and  further  dosage  is  contraindicated.  Eruptions  then  usually  subside. 
Though  mild  and  rarely  an  indication  for  stopping  dosage,  gingival  hypertrophy,  hirsutism,  and 
excessive  motor  activity  are  occasionally  encountered,  especially  in  children,  adolescents,  and 
young  adults.  During  initial  treatment,  minor  side  effects  may  include  gastric  distress,  nausea, 
weight  loss,  transient  nervousness,  sleeplessness,  and  a feeling  Of  unsteadiness.  All  usually 
subsidewithcontinueduse.Megaloblasticanemiahasbeen 
reported.  Nystagmus  may  develop.  Nystagmus  in  combi- 
nation with  diplopia  and  ataxia  indicates  dosage  should  be 
reduced.  Periodic  examination  of  the  blood  is  advisable. 
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Ills,  Skills  and  Frills * 

I T IS  A PRIVILEGE  to  be  invited  to  this 
meeting  and  especially  to  meet  with  those  of 
you  who  recently  have  entered  the  realm  of 
scientific  research.  I know  all  of  you  are 
anxious  to  get  on  with  your  own  reports,  so 
you  may  be  encouraged  by  the  fact  that  these 
remarks  are  not  accompanied  by  slides.  Thus 
we  can  leave  the  lights  on  and  give  you  a 
better  chance  to  study  your  own  notes  while 
this  talk  is  in  progress. 

Scientific  and  research  meetings  usually 
begin  with  general  remarks  that  are  intend- 
ed to  present  something  inspirational.  Oc- 
casionally the  material  is  stimulating,  but 
more  often  it  is  so  much  hot  air.  It  is  a bit 
like  the  lady  who  called  her  local  druggist 
after  taking  two  pills  that  looked  like  vita- 
mins. When  she  discovered  they  were  plant 
growth  stimulants,  she  feared  they  might 
be  harmful,  but  the  druggist  reassured  her. 
He  said  the  pills  were  not  really  harmful  al- 
though they  were  equivalent  to  about  two 
shovels  full  of  manure. 

Research  has  been  glamorized  during  the 
past  twenty  years.  The  tremendous  advances 
which  have  been  made  in  various  fields  plus 
dramatic  news  coverage  of  major  scientific 
achievements  have  created  an  aura  of  ro- 
mance around  all  types  of  scientific  investi- 
gations. 

In  our  own  field  of  biology  and  medicine, 
there  is  a good  deal  of  discussion  about  basic 
versus  applied  research  and  their  relative 
merits.  Actually  the  two  cannot  be  separ- 
ated. Nothing  is  more  clinical  than  basic  re- 
search that  is  done  right,  nor  is  anything 
more  basic  than  clinical  research  that  is 
managed  wisely.  There  was  a time  when 
clinicians  did  the  applied,  research,  while 
those  in  the  basic  sciences  conducted  funda- 
mental investigations.  Now,  however,  the 
distinction  is  not  so  clear-cut.  Clinicians 
have  become  interested  in  the  basic  aspects 
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of  human  biology,  while  basic  science  men 
sometimes  work  with  patients  where  they 
see  the  value  of  their  efforts  in  the  service 
of  humanity. 

Basic  research  is  defined  as  that  kind  of 
study  which  is  done  for  its  own  sake.  It 
springs  from  an  innate  desire,  a fundament- 
al interest  that  is  not  necessarily  related  to 
a need  to  discover  something  profound  or 
useful.  It  may  be  compared  to  the  man  who 
wants  to  explore  a cave  just  to  see  what  is 
in  it.  He  would  be  surprised  to  find  hidden 
treasure  or  a vein  of  gold;  he  has  no  utili- 
tarian motive  beyond  satisfying  his  own 
curiosity.  The  same  principle  holds  for  the 
man  who  climbs  a mountain  simply  because 
he  is  intrigued  by  the  problem  and  the  chal- 
lenge it  presents.  Working  toward  the  sum- 
mit (and  the  solution)  gives  him  a sense  of 
exhilaration  and  accomplishment.  The  moun- 
tain climber,  however,  may  not  find  a chal- 
lenge in  exploring  caves,  nor  is  the  cave 
man  sure  to  be  interested  in  mountain  climb- 
ing. 

Exploring  in  the  realm  of  basic  science  is 
like  finding  a library  filled  with  thousands 
of  unread  volumes.  If  the  language  can  be 
deciphered,  it  is  only  a short  time  until  all 
the  volumes  are  read  simply  because  people 
want  to  find  out  what  is  in  them. 

Basic  research  provides  a background 
and  furnishes  the  fundamental  information 
that  eventually  may  be  applied  for  the  bene- 
fit of  mankind.  Practically  all  major  scien- 
tific advancements  have  been  preceded  by  a 
great  deal  of  basic  research,  yet  many  years 
sometimes  elapse  before  the  facts  are  ap- 
plied to  useful  ends.  You  may  have  heard  the 
story  about  Sir  Michael  Faraday  who  was 
demonstrating  magnetism  to  a group.  After 
he  finished,  one  man  asked,  “This  is  all  very 
interesting  but  of  what  use  is  it?”  Sir  Mi- 
chael answered,  “Could  you  tell  me  of  what 
use  is  a newborn  babe?” 

Domagk  received  the  Nobel  Prize  in  1939 
for  his  work  involving  the  antibacterial  ac- 
tion of  sulfonamides.  Sulfanilamide  however 
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had  been  synthesized  in  1908,  and  even  this 
was  preceded  by  many  years  of  chemical  in- 
vestigation. During  the  second  and  third 
decades  of  this  century,  sulfonamides  were 
used  in  the  dye  industry  after  it  was  found 
that  they  had  an  affinity  for  certain  pro- 
teins. This  led  to  the  discovery  of  a similar 
affinity  of  sulfonamides  for  certain  bacte- 
rial proteins,  its  subsequent  application  to 
bacterial  infections  in  animals  and  finally 
its  use  in  human  beings. 

Sir  Alexander  Fleming  made  a monumen- 
tal contribution  with  penicillin,  although  he 
was  the  first  to  point  out  that  its  antibacte- 
rial action  had  been  reported  at  least  five 
times  previously,  the  first  time  in  1888.  In 
spite  of  Sir  Alexander’s  work,  further  con- 
sideration of  penicillin’s  possible  value  in 
infections  was  discarded  by  “higher  ups” 
who  controlled  the  money  needed  to  finance 
additional  investigation.  Finally,  about  ten 
years  after  Sir  Alexander’s  initial  work, 
when  another  World  War  seemed  imminent, 
it  was  decided  to  support  further  study  of 
penicillin. 

Some  years  ago  I spent  a summer  at  Fri- 
day Harbor,  the  Marine  Station  of  the  Uni- 
versity of  Washington  in  Puget  Sound. 
There  were  scientists  from  all  over  the 
world  who  were  interested  in  the  life  cycles 
and  habits  of  small  and  apparently  insignif- 
icant marine  animal  and  plant  forms,  as 
well  as  other  aspects  of  marine  life.  These 
people  were  called  the  “odd-ball  bug  chas- 
ers” by  local  town  folk  because  their  work 
seemed  to  have  no  practical  value.  However, 
the  data  they  gathered  later  proved  to  be 
worth  millions  to  the  fishing  and  shipping 
industries. 

You  are  here  today  because  you  are  con- 
nected with  a medical  center  and  because 
you  have  shown  an  aptitude,  an  interest  in 
research,  which  is  commendable.  The  two- 
fold purpose  of  a medical  school  is  to  train 
competent  physicians  to  treat  the  sick  and 
to  promote  medical  progress  through  re- 
search. These  two  aspects  must  remain  in 
balance,  however,  because  if  one  phase  pre- 
dominates over  the  other  the  primary  hum- 
anitarian mission  of  medicine  will  suffer. 
You  are  interested  in  the  future  of  medicine 
as  a whole  as  well  as  your  own  individual 
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futures.  Therefore,  you  should  give  serious 
consideration  to  this  essential  balance  in 
medical  sciences. 

The  past  decade  or  more  has  been  dubbed 
the  era  of  “grantism”  in  research.  The  end 
of  this  era  is  not  in  sight,  but  already  the 
particular  kind  of  financial  support  which 
has  permitted  such  great  contributions  to 
medicine  is  showing  signs  of  disturbing  the 
essential  balance  between  medical  research, 
teaching  and  medical  care. 

We  can  illlustrate  this  point  with  the 
hypothetical  story  of  a brilliant  young 
scientist  who  might  have  participated  in  a 
Student  Research  Forum  such  as  this.  After 
deciding  to  go  into  academic  medicine,  he 
secures  a job  in  a university  medical  school 
as  an  instructor.  Fortunately  his  research 
interest  yields  a number  of  worthwile  pub- 
lications and  sizeable  grants  during  the  next 
few  years  and  his  accomplishments  are  duly 
recognized.  He  is  promoted  in  his  school  and 
is  invited  to  join  several  national  profes- 
sional organizations.  With  these  advance- 
ments he  assumes  more  outside  activities 
and  responsibilities.  He  and  his  wife  build 
an  attractive,  rather  expensive  home  in 
“Woodville  Heights”  and  new  friends  with 
increased  social  obligations  result. 

Our  hero  is  popular  and  becomes  active 
in  the  affairs  and  politics  of  various  nation- 
al scientific  organizations.  He  is  elected  an 
officer  of  one,  is  on  the  Membership  Com- 
mittee of  another,  on  the  Council  of  another 
and  may  even  accept  a place  on  the  Edito- 
rial Board  of  still  another  group.  He  expects 
these  appointments  to  be  easy  but  to  his  dis- 
may he  finds  that  many  hours  of  his  time 
are  consumed  by  telephone  calls,  meetings 
and  countless  administrative  minutiae.  In 
addition,  since  he  has  been  promoted,  he  be- 
comes a more  prominent  member  of  his  in- 
stitution so  he  is  appointed  to  the  Admis- 
sions Board,  the  Curriculum  Committee,  the 
Library  Committee  and  sundry  other  “im- 
portant” groups. 

Although  he  did  very  well  with  his  initial 
grants,  it  now  becomes  apparent  that  even 
more  time  and  effort  are  needed  to  keep  the 
grants  coming.  In  fact,  his  academic  pro- 
motions and  professional  standing  depend 
on  a continuation  of  these  grants  and  on  how 
many  papers  he  publishes. 

He  soon  discovers  that  some  smart  boys 
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have  a method.  They  develop  a kind  of  per- 
sonal public  relations  set-up  for  themselves. 
They  meet  the  right  people,  appear  at  the 
right  places  at  the  right  time  and  arrange 
to  get  themselves  appointed  to  committees 
or  Study  Sections  at  the  National  Institute 
of  Health,  National  Science  Foundation  and 
other  fund-granting  agencies. 

Our  ambitious  scientist  remains  fair,  hon- 
est and  conscientious,  but  the  pressure  from 
grant  obligations,  both  current  and  antici- 
pated, is  manifest  in  countless  subtle  ways. 
The  bigger  the  grant  received  by  an  indi- 
vidual the  better  everyone  likes  it.  The  add- 
ed personal  prestige  is  significant  and  like- 
wise his  parent  institution  unmistakably  ap- 
proves because  the  larger  the  grant,  the 
more  money  the  institution  itself  receives. 

Then  he  discovers  that  while  he  has  been 
successful  in  obtaining  more  grant  money  he 
has  become  so  busy  with  other  activities  that 
he  has  only  limited  time  for  research,  so  he 
adopts  a plan  pioneered  by  others.  He  hires 
some  recently-graduated  young  men  who 
have  not  had  time  to  establish  themselves. 
He  pays  them  well  with  the  grant  money, 
and  if  he  is  lucky  he  may  be  able  to  estab- 
lish an  Institute  or  similar  “empire”  where 
he  is  the  Director.  Now  he  can  hire  his  own 
chemist,  physiologist,  microbiologist  or  pa- 
thologist and  his  group  becomes  an  inde- 
pendent unit  which  may  influence  or  use  the 
parent  institution  as  the  occasion  requires. 
These  young  hired  men  do  the  actual  re- 
search and  furnish  the  material  for  papers 
which  in  turn  permits  our  hero  to  obtain 
more  grants.  His  subordinates  are  not  al- 
ways interested  in  the  Director’s  line  of  re- 
search (it  may  be  difficult  to  change  the 
mountain  climber  into  a cave  explorer)  and 
the  “Chief”  is  so  occupied  with  other  things 
that  the  quality  of  research  suffers. 

In  the  midst  of  all  this,  our  hypothetical 
scientist  is  expected  to  do  some  teaching  now 
and  then.  In  fact,  one  of  the  reasons  that  he 
chose  academic  medicine  as  a career  was  his 
genuine  interest  in  imparting  his  own  knowl- 
edge to  the  younger  generation.  He  knew 
that  teaching  would  not  bring  tangible  re- 
wards nor  wide  recognition,  but  the  oppor- 
tunity to  perpetuate  the  essence  of  medical 
science  in  the  minds  of  his  successors 
seemed  payment  enough.  He  saw  a way  to- 
ward being  a guide  as  well  as  a scientific 

Journal  / January  1964  / Volume  57 


explorer;  a shepherd  as  well  as  a medical 
adventurer.  Unfortunately  his  time  for 
teaching  dwindled  away  just  as  his  time  for 
work  in  the  laboratory  disappeared.  His 
students-on-paper  knew  that  he  existed  from 
his  name  on  the  door  of  an  office  and  the 
flood  of  papers  he  wrote  but  they  rarely  saw 
him. 

This  story  may  be  considered  cynical  but 
that  is  not  how  it  is  intended.  It  summarizes 
my  observations  over  a number  of  years 
while  I was  involved  in  medical  research, 
teaching  and  administration,  and  later  in  a 
position  where  it  was  necessary  for  me  to 
visit  nearly  every  medical  center  in  the 
country.  I am  happy  to  say  that  the  Univer- 
sity of  Texas  Medical  Branch  is  one  of  the 
few  institutions  in  the  country  which  does 
not  appoint  men  on  grant  money  to  full  time 
faculty  positions.  Most  medical  institutions 
welcome  an  increase  in  grant  money  because 
of  the  “overhead”  for  the  institution,  not  to 
mention  certain  auxiliary  benefits  including 
more  equipment,  supplies  and  a greater  num- 
ber of  personnel  on  the  faculty.  Likewise 
these  grants  add  to  the  “total  research  ef- 
fort” of  the  Institution  which  permits  ap- 
plications to  other  Federal  agencies  for  new 
buildings  for  more  research  and  additional 
space. 

Where  will  this  trend  lead  us?  Fifteen  or 
twenty  years  ago  the  annual  outside  grants 
from  the  National  Institute  of  Health 
amounted  to  several  hundred  thousand  dol- 
lars; now  they  have  grown  to  hundreds  of 
millions  of  dollars  per  year.  Some  institu- 
tions receive  over  80  per  cent  of  their  sup- 
port from  Federal  funds.  Is  this  desirable? 
It  certainly  does  not  seem  illogical  to  assume 
that  whoever  controls  the  purse  strings  con- 
trols the  policy.  No  one  knows  the  exact 
motive  behind  this  golden  stream  of  Federal 
grant  money,  but  we  should  keep  in  mind 
the  old  adage : “Be  wary  of  the  gravy  train.” 

Perhaps  it  is  like  the  traveler  in  the  moun- 
tains who  said,  “Howdy,”  to  a native  with 
a shot  gun  under  one  arm  and  a jug  in  the 
other.  The  native  returned  a friendly  greet- 
ing and  extended  his  jug.  “Here,  have  a 
drink,”  he  said.  “But  I don’t  want  a drink,” 
answered  the  traveler.  The  native  replied, 
“In  this  country  when  we  offer  a man  a 
drink  it’s  an  insult  not  to  take  it.”  With 
that  he  leveled  his  shotgun  at  him  and  said, 
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“Now  drink!”  There  was  nothing  for  the 
traveler  to  do  but  drink,  so  he  did.  The 
traveler  gasped,  “This  is  the  foulest  stuff 
I’ve  ever  tasted.”  To  this  the  native  replied, 
“Isn’t  it  though?  Now  you  hold  the  gun  on 
me  while  I take  a snort!” 

Academic  medicine,  like  most  things  in 
life,  has  its  good  and  bad  sides,  its  desirable 
and  undesirable  qualities.  It  is  not  a bed  of 
roses.  Young  men  interested  in  this  field 
should  enter  it  with  their  eyes  open.  They 
should  understand  the  relation  of  medical 
research  to  teaching  and  also  how  these  two 
activities  must  fit  into  the  framework  of 
medical  science.  They  should  not  be  led 
astray  by  the  term  “academic  medicine.” 
Remember  that  nothing  is  more  academic 
than  the  practicing  physician  who  sees  a 
research  problem  in  each  patient  even  though 
he  does  not  have  unlimited  time,  technical 
help,  elaborate  equipment  or  electronic  gad- 
gets to  supply  certain  types  of  data  com- 
monly used  in  scientific  publications. 

Fashions  and  trends  are  subject  to  change. 
The  truth  of  this  is  born  out  by  the  chang- 
ing attitude  toward  research  support  which 
has  been  emphasized  recently  in  scientific  as 
well  as  popular  publications.  If  a man  goes 
into  research  and  “academic  medicine”  sim- 
ply because  he  thinks  it  will  advance  his  per- 
sonal program  he  would  do  well  to  go  else- 
where. Good  research  does  not  necessarily 
result  merely  because  financial  support  is 
available  for  what  someone  else  thinks  is  an 
“exciting”  project.  He  must  keep  his  feet 
on  the  ground  and  beware  of  many  distract- 
ing factors,  no  matter  how  attractive  they 
seem  or  he  will  end  up  as  another  “statisti- 
cal” four  to  eight  year  research  casualty. 

The  reasons  why  a promising  young  man’s 
fruitful  research  life  is  usually  so  brief  have 
been  considered  by  others.  One  of  the  best 
of  these  explanations  is  called  “Who  Killed 
Cock  Robin?”  by  Doctor  Carl  Dragstedt, 
Professor  of  Pharmacology  at  Northwestern 
University  School  of  Medicine.1  Doctor 
Dragstedt  did  a magnificent  job  of  emphasiz- 
ing the  various  distracting  factors  which 
were  often  innocent  and  well  meant,  but 
which  finally  destroyed  the  investigative 
spirit  of  Cockrell  Robinson  the  research  sci- 
entist. He  concluded  with  a poem  beginning 
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with  the  original  stanzas  from  Mother  Goose 
as  an  introduction  and  ending  with  his  own 
modifications : 

Who  killed  Cock  Robin? 

“I,”  said  the  sparrow 
“With  my  bow  and  arrow 
I killed  Cock  Robin.” 

Who’ll  make  his  shroud? 

“I,”  said  the  beetle, 

“With  my  thread  and  needle, 

I’ll  make  his  shroud.” 

Who’ll  sing  a psalm? 

“I,”  said  the  thrush, 

“As  I sit  in  the  bush, 

I’ll  sing  a psalm.” 

Who’ll  toll  the  bell? 

“I,”  said  the  bull, 

“Because  I can  pull, 

I’ll  toll  the  bell.” 

All  the  birds  of  the  air 
Fell  sighing  and  sobbing 
When  they  heard  the  bell  toll 
For  poor  Cock  Robin. 

And  now  Doctor  Dragstedt’s  pertinent 
modifications : 

Who  killed  Cock  Robin? 

“Not  I,”  said  his  wife, 

“You  can  betcha  your  life, 

I meant  to  encourage  his  labors, 

I resent  your  suspicions, 

I just  had  ambitions 
That  we  could  keep  up  with  the  neigh- 
bors.” 

Who  killed  Cock  Robin? 

“Not  we,”  said  his  students, 

“That’s  one  way  we  wouldn’t 
Transgress  academical  rules. 

We’re  very  particular 
To  stick  to  curricular 
Ways  of  annoying  the  schools.” 

Who  killed  Cock  Robin? 

“Not  we,”  said  his  fellows, 

“We  wouldn’t  let  jealousy 
Hamstring  a comrade’s  researches. 

We  resent  the  suggestion 

Implied  by  the  question 

And  wonder  why  you  thus  besmirch  us.” 

Who  killed  Cock  Robin? 

“Not  I,”  said  the  Dean, 

“I’ve  a real  thoughtful  bean, 

And  Robin’s  a man  I’ve  had  eyes  on. 
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I didn’t  intend 

His  researches  should  end, 

I was  broadening  his  narrow  horizon.” 

With  your  permission  I am  inserting  the 
next  stanza  of  my  own. 

Who  killed  Cock  Robin? 

“Not  I,”  said  N.I.H., 

“We  grant  many  millions 
And  at  times  we  plan  to  do  more. 

We  give  it  direct 
To  those  we  select 

When  often  we  know  not  what  for.” 

And  now  to  continue  with  Doctor  Drag- 
stedt’s  poem: 

They  all  watched  him  die, 

They  all  made  his  shroud 
They  all  dug  his  grave 
While  they  mourned  out  loud. 

They  all  sang  a psalm 
They  all  tolled  the  bell, 

But  none  would  admit 
That  he  lied  like  hell. 

Everybody  involved 
Kept  sighin’  and  sobbin’ 

But  none  would  admit 

Killing  poor  Cock  Robin.  □ 
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Annual  Meeting  Revised 

As  A RESULT  of  recommendations  of  the 
Annual  Meeting  Study  Committee  made  to 
the  House  of  Delegates  of  the  Oklahoma 
State  Medical  Association  in  May,  1963,  and 
approved  by  the  Delegates,  the  Annual  Meet- 
ing, to  be  held  May  1,  2,  3,  1964,  will  assume 
a somewhat  different  format. 

The  House  of  Delegates  will  meet  Friday 
morning  and  Saturday  morning  (May  1-2), 
and  the  main  Scientific  Sessions  will  be  held 
Friday  and  Saturday  afternoons,  with  no 
events  scheduled  to  interfere  with  the  Scien- 
tific Program.  For  those  not  attending  the 
House  of  Delegates  there  will  be  additional 
scientific  programs,  including  conferences, 
on  both  Friday  and  Saturday  mornings. 
Other  events  are  scheduled  for  Sunday, 
May  3. 

An  attempt  will  be  made  this  year  to  pre- 
sent a coordinated  scientific  program,  review- 


ing some  of  the  recent  advances  in  the  basic 
sciences  as  they  pertain  to  practical  clinical 
application  as  well  as  to  strictly  clinical  ma- 
terial. This  type  of  program  may  be  used 
in  subsequent  years  with  different  subject 
material  so  that  in  the  course  of  a few  years’ 
time  a wide  gamut  of  medical  information 
can  be  presented. 

Needless  to  say,  it  is  hoped  that  attend- 
ance of  the  scientific  portion  of  the  meeting 
will  be  increased,  as  it  is  rather  dismal  to 
invite  speakers  for  some  of  the  meager  turn- 
outs which  have  been  present  at  some  past 
sessions. — R.  R.  Hannas,  M.D.  □ 

Important  Meetings  Set 
This  Month  For  OSMA 

Two  OF  THE  most  important  conferences 
in  recent  years  will  be  sponsored  by  the 
Oklahoma  State  Medical  Association  on  the 
weekend  of  January  25th  and  26th  at  the 
Skirvin  Hotel  in  Oklahoma  City. 

On  Saturday,  the  Annual  Conference  of 
County  Medical  Society  Officers  is  sched- 
uled to  begin  at  9:30  a.m.  and  will  conclude 
with  a social  hour  and  dinner.  At  9 :30  a.m., 
the  following  morning,  the  first  OSMA  Men- 
tal Health  Conference  gets  underway. 

All  members  of  the  OSMA  and  their  ivives 
are  invited  to  participate  in  both  events,  but 
particular  emphasis  is  being  placed  on  ob- 
taining 100  per  cent  registration  from  coun- 
ty medical  society  and  auxiliary  officers,  as 
well  as  from  the  OSMA  Board  of  Trustees. 

A full  program  for  the  County  Officers 
Conference  is  featured  in  an  article  begin- 
ning on  page  33  of  this  Journal.  Never  has 
the  OSMA  assembled  a more  impressive  ar- 
ray of  speakers,  and  the  subjects  selected 
hit  at  the  heart  of  vital  issues  confronting 
the  profession. 

Mental  health,  another  issue  of  growing 
importance  to  physicians  and  the  nation, 
will  be  given  special  emphasis  during  the 
next  day’s  program.  The  complexities  of 
the  mental  health  problem  and  the  proposals 
being  advanced  at  all  governmental  levels 
for  its  solution  necessitate  a “meeting-of- 
the-minds” — such  is  the  purpose  of  the 
OSMA  Mental  Health  Conference. 

Contact  the  OSMA  Executive  Office  for 
registration  forms.  n 
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I think  if  any  one  were 
to  list  some  of  the  most 
important  problems  and 
issues  that  face  the  pro- 
fession, as  well  as  the 
state  and  nation,  most 
of  the  following  would 
be  included: 

— Public  and  profession- 
al apathy. 

— Lack  of  understanding  of  the  issues  in- 
volved. 

— Legislation  involving  medical  care,  both 
local  and  national. 

— Methods  and  means  for  securing  better 
legislation. 

— Welfare  programs  and  their  problems, 
State  and  National. 

— Problems  concerning  the  Medical  School 
and  the  faculty. 

— Professional  responsibilities,  and  how  to 
assume  them. 

— Mental  health  problems,  their  limitations 
and  potentialities. 

— Professional  policies  and  responsibilities 
in  the  mental  health  field. 

— Newer  outlooks  toward  total  patient  care. 

A program  that  brings  discussions  of 
each  of  these  has  been  formulated  for  the 
coming  Conference  of  County  Medical  Of- 
ficers, and  the  first  Mental  Health  Confer- 
ence to  be  held  January  25th  and  26th.  Doc- 


tor Rex  Kenyon,  of  the  Council  on  Public 
Policy,  Doctor  Hayden  Donahue,  of  the 
Council  on  Public  Health,  and  Doctor  George 
Guthrey,  of  the  Committee  on  Mental  Health, 
are  to  be  congratulated  and  commended  for 
their  preparation  of  these  fine  programs. 
The  best  commendation  that  could  be  given 
them  is  a full  house  of  attendance  that  should 
include  all  physicians,  as  well  as  the  County 
officers. 

These  will  not  be  the  usual  standard, 
stereotyped  programs,  but  will  present  dif- 
ferent view  points.  One  of  the  highlights 
will  undoubtedly  be  the  address  of  the  Hon- 
orable Durward  Hall,  M.D.,  Congressman 
from  Missouri. 

^ ^ 

My  observations  during  the  first  two- 
thirds  of  my  term,  convinces  me  more  than 
ever,  that  it  is  not  the  magnitude  of  the 
problems  that  we  need  to  fear,  but  the  dis- 
regard that  we  give  them.  We  are  too  con- 
cerned, first  with  our  own  personal  prob- 
lems, and  secondly,  with  picayunish  and  in- 
consequential issues  that  entirely  ignore  the 
main  issues.  These  small  and  minor  dis- 
agreements serve  only  to  cast  smoke  screens 
over  the  main  issues  and  to  divide  our  in- 
terests and  thinking  about  the  real  issues. 
We  are  still  more  concerned  about  the  handle 
of  the  spade  than  we  are  about  the  spade 
itself  and  the  hole  that  it  digs! 
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Comparison  of  A New  Sulfonamide  and  of 
Penicillin  in  the  Treatment  of 
Acute  Streptococcal  Pharyngitis* 


BARBARA  BRADEN,  M.D. 
JOHN  P.  COLMORE,  M.D. 


The  data  presented  provide  evidence 
that  a new  long-acting  sulfonamide , 
in  contrast  to  other  sulfonamides,  is 
effective  in  eradicating  beta-hemolytic 
streptococci  from  the  oropharynx. 

Previous  studies  by  others2-4-6’10-11 

have  indicated  that  sulfonamides  used  in 
the  treatment  of  acute  streptococcal  pharyn- 
gitis, although  reducing  the  incidence  of 
suppurative  complications,  failed  to  eradi- 
cate the  streptococci  from  the  oropharynx 
in  a significant  percentage  of  patients.  It 
has  also  been  shown  that  the  non-suppura- 
tive  complications  of  streptococcal  infections, 
rheumatic  fever  and  acute  glomerulonephri- 
tis, are  not  prevented  unless  the  organism 
is  eradicated.4  Therefore,  it  has  been  recom- 
mended that  sulfonamides  not  be  used  in  the 
treatment  of  acute  streptococcal  infections.4, 

7.  11.  12 

In  more  recent  years,  new  “long-acting” 
sulfonamides  have  been  developed,  one  of 

*From  the  Departments  of  Preventive  Medicine  and  Public 
Health  and  of  Medicine,  University  of  Oklahoma  Medical 
Center. 


which  has  been  studied  by  us  and  the  results 
discussed  in  a recent  publication.1  In  this 
previous  study,  the  effectiveness  of  5- 
methyl-3-sulfanil-amido-isoxazole  (RO  4- 
2130*)  in  eradicating  the  streptococci  from 
the  oropharynx  was  evaluated  (figure  1) 
and  a 94  per  cent  post-therapy  bacteriologi- 
cal conversion  rate  was  achieved. 

The  purpose  of  the  present  study  is  to 
compare  the  effectiveness  of  penicillin  and 
of  RO  4-2130  in  eradicating  streptococci  from 
the  oropharynx  of  patients  with  acute  beta- 
hemolytic  streptococcal  pharyngitis. 

H N -R-SO  -NH-C CH 

2 2 

u u 

N C-CH 

\ / 

o 

5methyl-3-sulfanilamido-isoxazole 
(Ro  4-2130J 

H N -R-SO  -NH-C  = C-CH 3 
2 2 

o C-CH3 


SULFISOXAZOLE 

FIGURE  1 

^Supplied  by  Hoffman-LaRoche  as  Gantanol. 
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MATERIALS  AND  METHODS 

The  subjects  of  this  study  are  93  consecu- 
tive patients  who  received  107  courses  of 
treatment  for  bacteriologically  proven  beta- 
hemolytic  streptococcal  pharyngitis.  All  pa- 
tients were  seen  at  the  University  of  Oklaho- 
ma Medical  Center  Health  Service  between 
October,  1960  and  April,  1961.  They  includ- 
ed 29  males  and  64  females,  ranging  in  age 
from  18  to  56  years  with  74  per  cent  between 
18  and  30  years  of  age.  (table  1)  All  were 
seen  for  symptoms  of  acute  pharyngitis  and 
none  required  hospitalization. 

All  cultures  of  the  throat  were  taken  by 
means  of  sterile  cotton-tipped  swabs  which 
were  rubbed  over  the  posterior  pharyngeal 
wall  and  the  tonsils  or  tonsillar  fossae.  The 
inocula  were  cultured  on  blood  agar  medium. 
The  organisms  were  identified  by  gross  ex- 
amination of  the  culture  for  beta-hemolyzing 
colonies  and  by  staining  by  Gram’s  method. 
Grouping  and  typing  of  the  beta-hemolytic 
streptococci  were  not  available.  Random 
selection  was  achieved  by  arranging  that 
patients  whose  hospital  chart  numbers  end- 
ed in  an  odd  digit  were  placed  on  penicillin, 
whereas  those  ending  in  an  even  digit  were 
given  the  sulfonamide.  If  the  patient  had  a 
history  of  known  sensitivity  to  the  agent 
thus  selected,  an  exception  was  made  and 
the  alternative  treatment  given. 

All  patients  received  the  same  dosage 
schedule  of  the  drugs:  in  the  case  of  RO  4- 
2130,  two  grams  initially  followed  by  one 
gram  every  12  hours  for  a total  of  ten  days ; 
or  alternately  procaine  penicillin,  600,000 
units  intramuscularly  daily  for  four  days 
followed  by  long-acting  bicillin,  1,200,000 
units  intramuscularly  on  the  fifth  day. 
Treatment  was  begun  in  most  cases  on  the 
third  day  after  the  onset  of  symptoms  (range 
one-seven  days).  Repeat  cultures  of  the 

AGE  DISTRIBUTION  OF  PATIENTS 
AGE  IN  YEARS  NUMBER  OF  PATIENTS 
UNDER  20  7 

20-30  62 

31-40  12 

41-50  7 

51-60  5 

Over  60  0 

TOTAL  93 

TABLE  1 


107  COURSES  OF  TREATMENT 


RO  4-2130  (58) 

51  “CURES” 

Orig  nal  Treatment  49 

Following  Penicillin 
Failures  2 

7 FAILURES 
Original  Treatment  7 

Following  Penicillin 
Failures  0 

% “CURED”  OR 
BACTERIOLOGIC 
CONVERSION  TtATE 
88% 


PENICILLIN  (49) 

39  “CURES” 

Original  Treatment  33 
Following  RO  4-2130 
Failures  6 

10  FAILURES 
Original  Treatment  10 
Following  RO  4-2130 
Failures  0 

% “CURED”  OR 
BACTERIOLOGIC 
CONVERSION  RATE 
_ 80% 


TABLE  2 

throat  were  made  five  days  after  completion 
of  therapy  and  then  at  weekly  intervals  up  to 
12  weeks  after  therapy.  Pre-therapy  and 
post-therapy  urinalyses  were  performed  in 
all  patients,  and  pre-therapy  and  post- 
therapy peripheral  blood  studies  were  per- 
formed in  all  patients  on  the  sulfonamide. 


RESULTS 

A patient  was  considered  to  have  a “cure” 
only  if  the  post-therapy  cultures  remained 
negative  for  beta-hemolytic  streptococci  for 
the  first  six  weeks.  Thereafter,  a positive 
culture  was  considered  a re-infection  rather 
than  a treatment  failure.  Of  the  107  courses 
of  treatment  in  93  patients,  there  were  51 
“cures”  with  RO  4-2130  and  seven  treatment 
failures,  a bacteriologic  conversion  rate  of 
88  per  cent.  There  were  39  “cures”  with 
penicillin  and  ten  treatment  failures,  a bac- 
teriologic conversion  rate  of  80  per  cent, 
(table  2)  Of  the  seven  treatment  failures 
with  RO  4-2130,  six  were  subsequently  treat- 
ed with  penicillin  and  considered  “cures” 
with  penicillin,  while  the  remaining  patient 
was  lost  to  follow-up  study.  Of  the  ten  treat- 
ment failures  with  penicillin,  two  were  treat- 
ed with  RO  4-2130  and  considered  “cures” 
with  this  agent,  five  were  lost  to  follow-up 
study  and  three  were  treated  with  erythro- 
mycin because  of  known  sensitivity  to  sulfo- 
namides (of  these  three  latter  subjects,  one 
was  cured  and  two  remained  treatment 
failures).  All  treatment  failures  using  either 
agent  responded  favorably  if  treated  with  the 
other  study  drug. 

One  patient,  who  initially  responded  to 
RO  4-2130,  became  “re-infected”  and  re- 
sponded to  penicillin,  then  became  “re-infect- 
ed” again  and  responded  to  a second  course  of 
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TABLE  3 

BACTERIOLOGTC  CONVERSION  RATE 


Agent  Conversion 

UNTREATED  CONTROLS*  4 « . ..  5-48 

SULFADIAZINE*  4. «.  i , 5-40 

SULFISOXAZOLEm  22 

TETRACYCLINESs.  5,  s 55-76 

ERYTHROMYCINs,  is  48-95 

PENICILLIN*,  4,  o,  io,  is  82-99 

RO  4-2130i  88-94 


RO  4-2130.  A second  patient  was  initially 
“cured”  with  RO  4-2130,  became  “re-infect- 
ed” after  12  weeks,  and  was  again  treated 
successfully  with  RO  4-2130.  Three  patients 
who  were  initially  “cured”  with  RO  4-2130 
subsequently  became  “re-infected,”  while  two 
patients  who  were  “cured”  with  penicillin 
became  “re-infected,”  suggesting  that  the 
initial  drug  employed  had  no  effect  on  the 
frequency  of,  or  possibility  of,  re-infection 
in  the  patient. 

Both  penicillin  and  RO  4-2130  were  well 
tolerated  by  the  patients.  Only  one  of  38 
patients  treated  with  penicillin  and  three  of 
55  patients  treated  with  RO  4-2130  gave 
evidence  of  unfavorable  reaction.  The  pa- 
tient treated  with  penicillin  had  localized 
urticaria  of  the  finger,  under  a ring,  after 
the  third  intramuscular  injection  of  pro- 
caine penicillin.  One  patient  treated  with  RO 
4-2130  developed  mild  weakness  after  eight 
days,  of  therapy;  one  noted  hypersensitivhy 
of  the  tongue  after  one  day  of  therapy  with- 
out observable  physical  change  of  the 
tongue;  and  one  developed  nausea,  vomiting, 
diarrhea  and  abdominal  cramping  after  six 
days  of  therapy,  which  was  felt  to  have  been 
a viral  gastroenteritis  rather  than  a reaction 
to  the  drug.  Therefore,  all  these  “reactions” 
were  questionable  and  probably  not  due  to 
the  drug,  although  all  four  voluntarily  dis- 
continued the  agent.  Urinalyses  and  peri- 
pheral blood  studies  failed  to  reveal  any  evi- 
dence of  sulfonamide  toxicity. 

Twelve  months  following  completion  of 
the  study,  no  known  cases  of  rheumatic 
fever  or  of  glomerulonephritis  have  occurred. 

DISCUSSION 

It  has  been  shown  by  others2’ 4>  6>  10>  11  that 
in  from  one  to  six  days  after  termination  of 
sulfonamide  treatment  for  acute  streptococ- 
cal pharyngitis,  oropharyngeal  cultures  are 
positive  for  streptococci  in  60  to  95  per  cent 


of  the  patients  and  in  52  to  95  per  cent 
of  the  untreated  controls,  suggesting  that 
the  sulfonamide  used  did  not  eradicate  the 
streptococci.  This  also  indicates  that  if 
growth  of  the  streptococci  were  inhibited 
during  the  active  phase  of  treatment,  there 
was  a rapid  and  early  regrowth  of  the  organ- 
ism when  treatment  was  discontinued.  Pre- 
vious studies2’  4> 9>  10>  13  have  also  shown  that 
after  termination  of  penicillin  treatment  in 
acute  streptococcal  pharyngitis,  oropharyn- 
geal cultures  are  positive  for  streptococci  in 
from  one  to  18  per  cent  of  the  patients.  Our 
experience  in  this  and  previous  studies1  show 
that  post-therapy  oropharyngeal  cultures 
were  positive  for  streptococci  in  six  to  12  per 
cent  of  patients  using  RO  4-2130  compared 
to  20  per  cent  with  penicillin.  Stated  differ- 
ently, the  bacteriological  conversion  rates  for 
these  two  agents  in  our  hands  were  quite 
comparable,  that  is,  88  per  cent  showing 
sterile  cultures  after  RO  4-2130  against  80 
per  cent  after  penicillin.  As  may  be  seen 
from  table  3,  the  bacteriological  conversion 
rate  using  RO  4-2130  compares  favorably 
with  those  reported  with  the  use  of  various 
other  antimicrobial  agents  in  the  treatment 
of  acute  streptococcal  pharyngitis. 

The  desired  goal  in  the  treatment  of  beta- 
hemolytic  streptococcal  pharyngitis  is  to 
eradicate  the  streptococci  from  the  oro- 
pharynx and  to  prevent  the  late  complica- 
tions of  streptococcal  infections,  rheumatic 
fever  and  acute  glomerulonephritis.  In  pre- 
vious studies,  the  sulfonamides  used  in  the 
treatment  of  this  acute  infection  did  neither, 
they  did  not  eradicate  the  organism  nor  did 
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they  prevent  the  non-suppurative  complica- 
tions of  the  streptococcal  infections.  The 
high  percentage  of  bacteriological  conver- 
sion with  RO  4-2130  in  our  studies  compared 
to  that  with  other  sulfonamides  may  in  part 
be  explained  by  the  longer  treatment  period 
used  here,  that  is  ten  days,  in  contrast  to  the 
usual  five  day  treatment  period  quoted  in 
most  other  studies.  However,  this  alone  is 
not  a satisfactory  explanation  because  if 
the  growth  of  streptococci  were  merely  in- 
hibited, one  would  expect  a greater  number 
of  failures  or  of  relapses  than  was  found  in 
our  experience.  Therefore,  this  agent,  under 
the  conditions  of  this  study,  in  contrast  to 
the  shorter  acting  sulfonamides,  does  in- 
deed eradicate  streptococci  from  the  oro- 
pharynx. 

RO  4-2130  appears  to  offer  several  ad- 
vantages as  an  antimocrobial  agent  in  the 
treatment  of  acute  streptococcal  pharyngi- 
tis. The  cost  of  the  drug  is  significantly  low- 
er than  that  of  erythromycin,  oral  penicillin 
or  the  broad  spectrum  antibiotics.  RO  4-2130 
is  well  tolerated  and  since  it  needs  to  be 
taken  only  every  12  hours  instead  of  four 
times  daily,  is  much  more  likely  to  be  taken 
faithfully  by  the  ambulatory  patient  and 
hence  will  have  a greater  chance  to  achieve 
the  desired  result. 


SUMMARY 

The  effectiveness  of  a new  long-acting 
sulfonamide,  RO  4-2130  and  of  penicillin 
in  eradicating  streptococci  from  the  oro- 
pharynx of  93  ambulatory  patients  with 
bacteriologically  proven  beta-hemolytic 
streptococcal  pharyngitis  was  compared. 
The  bacteriological  cure  rate  was  88  per 
cent  with  RO  4-2130  and  80  per  cent  with 
penicillin.  □ 
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POSTGRADUATE  SYMPOSIA  SCHEDULED 


Postgraduate  symposia  devoted  to  the  op- 
erative aspects  of  gynecology  and  obstetrics 
will  be  presented  March  12  and  13  at  the 
University  of  Oklahoma  Medical  Center. 

The  guest  faculty  will  include  : Reuben  H. 
Adams,  M.D.,  associate  professor  of  obstet- 
rics and  gynecology,  Southwestern  Medical 
School  of  the  University  of  Texas;  Raphael 
B.  Durfee,  M.D.,  associate  professor  of  ob- 
stetrics and  gynecology,  University  of  Ore- 
gon School  of  Medicine;  Isadore  Dyer,  M.D., 
professor  of  obstetrics,  Tulane  University 
School  of  Medicine;  and  John  D.  Thompson, 
M.D.,  professor  and  chairman  of  gynecology 
and  obstetrics,  Emory  University  School  of 
Medicine. 

10 


The  course  was  developed  by  the  Okla- 
homa Medical  Center’s  Department  of  Gyne- 
cology and  Obstetrics  and  Department  of 
Continuing  Education. 

Emphasis  will  be  placed  on  the  indications, 
contraindications  and  technics  for  operative 
procedure  in  a practical  manner  useful  to 
the  practicing  physician. 

The  program  will  consist  of  lectures,  round 
table  discussions  and  informal  small  group 
seminars.  Registration  information  and  a 
program  may  be  obtained  from  the  Office  of 
Postgraduate  Education,  University  of  Okla- 
homa Medical  Center,  801  NE  13,  Oklahoma 
City  4,  Oklahoma.  □ 
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Crystallized  Fear 


ALFONSO  PAREDES,  M.D. 

Relationships  between  functions  of 
the  thyroid  gland  and  psychic  events 
have  been  postulated  but  the 
psychogenesis  and  psychological 
management  of  hyperthyroidism 
remain  a challenge  to  the 
clinician  and  the  investigator. 

It  HAS  BEEN  suggested  that  the  facies 
of  patients  with  hyperthyroidism  is  one  of 
“crystallized  fear.”  Characteristics  of  this 
condition  are  staring  eyes,  distressed  expres- 
sion and  swollen  neck.  William  Hogarth,  the 
British  painter,  had  some  inkling  about  the 
relations  between  emotional  shock  and  swell- 
ing of  the  neck.  In  one  of  his  paintings  he 
portrayed  Sigismonda,  the  heroine  of  Boc- 
caccio’s story,  “The  Poisoned  Heart,”  with 
an  expression  typical  of  a patient  with  toxic 
goiter.  Sigismonda  had  just  received  a small 
box  containing  the  heart  of  her  murdered 
lover.  Her  father,  who  disapproved  of  the 
attentions  paid  by  the  young  man,  had  him 
assassinated.19  The  Romans  believed  that 
changes  in  size  of  the  neck  were  related  to 
certain  aspects  of  human  behavior.  They 
measured  the  necks  of  young  women  with  a 
string  to  determine  defloration  or  preg- 
nancy.38 

For  some  time,  physicians  have  been  in- 
terested in  the  influence  of  emotions  on  the 
functions  of  the  thyroid  gland.  In  reviewing 
ideas  on  this  subject  as  presented  in  the 
scientific  literature  over  the  past  forty 
years  particular  reference  will  be  made  to 
hyperthyroidism  from  the  following  points 
of  view:  (1)  Nature  of  psychiatric  symp- 
toms in  patients  with  hyperthyroidism;  (2) 
etiopathogenic  role  of  acute  emotional  stress ; 
(3)  patterns  of  psychologic  conflict;  (4) 
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personality  types,  and  (5)  psychotherapeu- 
tic management. 

PSYCHIATRIC  SYMPTOMS 
IN  HYPERTHYROIDISM 

A variety  of  psychologic  symptoms  have 
been  reported  in  patients  with  this  syn- 
drome. Johnson  observed:  nervousness,  ir- 
ritability, indecision,  doubts  and  fears, 
memory  changes,  insomnia,  shortness  of 
breath  and  palpitations.  Occasionally  his  pa- 
tients displayed  acute  manic  behavior.30 
Conrad  mentioned  an  increased  intolerance 
to  difficulties  in  the  environment,  hysterical 
symptoms,  compulsions,  paranoid  ideas, 
manic-depressive  tendencies  and  schizo- 
phrenic reactions.11  Manic-depressive  fea- 
tures often  are  emphasized  in  literature.15- 29 

Welti  was  impressed  by  an  increased  drive 
to  work,  a desire  to  do  things  uninterruptedly 
and  occasional  spells  of  confusion  with  time 
and  place  disorientation.  Psychoses  were 
characterized  by  hyperactivity  and  schizo- 
phrenic features,  such  as  rambling  conversa- 
tion, vague  persecutory  ideas,  suspiciousness, 
inappropriate  laughter  and  hallucinations. 
Acute  brain  syndromes  with  characteristic 
sensorium  deficit  occurred  with  some  fre- 
quency.16- 15- 20  Apathy,  lethargy,  a placid 
facies,  depression  and  mental  and  physical 
inertia  have  been  observed  in  the  elderly.47 

Cossa  classified  patients  with  hyperthy- 
roidism in:  “petit  nerveux”  and  severe  psy- 
chiatric syndromes.  In  his  series,  the  “petit 
nerveux”  constituted  approximately  seventy- 
five  per  cent  of  his  patients;  they  were  in- 
dividuals prone  to  react  to  minor  stresses 
of  everyday  life  with  nervousness,  overac- 
tivity, and  instability.  They  suffered  anxiety 
with  or  without  agitation  and  had  various 
psychoneurotic  symptoms.  The  group  with 
severe  psychiatric  syndromes  had  psychoses 
with  delusional  ideas  and  hallucinations.12 

Although  exophthalmos,  enlarged  neck  and 
loss  of  weight  have  important  implications 
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from  the  esthetic  point  of  view,  the  psy- 
chologic impact  of  these  changes  in  body 
image  has  not  been  studied  in  much  detail. 

It  is  now  a well  known  fact  that  hyperthy- 
roidism is  usually  accompanied  by  psycholog- 
ic symptoms.  The  patient  is  subjectively 
troubled  and  tense.  His  life  proceeds  at  a 
fast  rhythm.  People  in  the  environment  ap- 
pear to  him  whimsical  and  capricious  and 
arouse  in  him  intense  feelings  of  a positive 
or  negative  nature.5 

ETIOPATHOGENIAC  ROLE  OF 
ACUTE  EMOTIONAL  STRESS 

Acute  emotional  stress  has  been  impli- 
cated in  the  pathogenesis  of  hyperthyroid- 
ism. Maranon  was  one  of  the  first  to  suggest 
that  psychological  events  operate  in  subjects 
with  a biologic  disposition  toward  hyperthy- 
roidism.46 

According  to  Bram  85  per  cent  of 
his  patients  presented  a clear  history  of 
psychic  trauma  as  a precipitating  factor  of 
the  disease.  He  related  some  traumatic 
situations  in  which  “the  instinct  of  self- 
preservation  was  called  upon  to  fight  or 
flight:  as  in  the  firing  line  in  battle,  during 
a conflagration,  an  earthquake,  shipwreck 
or  train  accident.”  Another  form  of  acute 
psychic  trauma  was  the  emotional  shock  of 
minor  surgical  operations.  Parturition  in 
association  with  apprehension  for  self  and 
offspring  preceded  four  per  cent  of  the 
cases  in  his  series. 

In  accordance  with  the  opinions  of  most 
of  the  earlier  writers  Hyman  believed  that 
in  almost  every  case  psychic  factors  were  im- 
portant.27 Hyperthyroidism  developed  in 
a ship’s  fireman  after  a great  fright  result- 
ing from  the  wrecking  of  his  steamer,  in 
persons  after  a Zeppelin  raid  during  the 
First  World  War;  in  a school  mistress  after 
being  chased  by  horses  while  riding  a bicycle 
in  a tunnel  and  in  a woman  after  her  hated 
husband  returned  from  the  front.19 

Thyroid  storm  has  been  preceded  by  dis- 
ruption of  the  main  interpersonal  relation- 
ships which  supplied  dependent  need  for 
affection  in  a woman.35  Bercell4  mentioned 
three  cases  of  thyrotoxicosis  preceded  by 
electro-shock  therapy. 

Studies  such  as  Lidz’41>  42  reported  psycho- 
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logic  trauma  in  90  per  cent  of  the  pa- 
tients. According  to  the  excellent  work  of 
Kleinschmidt,  Waxenberg,  and  Sheldon. 
95  per  cent  of  the  patients  gave  evidence  of 
traumatic  events,  chronologically  related  to 
thyrotoxicosis.  These  events  were  within 
the  realm  of  usual  life  experiences.  The  ab- 
sence of  trauma  of  overwhelming  magni- 
tude in  their  series  was  striking.  The  mean- 
ing of  the  experience  appeared  to  be  of  great 
importance  to  the  patients.  For  example,  a 
patient  who  had  hostile  fantasies  against 
her  husband  and  children  whom  she  wished 
to  abandon  became  quite  panicky  after  a 
minor  accident  occurring  while  she  was 
driving  a car  in  which  her  children  were 
riding.  In  contrast  with  most  of  the  reports 
in  literature,  Mandelbrote  and  Wittkower45 
found  that  acute  trauma  preceded  thyro- 
toxicosis in  only  two  out  of  25  cases. 

Relatively  little  is  known  about  the  psy- 
chophysiologic  mechanism  through  which 
emotional  stress  might  operate  as  a factor  in 
the  development  of  this  endocrinopathy.  It 
is  not  easy  to  integrate  physiologic  data 
available  with  psychiatric  data.  Kracht36 
was  able  to  induce  adynamia  tachycardia, 
tachypnea,  tremor  and  exophthalmos  in 
frightened  wild  rabbits.  In  his  experiment 
he  observed  that  the  microscopic  appearance 
of  the  thyroid  gland  was  similar  to  the  one 
induced  after  stimulation  with  thyroid  stim- 
ulating hormone.  Iodine  uptake  was  also  in- 
creased. Kracht  cites  his  experiment  as  a 
model  of  thyrotropic  stress-reaction  elicited 
by  psychologic  stimuli. 

Studies  in  human  beings  have  failed  to 
demonstrate  an  increased  circulating  level 
of  thyroid  stimulating  hormone  in  all  sub- 
jects with  hyperthyroidism.  Volpe,  et  al.,13’58 
in  an  experiment  could  not  detect  variations 
in  thyroid  function  in  subjects  in  whom 
anxiety  had  been  induced.  Alexander1  used 
moving  pictures  to  arouse  strong  affective 
reactions  in  patients  with  acute  hyper- 
thyroidism, treated  patients  and  normal  con- 
trols. He  found  a statistically  significant 
increase  of  the  protein  bound  iodine  level  in 
acute  hyperthyroid  patients. 

The  thyroid  gland  in  thyrotoxicosis  often 
fails  to  respond  to  an  exogenous  thyroid 
stimulating  hormone.23  It  is  interesting  that 
hyperthyroidism  has  been  reported  in  pa- 
tients with  hypopituitarism.17- 61  Harris  and 
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Woods25  stimulated  the  tuber  cinereum  in 
normal  rabbits,  causing  a release  of  ACTH 
with  no  effect  or  depression  of  thyroid  ac- 
tivity. On  the  other  hand,  adrenalectomized 
animals  on  constant  maintenance  doses  of 
cortisone  released  thyroid  stimulating  hor- 
mone after  the  same  type  of  electric  stimu- 
lation. It  is  difficult  therefore  to  clearly  es- 
tablish the  cortico  - dienchephalopituitary- 
thyroid  sequence  of  events  in  the  pathoge- 
nesis of  hyperthyroidism. 

In  order  to  interpret  the  findings  of  in- 
vestigators, who  suggest  a casual  relation- 
ship between  acute  emotional  trauma  and 
hyperthyroidism,  we  have  to  keep  in  mind 
that  a diagnosis  of  hyperthyroidism  may  be 
reached  with  greater  accuracy  earlier,  due 
to  the  availability  of  tests  such  as  iodine  up- 
take, protein  bound  iodine  determination, 
etc.  It  is  possible  in  many  instances  that  the 
increased  emotional  reactivity  associated 
with  a high  level  of  thyroid  hormones  might 
have  caused  the  patients  to  exaggerate  the 
emotional  impact  of  their  life  experiences. 
Therefore,  the  sequence  of  trauma-hyper- 
thyroidism observed  in  previous  studies  has 
to  be  revised. 

There  are  some  other  considerations : 
emotional  stress  is  an  integral  part  of  life; 
stressful  situations  have  personal  meanings. 
Effort  and  struggle  constitute  some  of  the 
healthiest  and  most  gratifying  human  ex- 
periences. For  many  people  the  absence  of 
stressful  situations  is  in  itself  a rather  trau- 
matic experience.62 

PROLONGED  EMOTIONAL  CONFLICTS 
IN  THE  GENESIS  OF  HYPERTHYROIDISM 

The  importance  of  prolonged  situational 
conflicts  has  been  emphasized  by  several 
authors.  They  often  elicited  from  women  a 
childhood  history  of  insecurity  and  broken 
homes.  A tendency  toward  hyperthyroidism 
was  common  among  the  firstborn  in  families 
with  domineering  and  cold  mothers.  In  adult- 
hood a high  divorce  rate  and  an  above  aver- 
age rate  of  hospitalizations  and  operations 
was  apparent.  In  males  there  was  a predom- 
inance of  patients  with  feminine  identifica- 
tions.53 

Conrad11  detected  two  patterns  in  the 
life  of  these  patients : a fear  of  losing  shelter 
and  affection,  equivalent  to  the  deprivation 


of  a mother  or  her  approval  and  fear  of  the 
mother  role.  Ham,  Carmichael,  and  Alexan- 
der21 described  a specific  dynamic  pattern : 
frustration  of  dependent  longings,  persistent 
threats  to  security  in  early  life  and  unsuc- 
cessful attempts  to  identify  with  the  object 
of  dependent  cravings.  Continued  efforts 
toward  premature  self-sufficiency  and  taking 
care  of  others  were  common. 

As  a group,  patients  were  successful  rivals 
with  siblings  for  parental  affection.  They 
“bound”  mother  to  them  by  being  passive, 
good  children  who  took  care  of  the  parent, 
often  sacrificing  other  wishes.  They  expect- 
ed the  same  from  their  own  children  whom 
they  attempted  to  dominate.  When  the 
dependency  pattern  was  disrupted  en- 
docrine disturbances  followed.  According 
to  Kaplan,31  they  were  sickly  children 
who  required  more  than  the  usual  care  and 
protection  from  their  mother.  Satisfaction 
of  their  emotional  needs  was  interfered  with 
by  the  birth  of  siblings.  Solutions  to  the  prob- 
lems arising  from  early  frustration  of  de- 
pendency were  attempted  through  early 
maturation  and  self-sufficiency.  The  patient 
identified  with  his  mother  through  a ma- 
ternal wish  for  children.  Disturbance  in  the 
relationship  with  a son  played  an  important 
role  in  the  illness. 

Mandelbrote  and  Wittkower15  found  that 
patients  expected  from  their  mothers 
more  love  than  they  could  get.  They  reacted 
to  this  frustration  with  aggressive  death 
wishes  which  aroused  anxiety  and  guilt. 
They  became  overdependent  on  the  mother 
to  ward  off  anxiety  or  developed  premature 
strivings  for  self-sufficiency.  When  the  ef- 
forts for  dependency  and  self-sufficiency 
failed,  thyrotoxicosis  appeared. 

According  to  the  authors,  thyroid  disease 
could  be  interpreted  as  a symbolic  expres- 
sion of  oral  impregnation  or  intro jection  of 
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an  ambivalent  regarded  mother  or  mother’s 
breast, 

Lewis38  believed  that  the  illness  is  the 
result  of  a specific  psychological  situation 
in  which  a father  attachment  or  fixation  was 
converted  or  sublimated  into  father  incest 
cravings.  This  conflict  allegedly  is  expressed 
through  the  thyroid  because  “it  is  phylo- 
genetically  a uterus.”  The  tumescence  of  the 
thyroid  represents  a father  impregnation 
fantasy. 

These  formulations  are  interesting  be- 
cause they  approach  the  patient’s  life  events 
in  a longitudinal  fashion  in  order  to  detect 
patterns  of  psychologic  conflict  and  defense 
mechanisms  developing  throughout  the  life 
of  the  individual,  rather  than  as  sudden 
crisis  with  physiologic  concomitances.  The 
value  of  such  formulations  is  limited  by  the 
fact  that  it  is  difficult  to  determine  their 
reliability.  Most  of  the  studies  fail  to  pro- 
vide adequate  controls  for  comparison.  Only 
a few  studies  attempted  to  match  the  pa- 
tients studied  with  non-thyrotoxic  patients. 
We  do  not  know  to  what  extent  patients  re- 
ported represent  the  hyperthyroid  popula- 
tion. Only  one  paper  tried  to  clarify  this 
point  by  stating  that  “patients  were  selected 
in  such  a manner  as  to  constitute  a fair  rep- 
resentation of  several  thousand  patients  fol- 
lowed in  the  clinic.”53  Even  in  this  study,  the 
specifics  of  the  selection  of  patients  were 
not  given.  All  of  these  comments  do  not  de- 
tract from  the  description  of  life  patterns 
observed  as  guides  for  the  psychologic  in- 
vestigation of  these  subjects. 

PERSONALITY  CHARACTERISTICS 

Many  authors  found  certain  typical  per- 
sonality characteristics  common  to  persons 
with  hyperthyroidism.  According  to  Welti59 
all  these  patients  have  an  “air  de  famille.” 
Outstanding  features  were  strong  feelings 
of  insecurity,  a keen  sense  of  responsibility 
and  a tendency  to  suffer  in  silence.10  For 
Lorand38  they  were  emotional  people,  ex- 
tremly  sensitive  to  their  environment  and 
prolific  daydreamers,  many  of  whom  pos- 
sessed an  artistic  temperatment. 

Ruesch’s  patients  were  passive  indivi- 
duals, intensely  dependent  on  authority, 
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with  a superficial  need  for  recognition,  suc- 
cess and  conformity.  Many  of  them  were 
foreign  born.  Kleinschmidt’s  patients  were 
also  passive,  dependent  individuals,  who 
found  it  difficult  to  mobilize  sufficient 
energy  to  attain  modest  goals. 

The  ones  with  higher  strivings  were  im- 
mature and  had  unrealistic  attitudes  toward 
their  roles  as  wives  and  mothers.  Personali- 
ties, ranging  from  “stolid  temperament  to 
sensitive  type,”  were  observed  by  Rhein- 
gold.51  A tendency  to  marry  late  (due  to  con- 
flicts over  leaving  mother)  maladaptation  to 
sex,  dispareunia,  frigidity  and  indifference 
to  sex  were  common. 

According  to  Robbins  and  Vinson,51-57 
the  performance  of  thyrotoxic  patients 
tested  with  the  “Maudsley  Medical  Question- 
naire,” “Crown  Word  Connection  List”  and 
“Color  Naming  Stress  Test”  was  significant- 
ly different  among  normal  controls,  patients 
with  somatization  and  patients  with  obses- 
sive compulsive  reactions. 

PSYCHOTHERAPEUTIC  MANAGEMENT 

Certain  techniques  have  been  advocated  in 
the  handling  of  these  patients.  Bram8  rec- 
ommended that  the  physician  should  “lead 
on  with  smiles  and  a friendly  attitude  and 
suggestive  influence  until  surgery  can  be 
used.  The  doctor  should  make  the  patient 
feel  he  has  a true  friend.  Friends  and  rela- 
tives should  also  be  treated  with  psycho- 
therapy. Conviction,  persuasion  and  sugges- 
tion are  important,  as  well  as  music,  reading, 
conversation,  attendance  at  lectures  and 
other  forms  of  diversion.”  Above  all  “the 
patient  must  be  taught  to  keep  the  corners 
of  his  mouth  turned  upward.”  Hyman28 
advised  careful  inquiry  into  the  patient’s 
routine,  ambitions,  and  frustrations,  point- 
ing out  the  relationship  between  symptoms 
and  psychic  trauma.  He  believed  that  the 
disease  was  a consequence  of  civilization 
and  the  civilized.  Mittelman48  indicated 
that  psychoanalytically  oriented  psycho- 
therapy would  make  the  patient’s  basal  me- 
tabolic rate  return  to  normal.  Dugan14 
reported  a patient  who  became  psychotic 
after  he  revealed  emotionally  charged  ma- 
terial while  being  treated  by  psychotherapy 
and  warned  against  unnecessary  probing. 

Lidz43  emphasized  the  importance  of 
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handling  the  nervous  symptoms  in  coopera- 
tion with  the  internist.  “Psychotherapy”  he 
stated,  “should  consist  of  helping  the  patient 
to  accept  a basic  attitude  of  emotional  de- 
pendence.” 

Few  psychiatrists34’ 52’ 33  mentioned  altera- 
tions in  symptoms  and  personality  after  the 
patient’s  thyroid  activity  returns  to  normal 
as  a result  of  surgical  or  medical  treatment. 
Apparently  the  irritability  and  hyperactivity 
decrease  and  psychoses  usually  disappear.  It 
has  been  suggested  that  patients  who  are 
better  integrated  prior  to  the  onset  of  the 
disease  are  the  most  likely  to  show  psycho- 
logic improvement  after  treatment. 

Psychotherapeutic  management  is  an  im- 
portant issue  because  of  the  frequency  of 
psychologic  symptoms.  The  symptoms,  in 
many  cases,  are  not  completely  relieved  by 
medical  or  surgical  treatment  alone.  It  is 
possible  that  brief  psychotherapy  is  indi- 
cated in  most  cases. 


SUMMARY 


The  literature  on  the  psychological  as- 
pects of  hyperthyroidism  was  reviewed,  with 
a summary  of  the  ideas  regarding  the  nature 
of  psychiatric  symptoms,  the  etiopathogenic 
role  of  acute  emotional  stress,  psychologic 
patterns  of  conflict,  personality  characteris- 
tics and  psychotherapeutic  management.  □ 
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Cardiac  Arrythmia  Associated  With 
Preoperative  Medication* 


FREDERIC  G.  DORWART,  M.D. 

Cardiac  arrhythmias  can  be  a 
challenge  to  the  anesthetist  and 
likewise  the  surgeon. 

This  CASE  IS  presented  because  of  an 
ususual  disturbance  in  cardiac  rhythm  inci- 
dent to  the  administration  of  preanesthetic 
medications.  Twice  in  this  case  surgery  was 
postponed  because  of  the  development  of 
auricular  flutter  and  fibrillation  following 
atropine  and  meperidine  administration, 
then  as  a trial  these  agents  were  admin- 
istered and  auricular  fibrillation  and  flutter 
again  developed.  Subsequently,  scopolamine 
was  substituted  for  atropine  and  the  surgery 
was  carried  out  without  incident. 

CASE  HISTORY 

T.S.M.,  a white  man,  76-years-old,  entered 
the  VA  Hospital,  Muskogee,  Oklahoma  on 
September  11,  1962  complaining  of  abdom- 
inal pain  and  rectal  bleeding.  During  the 
preceding  six  months  the  patient  was  ano- 
rectic, had  lost  weight  and  had  recurrent 
abdominal  pain,  at  times  associated  with 
rectal  bleeding. 

'Prom  the  Medical  Service,  Veterans  Administration  Hospital 
Muskogee,  Oklahoma. 
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Physical  examination  showed  a well  de- 
veloped and  well  nourished  white  man. 
Heart  sounds  were  regular  with  a rate  of 
82.  There  was  no  evidence  of  cardiac  en- 
largement, no  murmurs  were  heard,  blood 
pressure  was  120/60.  On  rectal  examination 
a large  mass  was  felt  on  the  left  side. 

Laboratory  examinations.  Hemogram 
was  reported  as  follows : hematocrit  42  per 
cent;  hemoglobin  13.1  g;  white  cell  count 
16,000  with  differential  showing  neutrophils 
71,  lymphocytes  17,  monocyte  one,  eosino- 
phils four,  and  basophils  one.  Urinalysis  was 
negative.  Microflocculation  test  was  non  re- 
active. Chest  x-ray  was  normal.  The  cardio- 
vascular shadow  was  of  normal  size  and  con- 
figuration. Barium  enema  showed  a large 
filling  defect  along  the  left  lateral  portion 
of  the  rectum  and  a stricture  of  the  upper 
rectum  or  rectosigmoid  junction  about  three 
cm.  in  length.  It  was  the  impression  of  the 
roentgenologist  that  there  was  a neoplasm 
of  the  rectum  with  annular  constriction  of 
the  upper  rectum  or  rectosigmoid  junction. 
Electrocardiograph  was  read  as  within  nor- 
mal limits,  the  rate  being  73.  Anoscopic  ex- 
amination revealed  large  hemorrhoids.  Proc- 
toscopic examination  showed  an  indurated 
mass  at  seven  cms.  Histological  report  of 
biopsy  of  the  lesion  showed  adenocarcinoma, 
moderately  well  differentiated. 

On  September  21,  1962  a cystoscopic  ex- 
amination was  done.  The  precystoscopic 
medication  was  meperidine  75  mg.  and  atro- 
pine gr.  1/100,  given  intramuscularly.  There 
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is  no  indication  that  the  patient  developed 
rhythm  disturbance  before,  during  or  after 
this  procedure.  Report  of  the  cystoscopic 
examination,  in  part  reads,  “no  signs  of  ex- 
trinsic pressure  were  noted.”  On  October  10, 
1962  the  patient  was  prepared  for  an  abdomi- 
noperineal resection.  The  preoperative  med- 
ications were  meperidine  75  mg.,  atropine 
gr.  1/200  given  intramuscularly  and  pento- 
barbital sodium  gr.  iy%  orally.  A Levine 
tube  had  been  passed.  Approximately  one 
and  one-half  hours  after  the  preanesthetic 
medication  he  was  given  Penthol  and  Anec- 
tine.  He  was  intubated  and  administration 
of  flurothane  was  begun.  At  this  time  the 
monitoring  cardioscope  indicated  a disturb- 
ance in  cardiac  rhythm.  There  appeared  to 
be  auricular  flutter  with  a rapid  ventricular 
rate.  Quinidine  was  given  intravenously 
but  this  did  not  change  the  cardiac  rhythm 
disturbance.  The  blood  pressure  was  70 
systolic.  The  endotracheal  tube  was  removed 
and  the  blood  pressure  rose  but  the  cardiac 
dysrhythmia  continued.  The  Levine  tube 
was  removed  and  the  rhythm  became  regu- 
lar. The  operation  was  cancelled.  An  elec- 
trocardiogram taken  in  the  recovery  room 
one  hour  later  showed  the  rate  to  be  about 
57  and  the  electrocardiogram  was  within 
normal  limits. 

On  October  15,  1962  the  electrocardiogram 
was  interpreted  as  being  within  normal  lim- 
its with  a rate  of  60.  Surgery  was  again 
scheduled  on  October  16,  1962.  The  Levine 
tube  was  passed : the  patient  was  given  pen- 
tobarbital sodium  gr.  11/2  by  mouth,  meperi- 
dine 50  mg.  and  atropine  gr.  1/100  intra- 
muscularly. Within  an  hour  the  pulse  was 
recorded  as  irregular.  The  electrocardio- 
graph showed  this  irregularity  to  be  auricu- 
lar fibrillation  and  surgery  was  again  can- 
celled. 

In  order  to  determine  the  cause  of  the 
cardiac  irregularity  it  was  decided  to  give 
each  of  the  three  drugs  involved,  i.e.,  atro- 
pine, meperidine  and  pentobarbital  sodium 
on  successive  days  and  note  the  reactions. 
On  October  17,  1962,  1/150  gr.  atropine  was 
given  intramuscularly.  In  one  and  one-half 
hours  the  electrocardiograph  record  was  ab- 
normal, showing  auricular  flutter.  The  elec- 
trocardiogram, prior  to  the  administration 
of  this  medication,  was  recorded  as  normal. 
On  October  18,  1962,  electrocardiogram  was 
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taken  which  was  normal,  meperidine  75  mg. 
was  given.  One  and  one-half  hours  there- 
after an  electrocardiogram  was  interpreted 
as  auricular  flutter.  On  October  19,  1962 
electrocardiogram  was  recorded  as  normal. 
Pentobarbital  sodium  gr.  11/2  was  given 
orally.  The  electrocardiogram  did  not 
change. 

It  was  decided  to  use  Levo-Dromoran,  two 
mg.  in  place  of  meperidine  and  scopolamine 
gr.  1/200  in  place  of  atropine,  intramuscu- 
larly. A trial  was  run  with  these  drugs  on 
the  29th  of  October,  1962  and  they  caused 
no  rhythm  disturbance.  On  October  30,  1962 
Levo-Dromoran  two  mg.  and  scopolamine, 
gr.  1/200  were  used  as  preoperative  medi- 
cation. The  patient  was  taken  to  surgery 
and  an  abdomino-perineal  resection  was  done 
for  the  carcinoma  of  the  rectosigmoid  junc- 
tion. The  surgery  was  performed  using 
endotracheal  anesthesia  consisting  of  in- 
trous  oxide,  oxygen  and  ether  supplement- 
ing Pentothol  and  Curare.  The  monitoring 
cardioscope  showed  the  rhythm  to  be  normal 
throughout  surgery.  An  electrocardiogram 
after  surgery  was  within  normal  limits.  The 
patient  made  an  uneventful  recovery. 

DISCUSSION 

Atropine  is  well  known  to  the  medical  pro- 
fession. It  is  used  in  anesthesia  primarily 
for  diminishing  the  increased  flow  of  se- 
cretions in  the  nasal,  oral  or  respiratory 
tracts,  which  result  from  the  irritant  action 
of  certain  anesthetic  agents,1  producing  re- 
laxation of  the  smooth  muscle  of  the  trachea 
and  bronchi,2  and  protecting  the  heart  from 
reflexes  that  may  be  instituted  through  the 
vagus  nerve,  vago-vagal  reflex  and  carotid 
reflex. 

Atropine  can  accomplish  such  results 
through  its  action  as  a parasympathetic 
blocking  agent.2  Eager  has  pointed  out  that 
the  basic  mechanism  of  atropine  appears  to 

A 1921/-  graduate  of  the  University  of 
Virginia  School  of  Medicine , Frederic  G. 
Dorwart,  M.D.,  limits  his  'practice  to  his 
specialty,  internal  medicine.  He  is  now 
with  the  Veterans  Administration  Hospital 
in  Muskogee,  Oklahoma. 

Doctor  Dorwart  is  a member  of  the  Ameri- 
can College  of  Physicians  and  the  Oklahoma, 
Society  of  Internal  Medicine. 
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be  related  to  antagonism  to  actions  of 
acetylocholine ; such  antagonistic  effect  takes 
place  at  synaptic  junctions  and  nerve  end- 
ings. On  the  heart,  atropine  is  said  to  have 
three  phases  of  action : an  initial  vagotonic 
effect,  a vagal  imbalance  at  different  levels 
of  the  conduction  system  and  a period  of 
parasympathetic  blockage.3  These  cardiac 
actions  in  clinical  doses  are  usually  insignif- 
icant although  there  is  considerable  varia- 
tion of  atropine  effectiveness,  sinus  tachy- 
cardia, A-V  dissociation,  A-V  block  and  even 
ventricular  extra-systoles  occurring  in  nor- 
mal, awake  individuals.  When  atropine  is 
combined  with  Neostigmine,2, 4 for  instance, 
serious  conduction  defects  and  resultant 
arrythmias  may  occur;  while  under  Halo- 
thane  anesthesia,  ventricular  arrhythmias 
can  occur.  The  manufacturers  of  Halothane0 
caution  about  the  use  of  this  anesthetic  in 
patients  with  grossly  disturbed  cardiac 
rhythm  such  as  auricular  fibrillation,  be- 
cause the  effect  of  Halothane  on  the  myo- 
cardium remains  to  be  evaluated,  though 
evidence  seems  to  suggest  that  Fluothane 
(Halothane)  depresses  the  myocardium  di- 
rectly and  does  not  have  significant  gangli- 
onic blocking  effects. 

We  believe  that  the  cardiac  irregularities 
of  rhythm  following  administration  of  pre- 
anesthetic atropine  were  consequent  upon 


that  drug.  Scopolamine  was  substituted  for 
atropine  as  the  preanesthetic  agent  and  a 
successful  and  uneventful  operative  pro- 
cedure was  at  last  carried  out.  Scopolamine, 
although  chemically  and  pharmacologically 
similar  to  atropine,  is  less7  active  as  a vagal 
blocking  agent,  but  the  drying  effects  on 
the  mucous  membranes  of  the  mouth  and 
pharynx  are  more  profound.  The  irregulari- 
ties that  appear  in  this  case,  auricular  flutter 
and  auricular  fibrillation,  are  disturbing  oc- 
currences in  themselves,  and  when  they  are 
present  at  the  time  of  use  of  another  anes- 
thetic agent,  they  are  more  disturbing. 

We  judge  that  heart  disease  was  present 
in  the  patient  in  question,  inasmuch  as  while 
awake  and  not  under  the  influence  of  medi- 
cation, irregularities  of  rhythm  were  occas- 
ionally recorded,  even  auricular  fibrillation 
and  auricular  flutter.  □ 
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The  Management  of  Epistaxis’ 


DONALD  R.  RESLER,  M.D. 

This  payer  lists  the  etiologies  of  epistaxis, 
describes  the  management  of  simple 
anterior  and  more  complicated  posterior 
bleeding  points  and  the  complications 

of  epistaxis. 


The  PURPOSE  of  this  paper  is  to  outline 
the  management  of  the  patient  with  epis- 
taxis and  to  discuss  some  of  the  complica- 
tions encountered.  Epistaxis  is  a symptom 
complex  rather  than  a specific  disease  pro- 
cess. The  main  function  of  the  nose  is  to 
warm  and  humidify  the  air.  It  is  blessed 
with  a rich  vascular  supply.  In  most  cases 
epistaxis  is  a diagnostic  and  therapeutic 
problem  of  a simple  nature,  however  each 
case  must  be  individualized.  There  is  oc- 
casional difficulty  with  both  the  diagnosis 
and  treatment  of  these  patients. 

An  attempt  is  made  to  exclude  potentially 
serious  but  undiscovered  disease  processes 
which  present  with  nasal  bleeding  as  the 
first  sign.  The  etiologic  factors  of  epistaxis 

Prom  the  Department  oi  Otolaryngology,  University  of  Okla 
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can  be  divided  into  local  and  general  as  sug- 
gested by  Hallberg6  and  Gadre.4 
Local : 

1.  Trauma:  surgical,  sneezing,  digital,  ex- 
ternal trauma  to  the  nose,  nasogastric 
intubation,  foreign  body  irritation. 

2.  Acute  and  chronic  infection  of  the  nose 
and  paranasal  sinuses. 

3.  Septal  deviation. 

4.  Septal  perforation  of  iatrogenic  or 
pathologic  origin  such  as  syphilis  and 
tuberculosis. 

5.  Neoplasms,  benign  and  malignant  le- 
sions of  the  nose,  paranasal  sinuses, 
and  nasopharynx. 

6.  Hereditary  hemorrhagic  telangiectasia. 

7.  Atrophic  rhinitis. 

8.  Lethal  midline  granuloma. 

General : 

1.  Hypertension  and  arterial  vascular 
changes. 

2.  High  venous  tension  seen  in  emphy- 
sema, whooping  cough,  bronchitis,  and 
tumors  of  the  neck  and  mediastinum. 

3.  Blood  dyscrasias  of  leukemia,  Christ- 
mas disease,  aplastic  anemia,  purpura, 
multiple  myeloma,  scurvy,  hemophilia, 
polycythemia,  and  prothrombin  defici- 
ency. 

4.  Cardiac  disease,  in  particular,  mitral 
stenosis. 
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5.  Rheumatic  fever  in  childhood. 

6.  Early  stages  of  acute  generalized  infec- 
tion as  with  measles,  smallpox,  and 
typhoid. 

7.  Hormonal  factors  of  pregnancy,  vicari- 
ous menstruation,  puberty. 

8.  Anticoagulant  therapy. 

9.  Hepatic  insufficiency. 

10.  Wegener’s  granulomatosis. 

MANAGEMENT 

The  aim  in  management  of  the  epistaxis 
patient  is  to  control  the  bleeding,  to  replace 
significant  blood  loss  with  blood,  and  de- 
termine and  treat  the  underlying  cause.  The 
patient  must  immediately  be  evaluated  for 
shock.  To  control  the  hemorrhage  a search 
is  made  to  locate  the  bleeding  point.  The 
most  common  site  of  nasal  bleeding  is  the 
anterior-inferior  portion  of  the  cartilaginous 
septum  known  as  Little’s  area  or  Kiessel- 
bach’s  plexus.  Bleeding  from  this  area  ac- 
counts for  90  per  cent  of  all  epistaxis  and 
fortunately  this  area  is  readily  accessible. 
Kiesselbach’s  plexus  comprises  a plexus  of 
terminal  branches  of  the  sphenopalatine, 
great  palatine,  superior  labial  and  anterior 
ethmoidal  arteries. 

Another  common  site  described  by  Wood- 
ruff10 is  far  posterior  under  the  inferior  tur- 
binate. Bleeding  from  this  area  is  associated 
with  hypertension  and  arteriosclerosis,  and 
probably  occurs  from  dilated  veins  and  as- 
sociated arteries  lying  slightly  deep  to  the 
veins.  Other  areas  include  the  anterior  tip 
of  the  middle  turbinate  and  high  on  the  sep- 
tum near  the  roof  of  the  nose  from  the  an- 
terior and  posterior  ethmoid  arteries.  Bleed- 
ing from  these  posterior  areas  is  difficult  to 
visualize  and  therefore  difficult  to  control. 
Nasal  vessels  as  emphasized  by  LaForces 
differ  from  most  blood  vessels.  They  lie  in 
close  proximity  to  bone  and  cartilage  and 
are  protected  only  by  delicate  mucous  mem- 
branes. The  septal  vessels  lie  between  the 
perichondrium  or  periosteum  and  the  mu- 
cous membrane.  Since  the  vessels  are  not 
supported  by  muscle  or  soft  tissue,  they  have 
limited  ability  to  contract  to  control  bleed- 
ing. In  older  individuals  with  sclerotic  ves- 
sels this  inability  to  control  bleeding  spon- 
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taneously  is  exaggerated,  and  bleeding  tends 
to  be  longer  and  usually  intermittent. 

EQUIPMENT  AND  EXAMINATION 

To  locate  the  bleeding  point  mentioned 
above,  certain  equipment  is  necessary  and  a 
routine  must  be  established  in  the  proper 
utilization  of  this  equipment.  A good  light 
source  must  be  available,  preferably  a goose- 
neck lamp  without  the  reflector,  containing 
a 100  watt  light  bulb.  A headmirror,  nasal 
speculum,  bayonet  nasal  forceps  and  suction 
are  necessary.  Number  ten  or  twelve  French 
catheters  are  helpful  for  retraction  of  the 
palate  and  for  insertion  of  a posterior  nasal 
pack  if  necessary.  Some  form  of  cauteriza- 
tion should  be  available. 

The  patient  is  placed  in  a sitting  position 
preferably.  If  fresh  or  clotted  blood  is  with- 
in the  nasal  cavities,  this  blood  must  be  re- 
moved with  suction  or  forceps.  Spraying  the 
nasal  cavity  with  14  per  cent  neosynephrine 
may  facilitate  locating  the  bleeding  point. 
If  no  bleeding  is  present  during  the  exami- 
nation, an  attempt  is  made  to  stimulate 
bleeding  by  gently  stroking  the  mucous  mem- 
brane with  a cotton  swab.  A history  of  in- 
termittent bleeding  is  often  characteristic  of 
a posterior  site.  The  anterior  bleeding  points 
are  usually  recognized  without  difficulty.  It 
is  quite  important  to  examine  the  naso- 
pharynx with  mirror  or  nasopharyngoscope 
to  rule  out  a lesion  in  the  nasopharynx. 

CAUTERIZATION  AND  PACKING 

Once  the  bleeding  site  has  been  established 
the  method  of  treatment  depends  upon  the 
location  and  amount  of  hemorrhage.  If  the 
bleeding  site  can  easily  be  seen  as  in  Little’s 
area,  it  is  then  cauterized  with  silver  ni- 
trate, electrocautery  or  chromic  acid  beads. 
Local  anesthesia  is  obtained  by  placing  a 
small  cotton  pack  moistened  with  0.5  per 
cent  or  one  per  cent  tetracaine  into  the  bleed- 
ing area.  The  purpose  of  cauterization  is  to 
coagulate  the  vessels  without  burning  a 
large  area  of  mucous  membrane.  Excessive 
cauterization  may  result  in  septal  perfora- 
tions, intranasal  adhesions  and  atrophic 
scars.  After  bleeding  has  been  controlled 
with  cauterization  it  is  wise  to  observe  the 
patient  for  20  to  30  minutes  to  be  certain  of 
hemostasis. 

Oklahoma  State  Medical  Association 


Figure  1.  Bayonet  forceps,  nasal  speculum,  suction 
tip,  posterior  nasal  pack,  French  rubber  catheter. 


If  the  anterior  bleeding  is  not  controlled 
with  cauterization,  a small  anterior  one-half 
inch  vaseline  gauze  pack  may  be  applied.  If 
the  bleeding  point  is  seen  and  inaccessible  to 
direct  cauterization,  packing  is  required.  An 
example  would  be  bleeding  from  behind  a 
septal  spur  or  from  beneath  the  inferior  tur- 
binate. For  the  particularly  apprehensive 
or  agitated  patient  a mild  sedative  may  be 
used  prior  to  packing.  Depending  on  the 
severity  of  the  bleeding  episode,  the  anterior 
packing  is  removed  in  24  to  48  hours.  The 
instruments  needed  to  place  an  anterior  pack 
are  a bayonet  forceps,  and  a nasal  speculum 
(see  figure  1). 

If  the  bleeding  point  is  located  posterior 
and  cannot  be  directly  visualized,  a posterior 
pack  is  required.  The  procedure  for  place- 
ment of  these  packs  is  quite  important.  The 
mucous  membranes  of  the  nose,  nasopharynx 
and  pharynx  are  anesthetized  with  topical 
tetracaine,  as  the  procedure  is  extremely  un- 
comfortable to  the  patient.  The  patient  may 
require  some  sedation,  and  the  steps  of  the 
procedure  are  explained  to  the  patient. 

The  posterior  nasal  pack  is  made  by  fold- 
ing lengthwise  four  by  four  cotton  gauze 
squares  and  rolling  them  tightly.  The  size 
of  the  posterior  pack  may  be  varied  by  the 
number  of  gauze  squares  used.  The  appro- 
priate size  for  the  patient’s  nasopharynx  is 
estimated.  The  gauze  squares  are  bound 
tightly  around  the  middle  with  two  long  #0 
or  heavier  silk  sutures.  Silk  is  used  because 
cotton  will  decompose  in  the  nose  within  a 
short  period  of  time.  The  two  silk  sutures 
are  tied  to  the  pack  with  the  knots  pointing 
in  opposite  directions.  The  two  ends  of  one 
suture  are  cut  short  while  the  other  two 


Figure  2.  Posterior  molded  nasal  pack. 


ends  are  left  long.  The  pack  is  moistened 
and  molded  to  conform  to  the  choana  and 
nasopharynx  (see  figure  2).  The  small  rub- 
ber catheter  is  passed  through  the  nose  into 
the  pharynx.  The  catheter  is  grasped  with 
forceps  and  brought  out  the  mouth.  The 
long  ends  of  one  black  silk  suture  are  tied 
to  the  catheter.  The  pack  is  then  pulled  into 
place  by  guiding  it  posteriorly  to  the  soft 
palate  with  the  index  finger.  Care  is  taken  to 
avoid  laceration  of  the  soft  palate  with  the 
suture.  The  pack  must  be  large  enough  to  oc- 
clude the  choana,  however  not  large  enough 
to  interfere  with  respiration  or  swallowing. 
The  main  purpose  of  the  posterior  nasal  pack 
is  to  occlude  the  choana  so  that  the  nasal  cav- 
ity can  be  packed  tightly  without  prolapse  of 
the  packing  into  the  pharynx.  Pierce  and 
Chasin13  suggest  that  a second  rubber  cathe- 
ter be  placed  into  the  opposite  nasal  cham- 
ber and  used  to  retract  the  soft  palate  an- 
teriorly, thus  facilitating  the  insertion  of  the 
posterior  nasal  pack.  One-half  inch  vaseline 
gauze  is  packed  into  the  involved  nasal 
cavity  firmly  against  the  posterior  pack 
starting  posterior-inferiorly  and  working 
superiorly  and  anteriorly.  Care  is  taken  to 
produce  firm  pressure  throughout  the  pos- 
terior nasal  cavity  and  to  leave  no  space  for 
blood  clots  to  form.  A small  gauze  pack  is 
placed  at  the  nares  and  the  long  ends  of  the 
sutures  passing  through  the  nasal  cavity  are 
tied  over  this  pack  to  maintain  the  position 
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of  the  posterior  pack.  The  suture  hanging 
into  the  nasopharynx  is  checked  for  length 
and  cut  one-two  cm.  below  the  soft  palate. 
The  latter  serves  as  a means  of  removal  of 
the  pack.  The  common  practice  of  bringing 
this  suture  out  the  mouth  and  taping  it  to 
the  cheek  is  annoying  to  the  patient.  The 
packing  is  left  in  place  at  least  four  days. 

SUPPORTIVE  CARE 

All  patients  requiring  a posterior  nasal 
pack  necessitate  hospitalization  on  complete 
bed  rest.  Sedation  is  utilized  depending  up- 
on the  state  of  anxiety  and  discomfort  of  the 
patient.  Phenobarbital  one-half  to  one  grain 
every  six  hours  may  be  used.  Demerol®  and 
morphine  sulfate  not  only  relieve  the  pain 
of  the  pack  but  are  helpful  in  reducing  the 
blood  pressure  and  allaying  anxiety.  A more 
direct  pharmacologic  attack  upon  the  ele- 
vated blood  pressure  is  of  questionable  wis- 
dom. The  pulse  and  blood  pressure  are  fol- 
lowed closely.  The  patient  is  typed  and 
crossmatched  for  whole  blood.  Daily  hemo- 
globin and  hematocrit  determinations  are 
made.  The  patient  is  placed  on  a diet  of 
liquids  and  soft  foods  and  a careful  intake- 
output  record  is  kept.  Antibiotics  are  usual- 
ly given  prophylactically  in  the  form  of  pro- 
caine penicillin,  600,000  units  intramuscu- 
larly twice  daily,  and  tetracycline,  250  mg. 
orally  every  six  hours,  in  view  of  the  con- 
comitant secondary  sinusitis  and  frequent 
secondary  otitis  media.  The  head  of  the  bed 
is  elevated  45  degrees  to  reduce  the  arterial 
and  venous  cephalic  blood  pressure.  At  reg- 
ular intervals  the  patient’s  pharynx  must  be 
checked  for  active  bleeding  of  which  he  may 
be  unaware.  It  is  very  important  to  reassure 
both  the  patient  and  the  family.  However, 
it  must  be  remembered  that  the  mortality  of 
epistaxis  requiring  hospital  admission  is  four 
to  five  per  cent.  The  application  of  cold  or 
ice  packs  to  the  dorsum  of  the  nose,  forehead 
and  neck  may  be  of  comfort  to  the  patient. 
Limited  ambulation  after  the  second  hospital 
day  is  encouraged  if  the  bleeding  is  con- 
trolled to  reduce  the  incidence  of  thrombo- 
phlebitis. 

The  use  of  a number  of  medications  includ- 
ing estrogens,  vitamins,  calcium,  adreno- 
chrome  salicylates  and  pituitrin  have  not 
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been  helpful  in  our  hands.  Our  experience 
is  in  contrast  to  the  findings  of  Peele12  with 
Carbazochrome,  Menger”  and  Gadre4  with 
estrogens,  Neivert10  and  Bennett1  with  as- 
corbic acid,  and  Gadre4  and  LaForce8  with 
intravenous  calcium.  In  the  presence  of 
Vitamin  K deficiency  evidenced  by  a pro- 
longed prothrombin  time,  Vitamin  K ther- 
apy is  of  course  of  the  greatest  importance. 
Its  routine  use  however,  is  inappropriate. 

When  the  patient  continues  to  bleed  in 
spite  of  repeated  packings,  one  must  consider 
interruption  of  the  blood  supply  to  the  in- 
volved area.  Comprehensive  studies  of  the 
nasal  blood  supply  have  been  made  by  Ogura 
and  Senturia11  and  Batson.2  Quinn14  pointed 
out  that  the  morbidity  of  such  a procedure 
is  low,  and  the  complications  are  few  and 
rare  in  occurrence.  Ligation  of  the  primary 
arterial  supply  may  be  a life-saving  meas- 
ure. Bennett1  suggested  a method  of  select- 
ing the  vessal  to  ligate,  which  depends  large- 
ly on  locating  the  bleeding  point.  The  mid- 
dle turbinate  is  a landmark  to  establish  the 
source  of  bleeding.  Bleeding  above  it  is 
likely  to  be  from  a branch  of  the  internal 
carotid  artery,  while  below  it,  the  source  is 
likely  to  be  a branch  of  the  external  carotid 
artery.  There  is  still  considerable  discus- 
sion and  difference  of  opinion  in  the  litera- 
ture as  to  which  vessel  to  ligate.  Most  au- 
thors1- 3- 5- 6 feel  that  either  the  external  caro- 
tid artery  or  anterior  ethmoid  artery  should 
be  ligated.  Ligation  of  the  external  carotid 
artery  is  performed  under  local  anesthesia, 
with  the  incision  being  made  at  the  anterior 
border  of  the  sternocleidomastoid  muscle. 
The  artery  is  ligated  distal  to  the  lingual 
branch  of  the  external  carotid  to  eliminate 
flow  from  the  opposite  external  carotid  ar- 
tery through  anastomosis  by  the  superior 
thyroid  and  lingual  arteries.  When  bleed- 
ing is  high  in  the  roof  of  the  nasal  cavity, 
the  anterior  ethmoid  artery  is  ligated  with 
an  incision  parallel  to  the  medial  orbital 
rim.  The  orbital  periosteum  is  elevated 
laterally  and  the  vessel  occluded  by  a silver 
clip. 

In  general  it  should  be  emphasized  that 
lack  of  control  of  bleeding  in  the  absence  of 
a blood  dyscrasia  is  due  to  inadequate  pack- 
ing. Repacking  is  the  treatment  of  choice 
and  will  control  the  bleeding  almost  invari- 
ably. 
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Another  surgical  procedure  may  be  indi- 
cated to  stop  a bleeding  vessel  lying  behind 
a septal  spur  or  septal  deviation.  An  emer- 
gency submucous  resection  thus  affords  ex- 
posure of  the  site  of  hemorrhage  and  pack- 
ing usually  will  control  the  bleeding. 

MANAGEMENT  OF  SPECIFIC 
CAUSES  OF  EPISTAXIS 

There  are  a few  specific  diseases  which 
deserve  special  attention.  Hereditary  hemor- 
rhagic telangiectasia  is  a rare  condition  car- 
ried by  a dominant  gene.  The  lesion  is  an 
arteriovenous  fistula  with  telangiectasia  oc- 
curring over  the  mucosa  of  the  lip,  tongue, 
palate,  nasal  septum  and  on  the  fingertip 
where  red  streaked  telangiectasia  under  the 
nailbeds  are  pathognomonic.  Spidery  cu- 
taneous lesions  occur  on  the  cheeks  and  ears, 
and  usually  do  not  bleed.  Epistaxis  is  the 
most  common  symptom  with  the  resulting 
anemia  frequently  incapacitating  the  pa- 
tient. Saunders15  describes  an  ingenious  sur- 
gical procedure  with  replacement  of  the 
septal  and  inferior  turbinate  mucosa  by  a 
split  thickness  skin  graft.  In  managing  blood 
dyscrasias  try  to  avoid  packing  or  cauteriza- 
tion. Supply  the  defective  substances  by 
transfusion  of  whole  bank  blood,  plasma  or 
fresh  frozen  plasma.  If  necessary  to  pack 
such  a patient,  oxidized  cellulose  in  very 
small  amounts  causes  less  trauma  and  does 
not  require  removal.  Corticosteroids  have 
been  used  with  a remission  of  hemorrhagic 
symptoms  in  idiopathic  thrombocytopenic 
purpura,  allergic  purpura,  and  pseudohemo- 
philia. Corticosteroids  presumably  aid  hemo- 
stasis because  of  their  effect  in  decreasing 
capillary  fragility.  A hemangioma  involving 
the  nasal  septum  should  be  excised  if  it  pro- 
duces significant  difficulty. 

COMPLETE  MEDICAL  EVALUATION 

During  the  course  of  management  of  the 
epistaxis  patient,  the  physician  must  take  a 
complete  history  and  search  for  possible 
etiological  factors.  A careful  ear,  nose  and 
throat  examination  should  be  included  in 
the  complete  physical  examination.  Com- 
plete blood  count,  including  platelet  estimate 
should  be  obtained  along  with  a prothrombin 
time,  tourniquet  test,  bleeding  and  coagula- 
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tion  times,  urinalysis,  blood  urea  nitrogen, 
fasting  blood  sugar  and  bromsulphalein  test. 
If  indicated,  liver  function  studies  should  be 
completed.  Complete  evaluation  includes  a 
chest  and  sinus  x-ray. 

COMPLICATIONS  OF  EPISTAXIS 

As  pointed  out  by  Woolf  and  Jacobs,17 
mortality  from  epistaxis  undoubtedly  has 
been  seriously  underestimated.  The  ma- 
jority of  deaths  from  epistaxis  are  not  pub- 
lished. Shock  from  blood  loss  is  frequent. 
Where  there  is  a pre-existing  hypertension 
and  cardiac  disease,  hypotension  and  hy- 
poxia of  anemia  of  even  moderate  degree  are 
life  threatening.  Prompt  restoration  of 
blood  volume  with  whole  blood  is  essential. 

One  of  the  principal  fatal  complications 
of  epistaxis  is  hepatic  coma  in  the  patient 
with  a previously  damaged  liver.  Since  the 
patient  with  severe  epistaxis  swallows  large 
quantities  of  blood,  they  are  subject  to  the 
same  difficulties  as  the  massive  gastrointes- 
tinal bleeder.  The  absorption  of  ammonia 
produced  by  the  decomposition  of  blood  by 
bacteria  in  the  gastrointestinal  tract  will 
lead  to  hepatic  coma.  In  the  presence  of 
known  liver  insufficiency  it  is  of  paramount 
importance  to  eliminate  blood  from  the  gas- 
trointestinal tract  by  catharsis  and  enemas 
and  to  inhibit  the  bacterial  activity  in  the 
gastrointestinal  tract  by  the  use  of  oral  neo- 
mycin as  emphasized  by  Hicks.7 

PREVENTION 

Prevention  of  recurrence  of  epistaxis 
should  be  directed  toward  elimination  of  lo- 
cal trauma,  treatment  of  nasal  and  paranasal 
sinus  infection,  control  of  hypertension  and 
control  of  any  underlying  bleeding  tendency. 

SUMMARY 

The  multiple  etiologies  of  epistaxis  are 
listed.  The  management  of  relatively  simple 
anterior  bleeding  points  and  the  more  dif- 
ficult posterior  bleeding  points  are  outlined. 
The  management  of  an  underlying  bleeding 
tendency  is  emphasized.  The  major  compli- 
cations of  shock  and  hepatic  coma  are  dis- 
cussed. The  mortality  of  epistaxis  requiring 
hospital  admission  is  generally  underesti- 
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mated.  The  patient  who  has  recently  recov- 
ered from  an  episode  of  epistaxis  should  be 
given  the  most  careful  management  in  order 
to  correct  any  underlying  diseases. 


I am  greatly  indebted  to  Doctor  James  B. 
Snow,  Jr.,  for  his  advice  and  guidance  in 
the  preparation  of  this  presentation.  □ 
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.editorial 

Blue  Shield  for  Oklahoma  Doctors 


During  the  past  few  weeks  Oklahoma 
doctors  have  received  a letter  over  the 
signature  of  N.  D.  Helland,  stating  that 
the  Oklahoma  Blue  Shield  Plan  is  now  of- 
fering Blue  Shield  contracts  to  Oklahoma 
physicians.  The  letter  is  undated  and  sent 
with  three  enclosures  describing  the  rate 
structure  and  details  of  benefits. 

Inasmuch  as  the  Oklahoma  State  Med- 
ical Association  has  gone  on  record  at  its 
annual  meeting  on  at  least  two  occasions 
in  the  past  ten  years  as  being  opposed  to 
Blue  Shield  contracts  for  its  members,  the 
prevailing  opinion  being  that  doctors  ren- 
der professional  services  without  charge 
to  other  doctors  and  their  dependents  in 
this  area,  this  change  in  policy  for  Blue 
Shield  in  Oklahoma  is  of  interest.  Most 
physicians  are  aware  that  in  our  State 
there  is  no  official  tie  between  the  Okla- 
homa State  Medical  Association  and  the 
Blue  Cross  and  Blue  Shield  plans.  But  the 
fact  that  OSMA  members  constitute  a 


good  portion  of  the  Blue  Cross  Board  of 
Directors  and  constitute  nine  out  of  six- 
teen members  of  the  Blue  Shield  Board, 
has  made  for  very  close  liaison  through 
the  years. 

In  questioning  Mr.  Helland  about  this 
change  in  policy,  he  states  that  the  Blue 
Shield  Board  voted  at  its  annual  meeting 
in  April,  1963,  to  offer  Blue  Shield  con- 
tracts to  Oklahoma  doctors  and  that  the 
plan  is  now  being  put  into  effect.  The  fol- 
lowing members  of  the  Oklahoma  State 
Medical  Association  serve  on  the  Blue 
Shield  Board  of  Directors:  Floyd  T.  Bar- 
theld,  M.D.,  McAlester;  John  F.  Burton, 
M.D.,  Oklahoma  City;  Joe  L.  Duer,  M.D., 
Woodward;  J.  H.  Foertsch,  M.D.,  Chick- 
asha;  George  H.  Garrison,  M.D.,  Okla- 
homa City;  Bruce  R.  Hinson,  M.D.,  Enid; 
Ralph  A.  McGill,  M.D.,  Tulsa;  Homer  A. 
Ruprecht,  M.D.,  Tulsa,  and,  Orange  M. 
Welborn,  M.D.,  Ada. — Walter  E.  Brown, 
M.D.,  Editor. 
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The  manifestations  of  amebiasis  are 
often  protean  and  may  closely  mimic 
other  gastrointestinal  disorders. 
For  these  reasons,  an  attempt  to  inci  ease 
the  clinical  awareness  and  diagnostic 
acumen  is  being  promoted  at  the 
University  of  Oklahoma  Medical  Center. 

The  FIRST  RECOGNITION  of  amebae  in 
the  stool  of  man  is  thought  to  have  been  by 
Lewis  in  1869.1  It  has  further  been  stated2 
that  the  first  publication  of  a case  history 
and  attempted  experimental  study  was  by 
Losch  in  1875.  Osier,  in  1890,  described  an 
hepatic  abscess  containing  amebae.3  This 
was  followed  in  1891,  by  a monograph4  which 
was  the  first  publication  to  present  the  mod- 
ern concept  of  amebiasis  as  a definite  entity 
and  to  include  a description  of  the  organism 
and  of  the  pathological  lesions  in  the  colon. 
Since  that  time,  numerous  investigators  have 
contributed  to  further  knowledge  of  the  or- 
ganism and  the  disease  in  its  many  manifes- 
tations. 

The  purpose  of  this  report  is  to  review 
the  pathogenesis  of  this  disease  and  to  pre- 
sent the  improved  diagnostic  procedures 
which  recently  have  been  instituted  at  the 
University  of  Oklahoma  Medical  Center. 
Also  an  attempt  to  re-emphasize  the  pres- 
ence of  this  disease  in  Oklahoma  and  to  re- 
view current  thinking  about  diagnosis  and 
therapy  are  presented. 

’’Prom  the  Departments  ol  Internal  Medicine  and  Pre'  entive 
Medicine  and  Public  Health,  University  of  Oklahoma  Medical 
Center. 
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PATHOGENESIS  AND  EPIDEMIOLOGY 

The  human  is  infected  by  ingestion  of  the 
Entamoeba  histolytica  cysts.  This  is  fol- 
lowed by  an  incubation  period  of  from  one 
week  to  three  months  before  symptoms  oc- 
cur. When  the  cysts  are  swallowed  by  a 
susceptible  person  they  pass  unaltered 
through  the  stomach  and  are  then  digested 
by  the  action  of  trypsin  in  the  small  intes- 
tine. Excystation  usually  takes  place  when 
the  cysts  reach  the  cecum.  Each  cyst  yields 
an  ameba  with  four  nuclei  which  undergo 
binary  fission  to  produce  eight  trophozoites. ’’ 
The  amebae  divide  rapidly  and  form  colonies 
as  they  invade  the  colonic  mucosa  both  by 
direct  mechanical  penetration  and  by  secre- 
tion of  a proteolytic  enzyme  called  cytolysin 
which  causes  mucosal  erosion.  The  increas- 
ing colony  of  amebae  usually  proceeds  via  a 
narrow  channel  down  to  the  base  of  the  mu- 
cosa where  the  lesion  enlarges  laterally  as 
the  ameba  reach  the  resistant  muscularis 
mucosae.  The  amebae  may  erode  through 
the  muscularis  mucosa  into  the  submucosa 
where  they  are  able  to  spread  out  to  produce 
the  typical  flask-shaped  ulcer.  They  may  then 
enter  the  mesenteric  venules  or  lymphatics 
and  be  carried  to  extra-intestinal  sites.  The 
most  common  site  of  secondary  infection  is 
the  liver  in  the  form  of  a hepatitis  or  hepatic 
abscess.  Cerebral,  cutaneous,  renal,  peri- 
cardial, pulmonary,  genital  and  gallbladder 
involvement  have  all  been  reported.6 

The  usual  sequence  in  the  life  cycle  is  ex- 
trusion of  the  trophozoite  into  the  intestinal 
lumen  from  the  mucosal  lesion.  In  the  lumen 
it  is  transported  to  the  colon  where  it  en- 
cysts. In  the  presence  of  diarrhea  the  tro- 
phozoites may  pass  in  the  stool  before  en- 
cystation  can  take  place. 

The  world  wide  distribution  of  amebiasis 
has  been  revealed  by  numerous  surveys6 
which  show  a variable  incidence  in  different 
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parts  of  the  world.  Poor  living-  standards 
and  sanitary  conditions  are  directly  related 
to  an  increased  incidence  of  this  entity.  The 
peak  incidence  occurs  between  the  ages  of 
26  to  30  years.  Males  are  more  frequently 
infected  than  females  and  the  disease  is 
more  prevalent  in  warmer  climates.5 

Transmission  of  the  cysts  from  man  oc- 
curs by  fecal  contamination  of  drinking  wat- 
er, vegetables  and  other  foods  by  food  han- 
dlers,7 other  infected  persons8  and  the  house- 
fly.9 The  asymptomatic  human  carrier  of  the 
infection  is  the  main  reservoir  for  transmis- 
sion in  man.5 

The  reported  incidence  in  the  general  pop- 
ulation of  the  United  States  varies  from  five 
to  ten  per  cent5  while  the  incidence  in  Mex- 
ico is  reported  to  be  about  25  per  cent.6  The 
number  of  cases  of  amebic  dysentery  report- 
ed to  the  Oklahoma  State  Health  Depart- 
ment10 from  1951  to  1960  was  305.  The  geo- 
graphic distribution  of  these  cases  is  shown 
in  figure  1.  This  is  an  average  of  approxi- 
mately one  case  per  six  thousand  population 
per  year  reported  in  Oklahoma  compared  to 
a possible  five  to  ten  per  cent  in  the  United 
States  by  other  surveys.5  Part  of  this  dif- 
ference may  be  due  to  a lack  of  case  re- 
porting. 

During  1961  and  1962  ten  per  cent  of  the 
Central  State  Griffin  Memorial  Hospital  pop- 


ulation was  surveyed11  by  the  Gastroenter- 
ology Section  of  the  Department  of  Medicine 
of  the  University  of  Oklahoma  Medical  Cen- 
ter. Of  the  159  patients  surveyed,  six  per 
cent  were  found  to  be  infected  with  Enta- 
moeba histolytica.  These  people  were  all 
asymptomatic  and  live  in  an  environment 
where  one  would  expect  the  incidence  to  be 
much  greater  than  the  general  population. 

A review  of  the  records  of  the  University 
of  Oklahoma  Hospitals  from  1947  to  1961 
(table  1)  discloses  31  cases  of  valid  ame- 
biasis diagnosed  during  this  period.  This 
is  an  average  incidence  of  approximately 
one  case  per  four  thousand  admissions  per 
year  which  is  not  essentially  different  from 
that  incidence  reported  to  the  State  Health 
Department  from  the  State  as  a whole.  An 
attempt  to  improve  diagnostic  acumen  is 
now  being  made  in  the  Medical  Center  by 
teaching  greater  awareness  and  the  use  of 
improved  diagnostic  techniques. 

DIAGNOSIS 

The  diagnosis  of  amebiasis  is  dependent 
upon  the  clinical  suspicion  of  the  disease. 
Classically  the  clinical  picture  of  acute  in- 
testinal amebiasis  is  characterized  by  inter- 
mittent episodes  of  diarrhea,  abdominal 
pain,  weight  loss,  fever  and  occasional  chills. 
A history  of  recurrent  diarrhea  should 
arouse  suspicion  of  this  disease ; however,  its 


REPORTED  CASES  OF  AMEBIC  DYSENTERY  IN  OKLAHOMA  FROM  1951  TO  1960 


County 

Number 

Cleveland 

61 

McCurtain 

55 

Oklahoma 

22 

Tulsa 

19 

Creek 

8 

Harmon 

8 

Cherokee 

7 

Pushmataha 

7 

Comanche 

6 

Garfield 

6 

Other  counties 

Less  than 

22  counties 

No  cases 

26 


Figure  1.  Geographic  Distribution  of  Reported  Cases  of  Amebiasis  in  Oklahoma 
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University  Hospitals  1947  - 1961 

Intestinal  (discharge  diagnosis)  36 

Trophozoites  in  stool  26 

Cysts  in  stool  2 

Diagnosis  not  confirmed  4 

Other  protozoa  in  stool  4 

Liver  abscess  3 


TABLE  1:  Amebiasis 

manifestations  are  so  protean  that  it  should 
be  considered  in  any  patient  with  hepatic  or 
colonic  symptoms  with  or  without  diarrhea. 
The  stools  are  typically  watery  and  frequent- 
ly contain  blood  or  mucous.  They  may  oc- 
casionally be  formed,  and  streaked  with 
blood  and  mucous.  The  symptoms  of  ame- 
biasis may  closely  mimic  those  of  ulcerative 
colitis  and  many  physicians  believe  that 
every  patient  with  a diagnosis  of  idiopathic 
ulcerative  colitis  should  receive  a course  of 
anti-amebic  therapy.  Amebomas  have  been 
mistaken  for  carcinomas  with  disastrous  re- 
sults from  an  operation  performed  without 
prior  anti-amebic  therapy. 

The  quiescent  or  carrier  state  of  amebiasis 
is  usually  a completely  asymptomatic  one. 
Despite  the  absence  of  symptoms,  the 
“healthy  carrier”  probably  does  not  exist, 
for  in  all  carriers  minute  superficial  ulcera- 
tions of  the  colonic  mucosa  are  continuously 
present.12 

Once  the  physician  has  considered  the  pos- 
sibility of  amebiasis  there  are  several  pro- 
cedures which  are  helpful  in  establishing  the 
diagnosis,  and  these  will  be  discussed  in 
detail. 

1.  Sigmoidoscopy 

Rectal  lesions  are  not  always  present  in 
amebiasis.  Demonstrable  ulcerations  of  the 
rectal  mucosa  occur  in  approximately  25  per 
cent  of  the  patients  with  acute  intestinal 
amebiasis.  Early  lesions  are  classically 
punctate,  flask-shaped  ulcers  with  a sur- 
rounding yellow  or  red  halo  and  are  found 
on  otherwise  normal  mucosa.  With  progres- 
sion of  the  disease,  the  ulcers  may  become 
extensive  with  irregular  shaggy  overhanging 
borders,  resulting  in  little  or  no  normal  mu- 
cosa visible.  In  these  circumstances  the  sig- 
moidoscopic  picture  more  closely  resembles 
ulcerative  colitis  than  amebiasis.  Rarely 
amebomas  may  be  seen  in  the  rectum,  and 
these  may  be  erroneously  diagnosed  as  car- 
cinoma. Perianal  cutaneous  lesions  are  rare, 


but  not  unheard  of,  and  they  also  closely 
resemble  carcinomas.13  Regardless  of  the 
sigmoidoscopic  appearance  of  the  rectum 
one  should  always  seek  confirmation  of  the 
diagnosis  by  demonstration  of  the  organism. 

It  should  be  emphasized  that  the  most  re- 
warding sigmoidoscopy  is  obtained  without 
any  preparation  of  the  patient.  Enemas  may 
cause  inflammation  of  the  rectal  mucosa,  ob- 
scuring tiny  ulcers  and  making  it  impossible 
to  evaluate  the  sigmoidoscopic  picture.14 
Purgatives,  or  laxatives,  have  the  same  ef- 
fect on  the  rectal  mucosa  and  thereby  com- 
pound the  difficulty  of  the  diagnosis  of  ame- 
biasis by  removing  the  mucous  and  necrotic 
tissue  which  contains  the  largest  numbers  of 
organisms.  In  the  vast  majority  of  patients 
with  diarrhea  the  rectum  is  empty  and  can 
be  examined  at  any  time  without  prepara- 
tion. The  patient  without  diarrhea  is  best 
examined  without  any  preparation  following 
a normal  bowel  evacuation. 

2.  Demonstration  of  Entameba  histolytica 

The  confirmation  of  the  diagnosis  of  ame- 
biasis is  frequently  difficult.  This  difficulty 
is  compounded  by  improper  collection  and 
preparation  of  the  material  to  be  studied. 
Fresh  specimens  should  be  examined  imme- 
diately since  the  trophozoites  usually  will 
remain  motile  for  15  to  20  minutes  at  room 
temperature  if  the  preparation  is  protected 
from  drying.  Trophozoites  are  very  fragile 
and  may  be  rendered  unrecognizable  by  the 
presence  of  urine  or  tap  water  and  therefore 
care  should  be  taken  to  collect  material  free 
of  urine  and  diluted  only  with  normal  saline 
prior  to  examination.  The  administration 
of  heavy  metal  compounds,  antibiotics  and 
chemotherapeutic  agents  may  seriously  in- 
terfere with  the  demonstration  of  tropho- 
zoites in  secretions  or  stools  for  a period  of 
seven  to  ten  days.  Therefore,  material  should 
be  collected  for  examination  prior  to  admin- 
istration of  heavy  metal  antidiarrheic  medi- 


Frederick  D.  Mannerberg , M.D.  and 
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cations  or  x-ray  procedures  using  barium 
sulfate.  When  it  is  necessary  to  examine 
purged  stools,  they  should  be  contained  by 
the  use  of  laxatives  such  as  phosphate  of 
soda  or  epsom  salts.  Milk  of  Magnesia,  lax- 
atives containing  senna,  and  oils  should  be 
avoided. 

The  Entamoeba  histolytica  trophozoite  is 
shown  in  figure  2.  There  is  variability  in  the 
size,  but  usually  averages  20  to  35  microns. 
The  granular  hazy  endoplasm,  comprising 
about  two-thirds  of  the  trophozoite,  is  sur- 
rounded by  a clear,  retractile  ectoplasm  from 
which  clear  finger-like  projections  or  pseu- 
odopodia  appear.  The  nucleus  is  pale  and 
often  indistinct,  but  red  blood  cells  are  fre- 
quently seen  in  the  endoplasm.  Movement 
is  rapid  and  purposeful.  The  nucleus  has  a 
thin  nuclear  membrane  lined  on  its  inner 
surface  with  a row  of  small  chromatin  gran- 
ules. The  karyosome  is  small,  centrally  lo- 
cated and  surrounded  by  a clear  unstained 
halo. 

The  cyst  is  shown  in  figure  3.  The  size 
varies  from  six  to  20  microns.  The  shape  is 
spherical  and  from  one  to  four  nuclei  may 
be  present.  The  cytoplasm  is  granular  where 
the  chromatin  material  is  seen  as  rods  or 
grape-like  clusters.  The  nuclear  membrane 
is  smaller,  but  similar  to  the  trophozoite.  In 
the  center  of  the  nucleus  is  a single  dense 
chromatin  body,  the  karyosome. 

3.  Secretions 

Sigmoidoscopy  without  prior  preparation 
of  the  patient  is  an  excellent  method  of  ob- 
taining fresh  material  for  examination.  Not 
only  is  the  material  warm  and  fresh,  but 
large  number  of  trophozoites  may  be  dem- 
onstrated in  scrapings  of  rectal  ulcers,  ne- 
crotic material  and  bits  of  bloody  mucous. 
Material  for  examination  is  best  obtained 
by  scraping  ulcers  with  a blunt  rectal 
curette.13  Aspiration  of  secretions  with  a 
pipette  or  swabbing  with  a saline  soaked 
cotton-tipped  applicator  may  also  be  used 
to  obtain  satisfactory  specimens  when  a 
curette  is  not  available.  The  fresh  material 
should  be  diluted  with  normal  saline  and 
examined  immediately  for  motile  tropho- 
zoites as  well  as  several  smears  fixed  in 
Schaudinn’s  solution  or  polyvinyl  alcohol  for 
permanent  staining. 
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Figure  2:  Entamoeba  Histolytica  Trophozoite  in  Sa- 
line Stool  Preparation  (600  X). 


4.  Biopsy  Material 

Rectal  biopsy  may  be  helpful  in  the  diag- 
nosis if  one  remembers  that  the  majority 
of  trophozoites  are  present  in  the  mucus 
adhering  to  the  mucosal  surface.15  Caution 
should  be  observed  in  preparation  of  the  tis- 
sue slides  to  preserve  the  adhering  mucus 
as  much  as  possible.  The  microscopist  should 
examine  the  entire  slide  for  trophozoites  and 
not  merely  direct  his  attention  to  the  tissue. 

5.  Stools 

Large  numbers  of  trophozoites  may  be 
demonstrated  in  liquid  stools.  A portion  of 
the  stool  should  be  examined  when  fresh 
and  the  remainder  fixed  in  polyvinyl  alco- 
hol for  permanent  staining.  Fresh  stool 
should  be  diluted  with  a few  drops  of  saline 
and  observed  for  motile  trophozoites.  Mac- 
rophages may  be  present  and  these  must  be 
differentiated  from  trophozoites.  Macro- 
phages contain  larger  nuclei  but  often  con- 
tain red  blood  cells  as  do  trophozoites.  For 
this  reason,  the  demonstration  of  typical 
ameboid  motility  is  the  only  reliable  diag- 
nostic feature.  Very  few  polymorphonuclear 
leukocytes  are  present  in  the  stool  as  con- 
trasted with  bacillary  dysenteries.  Needle- 
like retractile  crystals  (Charcot-Leyden 
crystals)  are  usually  demonstrable  and  are 
suggestive,  but  not  diagnostic,  of  amebiasis. 
Patients  who  do  not  have  watery  stools  at 
the  time  of  examination  must  be  purged  with 
a saline  cathartic  and  the  liquid  stool  exam- 
ined before  the  diagnosis  of  amebiasis  can 
be  excluded. 

Although  trophozoites  are  not  present  in 
formed  stools,  examination  of  bloody  mu- 
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cous  adhering  to  the  surface  of  such  a stool 
may  reveal  large  numbers  of  trophozoites. 
Formed  stools  should  be  examined  for  cysts. 
This  is  best  done  by  use  of  some  concentra- 
tion technique.  A portion  of  the  stool  speci- 
men should  be  placed  immediately  in  five  to 
ten  per  cent  formalin-saline  solution  and 
pulverized  with  applicator  sticks  to  assure 
good  fixation.  The  specimen  may  then  be 
sent  to  the  laboratory  for  a leisurely  exami- 
nation using  a concentration  technique  such 
as  ether  formalin  concentration.  The  con- 
centrated specimen  is  examined  in  a Lugol’s 
Iodine  preparation  and  permanent  slides 
made  using  trichome  or  iron-hemotoxlin 
stains. 

The  percentage  of  existing  Entameba 
histolytica  infections  diagnosed  by  one  stool 
examination  is  at  best  65  per  cent.  The  ex- 
amination of  six  stool  specimens  increase 
this  percentage  to  95-98  per  cent.  Better 
results  are  obtained  if  stool  specimens  are 
obtained  at  intervals  of  several  days  rather 
than  on  successive  days.  There  is  little  ad- 
vantage to  examining  several  slides  from 
the  same  stool  specimen.  A higher  percent- 
age of  infections  can  be  diagnosed  from  ex- 
amination of  a single  liquid  purged  stool  for 
trophozoites  than  one  formed  stool  for 
cysts.16 

Preservation  of  specimens  in  polyvinyl  al- 
cohol and  formalin  not  only  provides  material 
for  staining  some  time  after  collection,  but 
allows  for  expert  microscopic  consultation 
when  adequate  facilities  are  not  available. 
Specimen  bottles  containing  polyvinyl  alco- 
hol and  formalin  may  be  sent  home  with  the 
patient  for  convenience  in  collecting  stool 
specimens  and  these  may  be  mailed  to  the 
physician  for  post-treatment  examination. 

6.  Cultures 

Facilities  for  culture  of  amebae  are  not 
available  in  most  hospital  laboratories.  The 
microscopic  examination  of  culture  material 
itself  requires  special  training.  Cultures  are 
probably  of  little  practical  value  in  the  rou- 
tine diagnosis  of  amebiasis  if  proper  stool 
examinations  are  performed. 

7.  Complement  Fixation  Test 

The  complement  fixation  test  also  is  not 
available  in  most  hospital  laboratories.  The 
test  is  probably  less  than  70  per  cent  spe- 
cific and  becomes  positive  approximately 
three  weeks  after  experimental  inoculation. 
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Figure  3:  Entamoeba  Histolytica  Cyst  in  Saline  Stool 
Preparation  (600  X). 


A negative  test  is  obtained  usually  three 
weeks  after  completion  of  adequate  anti- 
amebic  therapy.  The  major  objection  to  the 
test  has  been  the  difficulty  in  preparing  a 
standard  antigen  of  consistent  potency,  sta- 
bility and  specificity.  The  antigen  appears 
to  be  strain  specific  and  the  number  of  Ent- 
ameba histolytic  strains  is  unkown.  Its  only 
value  may  be  in  the  suspected  diagnosis  of 
extra-intestinal  amebiasis  when  stool  exami- 
nations are  negative. 

8.  Therapeutic  Trial 

A therapeutic  trial  is  of  greatest  value 
when  a colonic  tumor  is  present  in  a patient 
with  stools  positive  for  Entameba  histo- 
lytica. The  disappearance  of  the  tumor  with 
anti-amebic  therapy  is  excellent  presump- 
tive evidence  that  it  was  in  fact  an  ameboma. 
Reduction  in  size  of  an  enlarged  tender  liver 
with  anti-amebic  therapy  may  be  the  only 
evidence  of  an  amebic  abscess.  The  above 
response  in  a patient  with  a positive  comple- 
ment fixation  test  is  considered  diagnostic 
of  amebic  liver  abscess. 

Persistence  of  symptoms  in  a patient  with 
suspected  acute  intestinal  amebiasis  follow- 
ing a therapeutic  trial  is  suggestive  of  an 
erroneous  diagnosis.  This  disappearance  of 
symptoms  in  a patient  with  suspected  acute 
intestinal  amebiasis  following  a therapeutic 
trial  is  of  questionable  value  in  confirma- 
tion of  the  diagnosis. 

THERAPY 

Adequate  therapy  of  amebiasis  almost  al- 
ways requires  a multiple  drug  regimen.  No 
single  medication  is  available  which  will 
eliminate  both  intestinal  and  extra-intestinal 
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infections.  Another  important  consideration 
in  therapy  is  the  rapidity  with  which  one 
must  control  acute  dysentery,  especially  in 
children  and  debilitated  patients.  In  the  fol- 
lowing sections,  a discussion  of  the  therapy 
of  the  various  clinical  forms  of  amebiasis, 

i.e.,  acute  dysentery,  intestinal  amebiasis, 
and  extra-intestinal  amebiasis,  will  be  pre- 
sented. 

1.  Acute  Dysentery 

Emetine  hydrochloride  remains  the  most 
potent  amebicidal  drug  and  usually  controls 
the  acute  symptoms  of  this  form  of  the  dis- 
ease in  24-48  hours.  Because  of  the  potential 
myocardial  toxicity  of  the  drug  and  its 
cumulative  effect,  it  should  be  administered 
only  to  hospitalized  patients  and  never  given 
for  more  than  seven  to  ten  days.  It  should 
be  selected  to  initiate  therapy  only  when  the 
rapid  control  of  acute  dysentery  is  a critical 
factor.  The  broad  spectrum  antibiotics  have 
been  used  successfully  to  control  acute  symp- 
toms, especially  in  children  and  cardiac  pa- 
tients when  oral  medication  cannot  be  taken 
or  the  patient  is  critically  ill.  Arsenicals  and 
iodoquinolone  drugs  are  also  effective,  so 
the  average  patient  with  acute  intestinal 
amebiasis  need  not  always  be  treated  with 
Emetine  hydrochloride. 

2.  Intestinal  Infection 

Arsenicals  or  iodoquinolones  alone  are 
rarely  effective  in  eradicating  the  intestinal 
infection.  For  this  reason  an  arsenical  such 
as  p-ureidobenzenearsonic  acid  (Carbar- 
sone®)  is  used  to  initiate  therapy,  followed 
by  a course  of  an  iodoquinolone  such  as  di- 
iodohydroxyquin  (Diodoquin®) . Therapy 
may  be  considered  a success  only  if  at  least 
three  stool  specimens  are  negative  for  Ent- 
ameba  histolytica  two  weeks  after  comple- 
tion of  therapy  and  at  repeated  intervals 
for  one  year. 

3.  Extra-Intestinal  Infection 

Chloroquin  phosphate  (Aralen®)  and  Em- 
etine hydrochloride  are  both  highly  effective 
in  the  control  of  hepatic  amebiasis,  and  oc- 
casionally one  will  work  when  the  other  has 
failed.  Because  of  the  much  lower  toxicity 
of  Chloroquin  phosphate,  there  is  no  justifi- 
cation for  using  Emetine  hydrochloride  un- 
less Chloroquin  phosphate  has  failed.  Even 
in  the  absence  of  overt  hepatic  disease  it  is 
desirable  to  treat  the  patient  with  Chloro- 
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quin  phosphate  since  a liver  abscess  may  oc- 
cur at  a much  later  date  than  colitis.  When 
an  abscess  is  demonstrable  in  the  liver, 
needle  aspiration  should  be  performed  after 
a course  of  Chloroquin  phosphate.  Surgical 
drainage  of  a liver  abscess  is  rarely  indi- 
cated and,  if  performed  prior  to  a course  of 
drug  therapy,  may  be  disastrous. 

Extra-intestinal  amebiasis  in  sites  other 
than  the  liver  are  best  treated  with  Emetine 
hydrochloride  since  Chloroquin  phosphate 
concentrations  in  tissue  other  than  hepatic 
are  too  low  to  be  effective. 

Amebomas  represent  unique  extra-intes- 
tinal infections  usually  responding  to  ar- 
senical or  iodoquinolone  drugs.  Emetine  hy- 
drochloride should  be  instituted  only  after 
a clinical  trial  of  an  arsenical  or  an  iodo- 
quinolone. Surgical  resection  of  amebomas 
without  prior  drug  therapy  carries  a very 
high  mortality  rate  and  is  rarely  necessary 
after  medical  therapy. 


SUMMARY 


A discussion  of  the  incidence  of  this  dis- 
ease in  Oklahoma  is  presented  along  with 
current  thinking  on  pathogenesis,  diagnosis 
and  therapy.  It  is  hoped  that  the  presence 
of  this  disease  in  Oklahoma  can  be  re-empha- 
sized and  that  thereby  greater  diagnostic 
awareness  can  be  instituted.  □ 
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ABSTRACTS 


DANGERS  OF  INTRAGLUTEAL  INJECTIONS* 

The  anatomy  of  the  gluteal  region  is  reviewed  by 
the  author  in  relation  to  complications  of  intragluteal 
injections.  These  complications  include  injections  into 
the  adipose  and  subcutaneous  tissue  leading  to  foreign 
body  reaction,  injury  to  the  sciatic  nerve,  intravascular 
injection  and  injury  to  other  nerves  in  the  gluteal  area. 

There  are  three  types  of  paralysis  associated  with 
sciatic  nerve  injury.  1)  Immediate  neuropathy  with 
instantaneous  pain;  2)  Immediate  paralysis  without 
pain.  This  constitutes  the  largest  group.  3)  Delayed 
paralysis  for  several  hours  or  days. 

The  peroneal  nerve  is  the  most  commonly  affected 
leading  to  foot  drop.  Damage  to  the  nerve  is  inde- 
pendent of  the  type  of  medication  administered.  Intra- 
venous injection  can  result  in  pulmonary  emboli  es- 
pecially with  oily  base  drugs.  Intra  arterial  injection 
can  lead  to  swelling,  tenderness,  and  finally  necrosis 
of  involved  parts.  More  serious  complications  can  oc- 
cur due  to  retrograde  flow.  These  include  gangrene  of 
bladder,  vagina,  penis  and  rectum.  Tranverse  myelitis 
has  also  been  reported. 

The  usual  area  for  intragluteal  injections  is  the  low- 
er inner  quarter  of  the  upper  outer  quadrant  of  the 
gluteal  region.  This  leads  to  injection  of  the  upper 
lateral  border  of  the  gluteus  maximus.  Injection  into 
more  distal  sites  can  lead  to  complications  previously 
described.  With  this  in  mind,  a more  ventral  gluteal 
site  has  been  advocated  by  several  authors.  Th’s  site 
consists  of  the  triangle  bounded  by  the  anterior  superior 
iliac  spine,  the  tubercle  of  the  iliac  crest  and  the  upper 
border  of  the  greater  trochanter.  The  main  assets  of 
this  site  is  its  distance  from  major  nerves  and  blood 
vessels  and  the  fact  that  the  patient  can  remain  in  the 
supine  position.  Its  disadvantages  are  that  it  may  be 
somewhat  more  painful  and  the  patient  can  view  the 
injection. 

EDITOR’S  NOTE:  By  reviewing  the  anatomy  of  the 
gluteal  region,  the  reader  can  himself  appreciate  the 
pertinence  of  the  author’s  remarks. 

‘Applied  Anatomy  of  Intragluteal  Injections,  Ernest  Lach- 
man,  M.D.,  The  American  Surgeon,  29:3,  236-241,  March,  1963. 


TEST  FOR  THROMBOPHLEBITIS 
AND  PHLEBOTHROMBOSIS* 

In  this  study  the  authors  evaluate  1,000  consecutive 
patients  admitted  to  the  medical  wards  at  the  Okla- 
homa University  Hospital  with  a test  for  lower  ex- 
tremity phlebothrombosis  and  thrombophlebitis.  The 
test  consists  of  placing  a pneumatic  cuff  around  the 
calf,  inflating  it  to  200  mm.  Hg  over  eight  to  ten  sec- 
ond period  and  observing  the  patient  for  objective  and 
subjective  evidence  of  pain. 

Of  the  1,000  patients,  716  were  considered  suitable 
for  evaluation.  There  were  118  positive  and  598  nega- 
tive results  in  this  group.  Patients  with  a positive 
test  were  divided  into  four  groups  according  to  their 
discharge  diagnosis.  Group  1)  Pulmonary  emboli, 
thrombophlebitis,  phlebothrombosis.  15  patients.  Group 
2)  Peripheral  vascular  d-sease  other  than  group  one. 
18  patients.  Group  3)  Significant  edema  of  the  legs. 
27  patients.  Group  4)  Miscellaneous  disease.  58  pa- 


tients. None  of  the  patients  in  groups  two,  three  or 
four  developed  evidence  of  phlebothrombosis  or  pul- 
monary emboli. 

Of  the  15  patients  in  Group  One,  11  had  positive  tests 
on  admission  and  a clinical  diagnosis  of  thrombophle- 
bitis or  phlebothrombosis  was  made  in  all  11.  Four 
developed  positive  tests  following  admission.  All  of 
these  had  evidence  of  deep  vein  disease  clinically  or 
at  autopsy.  Six  patients  in  the  entire  series  of  1,000 
patients  had  autopsy  evidence  of  pulmonary  infarction. 
Two  of  these  had  positive  tests  and  two  were  unsatis- 
factory and  not  tested.  One  of  the  two  patients  with 
negative  tests  had  mural  thrombi  in  the  left  atrium. 
The  other  had  cerebral  and  coronary  infarcts  also.  No 
examination  was  done  of  the  leg  veins. 

The  authors  conclude  that  this  test  is  positive  in 
many  cases  where  there  is  neither  evidence  for  or 
against  deep  venous  thrombosis.  It  appears  to  occur 
in  settings  of  peripheral  arterial  disease  and  dimin- 
ished cardiac  output.  A positive  test  however,  occurred 
in  several  patients  without  any  apparent  basis.  They 
note  that  a false  negative  test  is  apparently  rare  in 
that  pulmonary  emboli  are  unlikely  to  occur  from  deep 
leg  veins  if  this  test  is  negative.  The  occurrence  of 
a positive  test  after  a previous  negative  one  should 
arouse  suspicion  of  a thrombotic  process.  Like  most 
diagnostic  procedures  this  test  requires  individualiza- 
tion and  experienced  clinical  judgment  for  useful  in- 
terpretation. 

‘Semiquantified  constriction  of  the  leg,  Thomas  N.  Lynn, 
Jerry  B.  Blankenship,  Robert  Bottomley,  Geriatrics,  18:9,  713- 
715,  September,  1963. 


RECENT  PUBLICATIONS  FROM 
THE  MEDICAL  CENTER 

Stop-flow  Analyses  of  Mepiperphenidol  and  Mecamy- 
lamine  in  the  dog.  L.  A.  Pilkington  and  M.  J.  Keyl, 
American  Journal  Physiology,  205:  471-76,  September, 
1963. 

Traumatic  Rupture  of  the  Gallbladder.  Robert  J. 
Hogue,  Jr.,  Edward  R.  Munnell,  The  American  Sur- 
geon, 29:  155-159,  March,  1963. 

Total  Anomalous  Pulmonary  Venous  Drainage,  Results 
of  Open-Heart  Correction  in  four  Infants.  Nell  J. 
Ryan,  G.  R.  Williams,  G.  G.  Cayler,  D.  S.  Snyder, 
H.  Taybi,  W.  R.  Richardson,  G.  S.  Campbell,  Ameri- 
can Journal  Diseases  of  Children,  105:  42-52,  Janu- 
ary, 1963. 

Relationships  between  Operator  Proficiency  and  Ef- 
fected Changes  in  Biological  Circadian  Periodicity. 

G.  T.  Hauty,  Aerospace  Medicine,  34:  100-105,  Febru- 
ary, 1963. 

Respiratory  Responses  Mediated  through  Superficial 
Chemosensitive  Areas  On  the  Medulla.  R.  A.  Mitchell, 

H.  H.  Loeschcke,  W.  H.  Massion  and  J.  W.  Severing- 
haus,  Journal  of  Applied  Physiology,  18:  523-533,  May, 
1963. 

Studies  on  Calvatia  gigantea.  I.  Germination  of  basidio- 
spores.  G.  S.  Bulmer,  E.  S.  Beneke,  Mycologia,  53: 
123-136,  1962. 

Reprints  of  the  above  publications  are  usually  available  on 
request  from  the  senior  author,  c/o  Mrs.  Joan  Campbell,  Veter- 
ans Administration  Hospital,  921  N.E.  13th  Street,  Oklahoma 
City,  Oklahoma. 
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medical  center 


Dean’s  Message 


A Children’s  Pyelonephritis  Clinic  and  a 
Cystic  Fibrosis  Research,  Care  and  Teach- 
ing Center  are  among  services  recently  es- 
tablished at  Children  Memorial  Hospital  to 
broaden  the  teaching  program  and  offer 
greater  referral  facilities  to  the  physicians 
of  Oklahoma. 

The  pyelonephritis  clinic  was  organized  to 
meet  the  needs  of  increasing  number  of  chil- 
dren with  complex  and  chronic  infections 
of  the  urinary  tract  that  require  long-term, 
continuous  follow-up  treatment.  The  clinic 
meets  Friday  mornings  at  Children’s  Me- 
morial Hospital. 

Hub  of  the  Cystic  Fibrosis,  Research,  Care 
and  Teaching  Center  is  the  Cystic  Fibrosis 
Outpatient  Clinic  held  each  Tuesday  morn- 
ing. Patients  who  require  diagnostic  screen- 
ing and  those  who  require  follow-up  visits 
as  outpatients  without  hospitalization  can 
be  seen  in  this  clinic. 

Purposes  of  the  cystic  fibrosis  center,  sup- 
ported by  a grant  from  the  National  Cystic 
Fibrosis  Research  Foundation  are : 

1 — To  provide  comprehensive  care  of  the 
cystic  fibrosis  patient  and  his  family. 


2 —  To  stimulate  research  by  exposing 
medical  students,  interns,  pediatric  resi- 
dents, clinicians  in  other  fields,  basic  sci- 
entists, nursing  and  other  paramedical  per- 
sonnel to  the  problems  of  cystic  fibrosis. 

3 —  To  provide  training  for  the  above 
groups  in  all  facets  of  cystic  fibrosis. 

4 —  To  provide  consultation  on  the  various 
aspects  of  cystic  fibrosis  to  physicians  and 
health  agencies  of  the  southwest.  The  center 
also  will  conduct  educational  conferences  for 
pediatricians  and  other  physicians  to  present 
the  latest  advances  in  the  diagnosis  and  man- 
agement of  the  disease. 

The  cystic  fibrosis  program  is  a part  of  a 
nation-wide  effort  to  pool  and  exchange  in- 
formation of  this  disorder. 

Referrals  of  both  cystic  fibrosis  and 
pyelonephritis  patients  are  welcomed.  Phy- 
sicians may  make  referral  arrangements  by 
calling  or  writing  the  Director,  Pediatric 
Outpatient  Clinic,  or  the  Pediatric  Admit- 
ting Resident,  Children’s  Memorial  Hos- 
pital, University  of  Oklahoma  Medical  Cen- 
ter, 800  N.E.  13,  Oklahoma  City,  Okla- 
homa. □ 
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TWO  WEEKEND  CONFERENCES  BEGIN  NEW  YEAR 


All  OSMA  Members  Invited 
January  25th,  26th 

Back-to-back  meetings  on  the  week- 
end of  January  25th  and  26th  will 
set  the  stage  for  a full  program  of 
OSMA  activities  during  the  coming 
months.  Scheduled  for  the  Skirvin 
Hotel  in  Oklahoma  City,  the  week- 
end will  begin  with  Saturday’s  Coun- 
ty Officers  Conference,  sponsored  by 
the  Council  on  Public  Policy,  and 
will  conclude  on  Sunday  when  the 
First  OSMA  Conference  on  Mental 
Health  is  conducted  by  the  Mental 
Health  Committee  of  the  associa- 
tion. 

All  members  of  the  Oklahoma  State 
Medical  Association  are  invited  to 
attend  either  or  both  meetings,  and 
members  of  the  Woman’s  Auxiliary 
to  the  OSMA  are  especially  welcome. 
Particular  emphasis  is  being  placed 


on  attaining  100  per  cent  attendance 
from  the  officers  of  county  medical 
societies  and  their  auxiliaries. 

OSMA  President  Joe  L.  Duer,  M.D., 
terms  the  meetings  “a  worthwhile 
weekend  designed  to  brief  the  re- 
sponsible leaders  of  organized  medi- 
cine in  Oklahoma  on  some  of  the 
major  issues  and  activities  confront- 
ting  the  profession.” 

‘‘The  subject  matter  and  the  cal- 
iber of  the  speakers  merit  our  atten- 
tion and  interest,”  Duer  said,  “and 
I hope  the  conference  planners  get 
the  full  support  of  the  profession,  be- 
cause the  effectiveness  of  our  asso- 
ciation will  be  tested  in  several  im- 
portant areas  during  the  next  year.” 

County  Officers  Conference 

The  County  Officers  Conference 
will  be  held  January  25th  in  the  Ve- 
netian Room  of  the  Skirvin  Hotel, 


Oklahoma  City.  It  will  be  primarily 
aimed  at  key  matters  in  the  field 
of  public  policy,  such  as: 

The  imminent  problem  of  once 
again  dealing  with  the  legislative 
threat  of  the  King-Anderson  Bill; 
meeting  the  critical  challenge  of 
stabilizing  Oklahoma’s  welfare  health 
care  programs;  improving  “Town 
and  Gown”  relationships  in  bolster- 
ing medical  education  during  the 
current  transitionary  period;  and, 
inspiring  all  physicians  and  wives  to 
devote  more  time  and  effort  to  the 
affairs  of  government  and  politics. 

U.S.  Congressman  Durward  G. 
Hall,  M.D.,  will  highlight  an  out- 
standing slate  of  speakers  scheduled 
for  the  Saturday  meeting.  The 
Springfield,  Missouri  Republican 
gave  up  his  practice  of  general  sur- 
gery to  take  a direct  hand  in  na- 
tional government,  but  he  has  not 
relinquished  his  seat  in  the  AMA 
House  of  Delegates.  An  inspiring 
speaker,  he  will  appear  on  the  lunch- 
eon program.  His  subject:  “The 

Physician’s  Responsibility  in  Gov- 
ernment.” 

“Operation  Hometown,”  the  AMA’s 
campaign  to  defeat  the  King-Ander- 
son  Bill,  will  be  covered  in  detail  for 
conferees  by  several  important 
speakers. 

Aubrey  D.  Gates,  Director  of  the 
AMA’s  Field  Service  Division  and 
key  member  of  the  organization’s 
Legislative  Task  Force,  will  appear 
on  this  portion  of  the  program  with 
James  B.  Foristel,  AMA  Congres- 
sional Lobbyist,  and  William  R.  De- 
Mougeot,  Ph.D.,  Director  of  Debate 
and  Forensics  at  the  North  Texas 
State  University,  Denton.  Gates  will 
offer  practical  suggestions  to  county 
societies  regarding  the  implementa- 
tion of  “Operation  Hometown,”  For- 
istel will  provide  an  inside  look  at 


Doctor  DeMougeot  Mr.  Foristel  Mr.  Gates 


Congressman  Hall  Speaker  McCarty  Mr.  Rader 
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the  legislative  scene  in  Washington, 
and  DeMougeot  will  furnish  facts, 
figures  and  sound  arguments  against 
all  forms  of  socialized  medicine, 
based  upon  original  research  for  his 
doctorate. 

Rex  E.  Kenyon,  M.D.,  Chairman 
of  the  OSMA  Council  on  Public  Pol- 
icy, will  outline  Oklahoma’s  plan  to 
gain  the  necessary  statewide  re- 
action against  King-Anderson  legis- 
lation during  the  next  session  of  Con- 
gress. A problem  solving  session 
will  also  be  held  for  county  leaders 
to  exchange  legislative  campaign 
ideas  with  the  panel  of  experts. 

Another  important  section  of  the 
conference  will  be  a discussion  of 
Oklahoma’s  medical  care  programs 
for  the  needy  aged,  featuring  the 
Honorable  J.  D.  McCarty,  Speaker 
of  the  Oklahoma  House  of  Represen- 
tatives, Lloyd  E.  Rader,  Director  of 
the  Department  of  Public  Welfare, 
and  C.  M.  Bielstein,  M.D.,  Chairman 
of  the  Department’s  Professional  Ad- 
visory Committee.  E.  M.  Gullatt, 
M.D.,  Chairman  of  the  OSMA  Pub- 
lic Welfare  Committee,  will  preside 
and  moderate  a question  and  answer 
session. 

Current  problems  in  medical  edu- 
cation and  an  appraisal  of  relation- 
ships between  organized  medicine 
and  medical  educators  will  be  fea- 
tured on  the  program  in  a panel  dis- 
cussion entitled  “The  Town  and 
Gown  Syndrome.”  Panelists  are: 
Joseph  M.  White,  Jr.,  M.D.,  Asso- 
ciate Dean  of  the  O.U.  School  of 
Medicine,  Vernon  D.  Cushing,  M.D., 
Immediate  Past-President  of  the 
Oklahoma  County  Medical  Society, 
Nolen  L.  Armstrong,  M.D.,  Presi- 
dent, Oklahoma  Chapter,  A.A.G.P., 
and  Wayne  B.  Starkey,  M.D.,  Past- 
President,  O.U.  Medical  School 
Alumni  Association. 

“Medicine  and  Religion,”  a new 
and  important  committee  activity 
of  the  OSMA  and  its  county  medical 
societies  will  be  presented  to  county 
officers  by  Fred  W.  Eberlein,  AMA 
Department  of  Medicine  and  Re- 
ligion, and  by  Allen  E.  Greer,  M.D., 


Chairman  of  the  state  association’s 
committee. 

The  day-long  session  of  the  County 
Officers  Conference  will  be  conclud- 
ed with  cocktails  and  dinner.  After 
dinner,  OSMA  President  Duer  will 
address  the  group  on  “The  Respon- 
sibility of  Medicine’s  Leadership.” 

A registration  form  for  the  confer- 
ence is  on  page  35.  Luncheon  tick- 
ets are  $2.75  each  and  dinner  tickets 
are  $5.00  each.  Your  check  for  tick- 
ets should  accompany  registration. 

Mental  Health  Conference 

The  First  OSMA  Conference  on 
Mental  Health  is  actually  an  exten- 
sion of  the  County  Officers  Confer- 
ence, since  the  presentation  is  di- 
rected at  generally  the  same  audi- 
ence. But,  because  of  the  special 
importance  of  mental  health  during 
1964,  a separate  one-day  meeting 
has  been  planned  by  the  OSMA  Men- 
tal Health  Committee  under  the  di- 
rection of  George  H.  Guthrey,  M.D. 

The  mental  health  program  will 
be  presented  on  Sunday,  January 
26th,  in  the  Venetian  Room  of  Okla- 
homa City’s  Skirvin  Hotel. 

According  to  Doctor  Guthrey,  the 
conference  is  necessitated  by  pre- 
vious neglect  of  mental  health  prob- 
lems and  by  the  resultant  problems 
and  pressures  of  the  present  time. 

“Mental  health  has  been  treated 
as  a poor  relation  by  too  many 
groups  for  too  long  a time,”  Guthrey 
said,  “and  now  we  are  looking  down 
the  barrel  of  a nationwide  effort  to 
set  the  house  in  order.  At  the  pres- 
ent time,  our  institutions  are  on  the 
ropes  for  lack  of  financing,  there  is 
a severe  shortage  of  psychiatrists 
and  other  trained  personnel,  govern- 
mental responsibility  for  the  massive 
problem  of  caring  for  the  millions 
of  mentally  ill  persons  is  fragmented 
among  many  agencies,  and  the  field 
of  mental  health  in  general  has  not 
kept  pace  with  modern  concepts  of 
psychiatric  therapy  and  good  busi- 
ness management. 

Purpose  Stated 

Doctor  Guthrey  said  that  the  pur- 
pose of  the  First  OSMA  Conference 
on  Mental  Health  is  “to  establish 


DOCTOR  ROME 


guidelines,  or  at  least  to  find  a sense 
of  direction  for  the  OSMA  to  follow 
in  the  months  and  years  ahead. 

“Dramatic  changes  in  the  care  of 
mentally  ill  persons  are  sure  to 
come  in  the  near  future,”  he  said, 
“and  we  must  be  quite  certain  that 
the  medical  profession  knows  where 
it  stands  and  that  it  plays  a respon- 
sible role  in  providing  professional 
direction  to  the  many  activities  un- 
derway.” 

Guthrey  cited  several  recent  events 
as  justification  for  intensified  in- 
terest in  mental  health  on  the  part 
of  practicing  physicians. 

In  the  87th  Congress,  $4.2  million 
was  appropriated  to  be  doled  out  to 
states  for  comprehensive  mental 
health  studies.  Oklahoma’s  grant 
was  awarded  to  the  State  Health  De- 
partment, which  launched  a state- 
wide survey  on  September  25th. 
Nearly  half  the  people  involved  in 
the  study  are  physicians,  the  mental 
health  chairman  reported,  but  they 
are  operating  without  instruction  or 
guidance  from  the  medical  associa- 
tion. 

Shortly  after  the  Oklahoma  survey 
of  needs  was  launched,  President 
Kennedy  signed  into  law  Senate  Bill 
1576,  the  Mental  Retardation  Facili- 
ties and  Community  Mental  Health 
Centers  Act  of  1963.  This  law  pro- 
vides $329  million  for  building  men- 
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tal  retardation  research  centers;  im- 
proving university  affiliated  facili- 
ties; grants  to  states  for  construc- 
tion of  community  health  centers; 
and,  grants  for  the  training  of  teach- 
ers of  the  mentally  retarded  and 
handicappel  children.  An  effort  to 
staff  the  community  health  centers 
with  Federal  employees  was  stricken. 

On  the  local  scene,  the  Legislative 
Council  of  the  Legislature  is  now 
studying  the  state’s  institutional  care 
system  during  the  off  season.  The 
state  mental  health  director  resigned 
under  legislative  fire  last  Spring 
following  severe  pressure  to  re- 
organize the  mental  health  program 
by  taking  management  functions 
away  from  professional  guidance. 

Program  Outlined 

The  morning  session  of  the  Janu- 
ary 26th  Conference  will  feature  a 
keynote  address  by  Howard  Rome, 
M.D.,  Rochester,  Minnesota.  Doctor 
Rome  is  Chairman  of  the  Section  on 
Psychiatry  of  the  Mayo  Clinic  and 
heads  the  American  Psychiatric  As- 
sociation’s Committee  on  Profession- 
al Standards. 


Stanley  F.  Yolles,  M.D.,  Deputy 
Director  of  the  National  Institute  of 
Mental  Health,  Bethesda,  Maryland, 
will  speak  on  “The  Federal  Role  In 
Mental  Health.” 

“The  Oklahoma  Survey”  will  be 
explained  in  detail  by  its  director, 
John  D.  Griffith,  M.D.,  State  Health 
Department,  and  Lester  Hall,  Direc- 
tor of  the  Oklahoma  Association  for 
Mental  Health,  will  discuss  the  pro- 
gram of  his  organization. 

A roundtable  luncheon  will  feature 
Doctors,  Rome,  Yolles  and  Griffith, 
who  will  answer  questions  from  the 
conference  participants.  In  addition, 
Albert  J.  Glass,  M.D.,  state  mental 
health  director,  and  Louis  J.  West, 
M.D.,  medical  school  psychiatry 
chief,  will  appear  on  the  panel. 

During  the  afternoon  session,  con- 
ferees will  divide  into  topical  section 
meetings  for  the  purpose  of  develop- 
ing guidelines  to  follow  in  dealing 
with  various  aspects  of  the  overall 
mental  health  problem.  The  topics 
and  discussion  leaders  are: 

“Continuing  Education  of  the  Phy- 
sician”—James  L.  Mathis,  M.D.,  In- 
structor in  Psychiatry,  O.U.,  Okla- 


homa City. 

“Psychiatric  Units  in  General  Hos- 
pitals”—William  T.  Holland,  M.D., 
Tulsa. 

“Federal-State  Hospital”— Albert  J. 
Glass,  M.D.,  Oklahoma  Director  of 
Mental  Health,  Oklahoma  City. 

“Problems  of  the  Aged”— Hayden 
H.  Donahue,  M.D.,  Director,  Central 
State  Hospital,  Norman. 

“Alcoholism”— Louis  J.  West, 
M.D.,  Chairman  of  the  Department 
of  Psychiatry,  O.U.,  Oklahoma  City. 

“Mental  Retardation” — Harold  J. 
Binder,  M.D.,  Oklahoma  City. 

“Emotionally  Disturbed  Children” 
—James  T.  Proctor,  M.D.,  Tulsa. 

Following  the  topical  meetings,  the 
entire  group  will  re-assemble  in  gen- 
eral session  to  hear  reports  from  all 
sections.  The  reports  will  form  the 
guidelines  sought  by  conference 
planners. 

All  OSMA  members  and  their  wives 
are  invited  to  register  for  the  men- 
tal health  conference.  A registration 
form  is  printed  on  this  page.  Your 
check  for  luncheon  tickets  should 
accompany  your  registration.  n 


REGISTER  NOW,  DOCTOR! 

(All  OSMA  Members  and  Wives  Are  Welcome) 

1.  Please  make reservations  for  the  County  Officers  Conference.  Jan- 

uary 25th,  at  the  Skirvin  Hotel,  Oklahoma  City. 

My  check  is  e?iclosed  for. luncheon  tickets  at  $2.15 

each  and  for dinner  tickets  at  $5.00  each. 

2.  Please  make reservations  for  the  OSMA  Mental  Health  Conference , 

January  26th,  at  the  Skirvin  Hotel,  Oklahoma  City. 

My  check  is  enclosed  for 

luncheon  tickets  at  $2.75  each. 

Name 

Address 

CLIP  AND  MAIL  TO  THE  OSMA  - P.O.  Box  18696,  Oklahoma  City 
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Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ir  Beautiful  New  Bulidings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 


PSYCHIATRY 

A.  J.  Schwenkenberg,  M.D. 

Joseph  L.  Knapp,  M.D. 
Jackson  H.  Speegle,  M.D. 
Fred  H.  Jordan,  M.D. 


PSYCHIATRY 
Joseph  H.  Lindsay,  M.D. 
John  T.  Holbrook,  M.D. 
PSYCHOLOGY 

Traudl  E.  Jordan-Diener,  Ph.D. 
W.  R.  Garretson,  M.  A. 


1353  N.  Westmoreland 


Dallas  1 1,  Texas 


FE  1-8331 


/j 


Jll 


ovc 


nnounctng 

The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 

(Formerly  Beverly  Hills  Clinic  and  Sanitarium ) 
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Hearings  Resumed  on 
Medicare  Bill 

On  January  20th,  Representative 
Wilbur  Mills’  House  Ways  and  Means 
Committee  will  resume  public  hear- 
ings on  H.R.  3920,  it  was  announced 
recently.  The  hearings  had  been  can- 
celled at  noon,  November  22nd,  fol- 
lowing President  Kennedy’s  assassi- 
nation. 

At  the  time  of  cancellation,  the 
main  testifiers  against  the  so-called 
Medicare  Bill  had  been  heard  and 
the  committee  members  were  visibly 
moved  by  the  preponderence  of  fac- 
tual evidence  presented.  In  fact,  a 
member  of  the  committee,  Repre- 
sentative Tom  Curtis  of  Missouri,  was 
able  to  extract  an  admission  from  a 
Department  of  Health,  Education 
and  Welfare  official  that  government 
estimates  of  the  annual  cost  were  at 
least  50  per  cent  less  than  actual. 
A billion  dollar  misrepresentation! 

Now  that  the  hearings  are  to  be 
resumed,  however,  the  AFL-CIO  will 
hit  with  great  force  in  an  effort  to 
dislodge  the  bill  from  committee  to 
the  floor  of  the  House  for  a vote. 
The  AMA  and  other  major  groups 
opposing  H.R.  3920  have  already 
been  heard  and  the  delay  occasioned 
by  the  assassination  will  definitely 
work  to  the  advantage  of  labor 
forces. 

Letters  Urged  by  Annis 

Edward  R.  Annis,  M.D.,  AMA 
President,  has  urged  all  the  nation’s 
physicians  to  put  forth  a special  ef- 
fort during  late  January  and  Febru- 
ary to  generate  a large  volume  of 
mail  into  Washington. 

“We  need  a deluge  of  expression 
from  the  grass  roots  of  this  nation 
reaching  Washington  in  such  volume 
it  cannot  be  ignored,”  Annis  said. 
The  AMA  chief  especially  requested 
letters  from  non-doctors,  “ . . . 
from  all  quarters  of  the  country  and 
from  all  walks  of  life.” 

Physicians  from  states  which  do 
not  have  a Congressman  on  the  Ways 
and  Means  Committee,  as  in  the  case 
of  Oklahoma,  are  to  have  their  let- 


ters directed  to  their  own  Congress- 
man, with  the  request  that  he  trans- 
mit the  objection  to  his  colleagues 
who  are  on  the  committee. 

Letter  Quota  Set  for  State 

Rex  E.  Kenyon,  M.D.,  Chairman  of 
the  OSMA’s  Council  on  Public  Policy, 
has  launched  a letter-writing  pro- 
gram in  Oklahoma  designed  to  an- 
swer the  appeal  of  Doctor  Annis. 
Quotas  for  each  county  medical  so- 
ciety have  been  set,  and  county  so- 
ciety leaders  and  the  general  mem- 
bership of  the  association  have  been 
contacted  by  mail. 

“If  the  county  societies  and  their 
auxiliaries  meet  the  assigned  letter- 
writing quotas  during  the  next  few 
weeks,”  Kenyon  said,  “Oklahoma 
will  have  done  more  than  its  share 
to  meet  the  emergency.”  Doctor 
Kenyon  has  set  an  ambitious  goal 
for  each  society,  “but  not  too  am- 
bitious when  you  consider  the  im- 
portance of  the  matter.” 

The  county  societies,  their  county 
letter- writing  quotas,  and  the  per 
capita  for  individual  doctors  are 
printed  below: 

Per 

County  Quota  Doctor 


Alfalfa-Woods 

404 

34 

Atoka-Bryan-Coal 

303 

57 

Beckham-Roger  Mills 

457 

21 

Blaine 

241 

40 

Caddo 

572 

44 

Canadian 

495 

26 

Carter-Love-Marshall 

1,043 

33 

Cherokee- 

Adair-Sequoyah 

977 

75 

Choctaw-Pushmataha 

494 

55 

Cleveland-McClain 

1,207 

23 

Comanche-Cotton 

1,975 

45 

Craig-Delaware-Ottawa 

1,156 

52 

Creek 

810 

45 

Custer 

421 

26 

East  Central 

1,798 

25 

Garfield-Kingfisher 

1,272 

23 

Garvin 

566 

40 

Grady 

592 

26 

Grant 

163 

80 

Greer 

295 

29 

Hughes-Seminole 

864 

36 

Jackson 

712 

34 

Jefferson 

164 

27 

Kay-Noble 

1,228 

24 

Kiowa-Washita 

659 

47 

LeFlore-H  a skell 

765 

51 

Lincoln 

376 

42 

Logan 

373 

33 

McCurtain 

517 

70 

Murray 

212 

30 

Northwest 

489 

41 

Oklahoma 

8,790 

15 

Okmulgee 

739 

37 

Osage 

'349 

46 

Payne-Pawnee 

1,102 

30 

Pittsburg 

342 

31 

Pontotoc 

732 

23 

Pottawatomie 

330 

32 

Rogers-Mayes 

314 

45 

Stephens 

760 

.38 

Texas-Cimarron 

373 

37 

Tillman 

'293 

•42 

Tulsa 

6,921 

20 

Washington-Nowata 

1,064 

21 

Procedure  Suggested 

It  is  pointed  out  that  the  individual 
quotas  are  divisable  by  two,  since 
physicians’  wives  should  take  at  least 
half  the  responsibility. 

For  the  physician’s  part,  it  is  sug- 
gested that  he  use  his  waiting  room 
to  produce  the  letters.  A simple 
writing  desk  can  be  set  up  with 
pens,  plain  stationery  and  anti-Medi- 
care  brochures  available.  Then  the 
doctor  and  his  office  staff  simply 
refer  each  patient  to  the  writing  desk 
and  suggest  that  they  consider  reg- 
istering a protest  against  a bill  which 
would  cost  Oklahoma  taxpayers  an- 
other $17,000,000  in  new  taxes;  a bill 
which  is  unnecessary  because  the 
health  needs  of  the  indigent  elderly 
are  already  being  met  in  Oklahoma 
through  the  $26,000,000  a year  Kerr- 
Mills  program. 

The  physician  can  further  enhance 
his  chances  of  producing  the  neces- 
sary volume  by  offering  to  mail  the 
letters  for  his  patients. 

Brochures  are  available  in  quan- 
tity from  the  OSMA  Executive  Of- 
fice, Box  18696,  Oklahoma  City,  or 
directly  from  the  AMA,  535  North 
Dearborn  Street,  Chicago  10,  Illi- 
nois. □ 
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Beautiful  new 

2 DOCTOR 
CLINIC 

Just  Completed 

4500  LINCOLN  BLVD. 
$450  Per  Month 

No  Doctors  In  Area 
Perfect  Location 

Large  reception  area  (carpeted), 
business  office  with  receptionist's 
counter,  4 examination  rooms,  built- 
in  lavatories,  cabinets  and  linen 
closets,  2 consultation  offices  (car- 
peted) spacious  laboratory,  x-ray 
room,  dark  room,  lounge  (carpeted), 
central  air  conditioning  and  heating, 
free  parking  for  40  cars. 

For  further  Information  — 

Write  or  Call 

Clinical  Development 
Corporation 

Specialists  in  Medical  Facilities 
4500  Lincoln  Blvd  . . . GA  4-4641 
Oklahoma  City,  Oklahoma 


news 

Dates,  Sites  Announced 
For  1964  Regional 
Postgraduate  Courses 

Last  year,  from  January  through 
April,  eight  Regional  Postgraduate 
Education  Courses  were  held  with  a 
total  of  228  Oklahoma  physicians  at- 
tending. 

It  was  the  third  consecutive  year 
that  Regional  Postgraduate  Courses 
were  successfully  sponsored  and  con- 
ducted by  the  Oklahoma  State  Med- 
ical Association,  through  its  Council 
on  Professional  Education. 

The  Council  has  once  again  se- 
lected eight  sites  in  Oklahoma  where 
the  1964  Postgraduate  Courses  will 
be  held.  Again,  the  courses  will  be 
conducted  during  the  months  of  Janu- 
ary through  April. 

With  two  courses  offered  each 
month,  the  Oklahoma  State  Medical 
Association  opened  its  fourth  con- 
secutive year  for  sponsoring  the  de- 
centralized program  series  with  the 
January  14th  Postgraduate  Education 
Course  held  in  Ada.  The  subject 
covered  at  the  January  14th  educa- 
tional review  was  on  “The  Pan- 
creas.” 

The  program  timing  as  well  as  the 
selected  eight  decentralized  meeting 
sites  are  factors  in  keeping  with  the 
general  purpose  of  the  activity— 
which  is  to  bring  high  quality  scien- 
tific meetings  to  the  doorstep  of  the 
practicing  physician  with  a minimum 
infringement  on  office  hours.  The  re- 
maining seven  programs  will  begin 
at  4:30  p.m.  with  two  hours  of  lec- 
ture followed  by  dinner  and  another 
two-hour  period  of  lecture  and  dis- 
cussion. A registration  fee  of  $7.50 
covers  dinner  and  the  scientific  pro- 
gram. 

According  to  R.  R.  Hannas,  M.D., 
Chairman  of  the  Council  on  Profes- 
sional Education,  any  member  of 
the  Oklahoma  State  Medical  Associ- 
ation may  attend  any  one  or  more 
of  the  offered  courses.  Moreover, 
the  Chairman  pointed  out  that  pre- 
registration may  be  made  at  the 
Oklahoma  State  Medical  Association 


Executive  Office  for  any  of  the  re- 
maining courses  by  mailing  a check 
in  the  amount  of  $7.50  and  designat- 
ing the  location  where  the  preferred 
course  is  being  held. 

The  remaining  seven  Regional 
Postgraduate  Education  Courses  are 
to  be  held  on  the  following  dates, 
with  the  corresponding  subject  of- 
fered, and  at  the  location  indicated: 
January  28 — “ The  Colon” — Altus. 
February  18 — “The  Heart ” — Law- 
ton. 

February  25 — “The  Heart” — Bart- 
lesville. 

March  24 — “The  Central  Nervous 
System”- — Texhoma  Lodge. 

March  31 — “The  Central  Nervous 
System” — Woodward. 

April  21 — “The  Colon”— Enid. 
April  28 — “The  Pancreas ”■ — Miami. 

R.  R.  Hannas,  M.D.,  and  Irwin  H. 
Brown,  M.D.,  Chairman  of  the  De- 
partment of  Postgraduate  Educa- 
tion, University  of  Oklahoma  Med- 
ical Center,  are  in  charge  of  the 
overall  program  planning  for  the 
Regional  Postgraduate  Education 
Courses. 

Assisting  in  the  organization  of 
speaking  teams  are  the  following 
O.U.  faculty  members:  C.  G.  Gunn, 
M.D.— “The  Central  Nervous  Sys- 
tem”; Thomas  N.  Lynn,  M.D.— “The 
Heart”;  W.  O.  Smith,  M.D.— “The 
Pancreas”;  and  Jack  W.  Welsh, 
M.D. — “The  Colon.”  □ 

Oklahoma  Chapter  Of 
AAGP  to  Meet  in  Tulsa 

Oklahoma’s  general  practitioners 
will  meet  February  3rd  and  4th  in 
Tulsa’s  Mayo  Hotel  for  the  16th  An- 
nual Meeting  of  the  Oklahoma  Chap- 
ter of  the  American  Academy  of 
General  Practice. 

A diversified  program  to  interest 
all  practitioners  has  been  planned. 
Other  features  of  the  two-day  meet- 
ing include  a past-presidents’  break- 
fast, a membership  breakfast,  the 
annual  banquet,  roundtable  lunch- 
eons and  special  entertainment  for 
wives  of  attending  physicians. 

The  seven  guest  lecturers  and  their 
topics  are: 


Arthur  P.  Klotz,  M.D.,  Kansas 
City,  Missouri,  “Gastric  Hypo- 
thermia” and  “Functional  Disorders 
of  the  GI  Tract”;  Fred  M.  Taylor, 
M.D.,  Houston,  Texas,  “Attitudes  To- 
ward Mental  Retardation”  and  “Be- 
havorial  and  Learning  Problems  in 
School  Age  Children”;  Joseph  D.  Cal- 
houn, M.D.,  Little  Rock,  Arkansas, 
“Mammography— A Clinical  Apprais- 
al” and  “Radiotherapy- Jambalaya” ; 
John  T.  Lowry,  M.D.,  Laredo,  Texas, 
“Diagnosis  of  Narcotics  Addiction” 
and  “Narcotic  Laws  as  They  Affect 
the  Physician”;  Foster  Matchett, 
M.D.,  Denver,  Colorado,  “Office 
Orthopedics”  and  “Diagnosis  and 
Treatment  of  Back  Conditions  Seen 
by  the  General  Practitioner”;  Gerald 
Honick,  M.D.,  Oklahoma  City,  “Eval- 
uation of  Correctable  Cardiovascular 
Disease”;  and,  Waltman  Walters, 
M.D.,  Rochester,  Minnesota,  “The 
Indications  and  Advantages  of  Sur- 
gical Exploration.”  Physicians  at- 
tending the  conference  may  receive 
eight  hours  credit,  category  1,  from 
the  AAGP.  □ 
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Top  Band  Booked 
For  Annual  Meeting 

•Joe  Reiehman  and  his  orchestra, 
one  of  the  top  dance  band  groups  in 
the  nation,  have  been  scheduled  for 
the  President’s  Inaugural  Dinner 
Dance  on  Saturday  night,  May  2, 
1964. 

The  event  will  be  held  at  the  Skir- 
vin  Hotel’s  Persian  Room  in  connec- 
tion with  the  1964  annual  meeting  of 
the  association.  Reiehman,  famous 
as  a crowd  pleaser,  features  special- 
ty numbers  in  addition  to  a wide 
selection  of  dance  tunes,  which  pro- 
vides a program  designed  to  delight 
all  of  the  people  all  of  the  time.  He 
will  perform  from  9:00  p.m.  until 
1:00  a.m.,  following  a prime  rib  din- 
ner for  doctors  and  wives  and  the 
traditional  inaugural  ceremonies. 

Harlan  Thomas,  M.D.,  Tulsa,  will 
be  installed  as  President  of  the 
Oklahoma  State  Medical  Association, 
succeeding  Joe  L.  Duer,  M.D.,  Wood- 
ward. An  hour-long  cocktail  party 
will  precede  the  evening’s  festivi- 
ties. 

Program  Nears  Completion 

Other  aspects  of  the  58th  Annual 
Meeting  of  the  OSMA  are  taking 
final  form  according  to  R.  R.  Han- 
nas, M.D.,  General  Chairman,  and 
Irwin  H.  Brown,  M.D.,  Scientific 
Program  Chairman. 

The  full  program  of  activities  will 
begin  at  1:00  p.m.,  Thursday,  April 
30th,  when  the  OSMA  Board  of  Trus- 
tees conducts  it  year-end  meeting  in 
the  Venetian  Room  of  the  Skirvin. 
The  House  of  Delegates  convenes  on 
the  following  morning,  May  1st,  for 
the  first  of  two  general  sessions. 

Speaker  of  the  House  Marshall  O. 
Hart,  M.D.,  plans  to  conclude  the 
opening  session  of  the  delegates 
around  mid-day,  to  permit  the  med- 
ical statesmen  to  attend  the  main 
scientific  program  which  starts  at 
1:00  p.m.  Business  items  introduced 
in  the  morning  session  will  be  refer- 
red to  Reference  Committees,  which 
are  scheduled  to  meet  on  Friday 
evening. 

The  closing  session  of  the  House  of 
Delegates,  where  Reference  Com- 


mittee reports  will  be  voted  on  and 
state  officers  elected,  will  be  held 
on  Saturday  morning. 

Scientific  programming  will  place 
emphasis  on  the  two  afternoon  ses- 
sions of  Friday  and  Saturday,  but 
other  programs  are  also  scheduled 
for  Friday,  Saturday  and  Sunday 
mornings.  Sunday  afternoon  has 
been  blocked  off  for  specialty  society 
and  other  meetings  related  to  the 
state  association  event. 

The  Friday  afternoon  program 
will  feature  a discussion  of  blood 
pressure  mechanisms  directed  to  all 
fields  of  medical  practice,  to  be  dis- 
cussed by  visiting  guest  lecturers 
and  local  talent.  J.  David  Robertson, 
M.D.,  Assistant  Professor  of  Neuro- 
pathology, Harvard  Medical  School, 
has  been  named  by  Doctor  Brown 
as  one  of  the  speakers  scheduled  for 
this  session. 

On  Saturday  afternoon,  the  theme 
will  be  “breakthrough”  basic  science 
developments  and  their  clinical  ap- 
plications for  use  by  the  modern 
practitioner. 

Friday  and  Saturday  mornings 
will  be  covered  by  audience  partici- 
pation courses  on  office  gynecology, 
film  interpretation,  the  use  of  re- 
cently developed  laboratory  tests  and 
dermatology  for  the  general  prac- 
titioner. 

Other  features  of  the  annual  meet- 
ing will  include  scientific  and  tech- 
nical exhibits,  a physicians’  hobby 
show,  the  annual  golf  tournament, 
socio-economic,  office  management 
and  legislative  programs,  and  a 
special  Peter  E.  Russo  Memorial 
Conference  on  Medicine  and  Re- 
ligion. □ 

Charity  Cases  Down? 

Need  proof  that  more  patients  are 
paying  their  bills?  The  U.S.  Public 
Health  Service  says  that  one  in  five 
patients,  5.3  million,  are  getting 
some  free  hospital  care  today.  In 
1958,  the  Health  Information  Founda- 
tion reported  that  one  in  three  U.S. 
patients,  or  7.1  million,  received 
some  free  care.  The  cause  for  the 
decline  is  felt  to  be  the  growth  in 
voluntary  health  insurance.  □ 


NOW  ENROLLING 
FOR  '64 


Boys 


KAMP 

37TH  YEAR 


® Coaching,  competing,  and  con- 
ditioning in  all  sports. 

• White  and  Buffalo  River  canoe 
trips. 

® Swimming,  diving,  water  skiing. 
Scuba  diving. 

• Riflery,  archery  and  fishing. 

IN  THE  HEART  OF  THE 
OZARKS 

ON  LAKE  TANEYCOMO 
BRANSON,  MISSOURI 


for  Girls 

ft 

KAMP 

6TH  YEAR 


® Instruction  and  play  in  land 
sports. 

• River  and  lake  canoe  trips. 

• Art,  dance,  and  crafts. 

• Swimming  and  water  skiing. 

• Riflery  and  archery. 

• Drama,  Poise  and  Charm. 


TWO  FIVE  WEEK  TERMS 
Ages:  8 thru  16 
- ® - 

Write  for  catalog,  movie  dates,  and 
list  of  Oklahoma  Patrons: 


Winter  Address 
C.  G.  "SPIKE"  WHITE 
702  Thomas  Lane 
College  Station,  Texas 
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DEATHS 


Internal  Revenue 
Rules  Against 
Professional  Corporations 

Ignoring  state  laws  existing  in 
more  than  half  of  the  states  in  the 
nation,  the  Internal  Revenue  Service 
announced  proposed  regulations  on 
December  17th  which  will  outlaw 
tax-deferred  pension  plans  for  phy- 
sicians and  other  professional  people 
who  have  attempted  to  use  profes- 
sional corporations  and  associations 
to  achieve  tax  equity. 

The  proposed  regulations  will  not 
become  effective  until  after  public 
hearings  are  held,  and  these  hear- 
ings are  expected  to  bring  a storm 
of  opposition  to  the  arbitrary  and 
contradictory  action  of  IRS.  Most 
of  the  professional  corporation  acts 
of  the  various  states  were  actually 
patterned  after  IRS  Regulation 
301.7701-2(g)  which  illustrates  in  de- 
tail how  a group  of  seven  physicians 
associated  themselves  in  a group 
that  qualified  for  corporate  tax  treat- 
ment. 

In  the  new  regulations,  the  exist- 
ing paragraph  cited  above  is  to  be 
completely  deleted,  local  law  is  said 
to  be  of  “no  importance”  in  determ- 
ining the  tax  status  of  such  organi- 
zations, and  professional  corpora- 
tions and  associations  are  ruled  to 
be  unqualified  to  classify  under  the 
established  criteria  test  for  corpor- 
ate tax  treatment,  which  follows: 

1.  The  organization  must  have 
continuity  of  life. 

2.  It  must  have  centralization  of 
management. 

3.  Limited  liability  is  required. 

4.  Free  transferability  of  interest 
is  specified. 

To  qualify,  the  revenue  service 
says,  the  corporation  must  meet  a 
majority  of  the  above  characteris- 
tics, and  it  feels  that  professional 
groups  flunk  the  test.  If  the  IRS  pro- 
posed regulations  stand  up,  physician 
incorporators  will  have  to  pay  back 
taxes  and  interest  on  funds  set  aside 
for  their  retirement. 

OSMA  Files  Protest 

Any  organization  or  individual 


FRANK  L.  FLACK,  M.D. 

1887-1963 

A well-known  Tulsa  surgeon,  76- 
year-old  Frank  L.  Flack,  M.D.,  died 
December  25,  1963. 

A resident  of  Tulsa  since  1928,  Doc- 
tor Flack  was  a native  of  Longton, 
Kansas.  He  graduated  from  the  Uni- 
versity of  Kansas  School  of  Medicine 
in  1912  and  practiced  in  Coffeyville, 
Kansas  for  15  years  before  moving 
to  Tulsa. 

In  1962,  Doctor  Flack  received 
dual  honors  from  the  Oklahoma  State 
Medical  Association.  For  the  out- 
standing service  he  had  rendered  to 
humanity  and  to  the  medical  profes- 
sion, he  was  awarded  an  Honorary- 
Life  Membership  and  a Fifty- Year- 
Pin. 

Doctor  Flack  was  a Diplomate  of 
the  American  Board  of  Surgery  and 
a member  of  the  American  College 
of  Surgeons. 

R.  R.  KINSINGER,  M.D. 

1909-1963 

A practicing  physician  and  sur- 
geon in  Blackwell  for  23  years,  R.  R. 
Kinsinger,  M.D.,  died  December  16, 
1963. 

The  54-year-old  doctor  was  a na- 
tive of  McPherson,  Kansas  and  grad- 
uated from  the  University  of  Okla- 
homa School  of  Medicine  in  1936.  He 
established  his  practice  in  Blackwell 
in  1939. 

Doctor  Kinsinger  was  a Fellow  of 
the  International  College  of  Surgeons. 

LIN  ALEXANDER,  M.D. 

1874-1963 

Lin  Alexander,  M.D.,  89-year-old 
Okmulgee  physician,  died  November 
12,  1963. 

Doctor  Alexander  was  born  in 

wishing  to  complain  about  the  new 
ruling  may  file  written  testimony 
before  January  16th.  The  OSMA  and 
other  affected  professional  groups 
are  filing  a joint  statement  in  pro- 
test to  the  regulations.  The  Ameri- 
can Medical  Association  will  send  a 
representative  to  personally  testify  at 
the  public  hearing,  the  date  of  which 
has  not  been  announced.  □ 


Waco,  Texas,  March  23,  1874.  Fol- 
lowing his  graduation  from  the  Mem- 
phis Hospital  Medical  College  in 
1903,  he  moved  to  Okmulgee,  four 
years  before  statehood. 

Twice  the  Oklahoma  State  Medical 
Association  had  honored  Doctor  Al- 
exander. In  1953  he  was  presented 
A Fifty- Year-Pin  and  in  1954  he  was 
made  a Life  Member  in  gratitude 
for  his  long  years  of  devoted  serv- 
ice to  humanity. 

Again  in  1954,  he  received  an 
award  of  merit  from  the  University 
of  Tennessee  Medical  School  in  rec- 
ognition of  his  50  years  loyalty  to 
the  medical  profession. 

JAMES  FRANK  CURRY,  M.D. 

1908-1963 

James  Frank  Curry,  M.D.,  who 
had  been  a general  practioner  in 
Sapulpa  for  the  past  28  years,  died 
November  17,  1963. 

Born  April  18,  1908  in  Carters 
Creek,  Tennessee,  the  55-year-old 
physician  graduated  from  the  Uni- 
versity of  Tennessee  College  of  Med- 
icine in  1934.  The  following  year  he 
established  his  practice  in  Sapulpa. 

During  World  War  II,  he  served 
with  the  medical  corps  near  London. 


WILLIAM  M.  YEARGAN,  M.D. 

1877-1963 

William  M.  Yeargan,  M.D.,  86- 
year-old  Hollis  physician  died  De- 
cember 12,  1962. 

Born  in  Mena,  Arkansas  in  1877, 
Doctor  Yeargan  graduated  from  the 
University  of  Arkansas  School  of 
Medicine  in  1910.  After  four  years 
of  practice  in  Umpire,  Arkansas,  he 
moved  to  Soaper,  Oklahoma  where 
he  practiced  for  13  years.  In  1926 
he  moved  to  Hollis,  where  in  addi- 
tion to  his  private  practice  he  served 
as  county  health  officer  for  several 
years. 

For  his  devotion  to  the  medical 
profession,  Doctor  Yeargan  was 
given  an  Honorary-Life  Membership 
in  the  Oklahoma  State  Medical  As- 
sociation in  1947.  □ 
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BOOK  REVIEWS 


TEXTBOOK  OF  ANATOMY,  W.  Hen- 
ry Hollinshead,  New  York,  Hoeber 
Medical  Division,  Harper  & Row, 
Publishers,  1962,  pp.  1047,  $16.50. 
With  as  many  textbooks  of  anat- 
omy as  are  available  to  the  begin- 
ning student,  any  addition  must  per- 
force be  of  high  quality  and  embody 
elements  which  have  not  heretofore 
been  included  in  texts  of  this  type. 
As  he  did  in  his  three  volume  work 
on  surgical  anatomy,  W.  H.  Hollins- 
head  has  emphasized  the  function- 
al aspects  and  otherwise  shown  “the 
many  ways  in  which  anatomical 
knowledge  influences  clinical  prac- 
tice.” These  he  has  done  well,  but 
even  this  would  not  warrant  the 
publication  of  just  another  textbook 
of  anatomy  for  beginners  if  the  book 
was  not  superior  and  if  it  did  not 
incorporate  other  aspects  which 
make  it  more  desirable  than  its 
predecessors  and  contemporaries. 
The  introduction  reflects  the  author’s 
experience  as  a teacher  and  his 
awareness  of  problems  encountered 
by  the  beginning  student  of  anatomy. 
It  is  refreshing  in  its  approach.  This 
is  particularly  true  of  the  sections 
on  study  methods  and  terminology. 

Part  II,  devoted  to  regional  anat- 
omy and  comprising  the  greater  part 
of  the  text,  is  arranged  much  as  are 
other  works  of  this  type.  However, 
certain  aspects  are  superior.  Charts 
and  diagrams  illustrating  composi- 
tion and  distribution  of  peripheral 
nerves  to  parts  of  extremities  and 
the  trunk  are  easily  read  and  under- 
stood. Illustrations  are  uncompli- 
cated, concise  and,  in  most  cases, 
easily  interpreted.  Some  of  them 
appear  to  be  oversimplified,  but  not 
to  the  extent  of  detracting  from  their 
purpose  of  adequately  covering  gen- 
eral principles  of  anatomy.  In  a few 
cases,  where  muscles  overlap  or 
where  one  parallels  another,  use  of 
parallel  lines  to  indicate  muscles 
leads  to  some  difficulty  in  visually 
separating  one  from  the  other. 

Variations,  anomalies,  and  abnor- 
malities described  with  each  unit 
should  be  particularly  helpful  to  the 
beginning  dissector  as  should  the 


glossary  at  the  end  of  the  book.  In- 
clusion of  a separate  section  on 
endocrines  is  very  welcome. — John 
E.  Allison,  Ph.D. 


THE  AIR  WE  BREATHE;  A STUDY 

OF  MAN  AND  HIS  ENVIRON- 
MENT, edited  by  Seymour  M. 

Farber  and  Roger  H.  L.  Wilson, 

Springfield,  Illinois,  Charles  C. 

Thomas,  1961,  pp.  414,  $14.00. 

Of  all  the  environmental  factors  to 
which  man  is  exposed,  none  is  more 
important  than  the  air  he  breathes. 
The  normal  adult  passes  a minimum 
of  five  million  liters  of  air  per  year 
through  his  trachea  and  in  his  life- 
time will  breathe  a volume  compar- 
able to  the  capacity  of  Madison 
Square  Garden.  This  book,  a record 
of  a symposium  which  was  held  at 
the  University  of  California  Medical 
Center  in  San  Francisco,  deals  with 
the  ever  growing  amount  of  volatile 
and  solid  waste  products  which  pol- 
lute the  air  of  our  great  urban  cen- 
ters. Physicians,  ecologists,  town 
planners  and  engineers  participated 
in  a multi-disciplinary  discussion  of 
the  socio-economic  factors  related  to 
air  pollution.  The  material  is  sub- 
divided into  five  chapters:  the  nor- 
mal atmosphere  and  its  variation, 
the  air  pollution  problem  of  industry 
(including  atomic  waste),  smog  and 
fog  in  urban  living,  pulmonary  pa- 
thology related  to  airborne  noxae, 
and  finally,  the  lung  cancer  problem. 
A total  of  thirty  authors,  among 
them  investigators  from  Great  Brit- 
ain and  New  Zealand  present  their 
material  stressing  the  disaster  po- 
tential of  community  air  pollution. 
Several  panel  discussions  are  in- 
cluded, among  which  the  most  in- 
teresting one  deals  with  the  question 
“What  can  we  do  to  make  our  cities 
more  habitable?”  Recommendations 
are  made  to  arrive  at  a generally 
accepted  terminology  defining  types 
of  air  pollution  and  for  creation  of 
a system  of  controls  to  achieve  air 
pollution  improvement.  The  last 
chapter  on  the  inter-relationship  be- 
tween lung  cancer,  air  pollution,  and 
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smoking  habits,  contains  a great  deal 
of  controversy.  On  the  balance,  the 
evidence  presented  appears  to  favor 
a link  between  air  pollution  and  lung 
cancer  while  the  role  of  tobacco 
smoking  in  the  pathogenesis  of  bron- 
chial carcinoma  is  considered  incon- 
clusive. This  may  or  may  not  be 
due  to  the  fact  that  the  Tobacco  In- 
dustry Research  Committee  sup- 
ported the  symposium  financially. 
The  most  interesting  observation  to 
this  reviewer  was  a report  by  Dr. 
Eastcott  which  states  that  immi- 
grants from  Great  Britain  living  in 
New  Zealand  have  a 30  per  cent 
greater  chance  of  getting  lung  can- 
cer than  persons  born  in  New  Zea- 
land. This  observation  is  true  in  all 
ages  and  in  both  sexes.  The  con- 
clusion is  made  that  air  pollution  in 
Great  Britain  causes  damage  at  a 
comparatively  early  age;  the  effect 
of  this  damage  becomes  manifest  in 
later  years,  even  though  the  person 
subsequently  lived  in  a relatively 
clean  environment.  The  smoking 

(Continued  on  Page  42) 


Journal  / January  1964  / Volume  57 


41 


news 


Miscellaneous  Advertisements 


WANT  ASSOCIATE  leading  to 
partnership.  Well  established  In- 
ternal Medicine  practice,  Tulsa.  Con- 
geniality as  important  as  ability. 
Contact  Key  B,  The  Journal,  Okla- 
homa State  Medical  Association,  P.O. 
Box  18696,  Oklahoma  City,  Okla- 
homa. 


SPLENDID  opportunity  to  move 
right  in.  Complete  office  furnishings 
for  sale,  including  treatment  room 
equipment  and  reception  room  fur- 
niture, also  secretary’s  desk,  etc.  and 
doctor’s  private  office  furniture.  The 
office  space  is  available  if  desired. 
Contact  Key  H,  The  Journal,  Okla- 
homa State  Medical  Association,  P.O. 
Box  18696,  Oklahoma  City,  Oklahoma. 


OFFICE  SPACE  for  rent,  five-room 
suite,  northwest  area,  Oklahoma  City. 
Share  reception  room  with  estab- 
lished practitioner.  Excellent  oppor- 
tunity for  general  practitioner,  or 
specialist.  Contact  Elmer  Ridgeway, 
Jr.,  M.D.,  3601  North  May.  WI  3-3344. 


1963  MERCEDES  300  SE.  Like 
new,  all  extras.  Priced  to  sell.  Okla- 
homa City,  VI  2-4574. 


Book  Reviews 

(Continued  from  Page  41) 

habits  of  immigrants  and  natives 
were  identical. 

While  this  book  has  some  of  the 
obvious  shortcomings  of  a sympos- 
ium transcribed  from  electronic 
tape,  it  contains  a wealth  of  infor- 
mation which  should  be  of  interest 
to  physicians  in  the  fields  of  public 
health,  industrial  medicine  and  dis- 
eases of  the  chest.  A subject  index 
aids  the  reader  to  find  specific  topics 
of  interest. — Walter  H.  Massion,  M.D. 


G.P.  INTERESTED  in  general  sur- 
gery, available  for  practice  October 
1,  1964.  Graduate  of  University  of 
Iowa  School  of  Medicine.  Medical 
service  completed.  Contact  William 
E.  Hall,  M.D.,  1022  Callanan  Dr.,  St. 
Louis,  Missouri. 


BIG  SAVINGS  on  “Returned-To- 
New”  and  surplus  equipment.  Re- 
conditioned, refinished,  guaranteed, 
X-Ray,  examining  tables,  autoclaves, 
ultrasonics,  diathermies,  or  tables, 
or  lights,  and  more.  Largest  stock  in 
the  Southwest.  WANTED  : Used 
Equipment.  TeX-RAY  Co.,  3305  Bry- 
an, Dallas.  (Open  to  the  profession 
Wednesdays,  Thursdays,  9-5.  Other 
hours  by  arrangement.) 


IDEAL  opening  for  young  doctor 
in  well  established  medical  clinic, 
sharing  reception  room  and  equip- 
ment with  three  other  doctors.  Won- 
derful location  on  North  May  Ave- 
nue, Oklahoma  City.  Contact  Frank 
D.  Thompson,  3115  N.  Pennsylvania, 
Oklahoma  City,  JA  5-5700  or  JA  4- 
9552. 


GENERAL  practitioner,  age  34,  de- 
sires associate  general  practitioner 
in  South  Oklahoma  City.  Supportive 
salary  and/or  percentage  until  es- 
tablished. Contact  Key  M,  The  Jour- 
nal, Oklahoma  State  Medical  Associ- 
ation, P.O.  Box  18696,  Oklahoma 
City,  Oklahoma. 


AVAILABLE : Specialist  Internal 

Medicine  with  established  Tulsa 
practice.  Desire  group  or  partner- 
ship association  with  five  day  week 
in  Tulsa.  Contact  Key  L,  The  Jour- 
nal, Oklahoma  State  Medical  Asso- 
ciation, P.O.  Box  18696,  Oklahoma 
City,  Oklahoma. 


GENERAL  PRACTICE  group  needs 
additional  doctor  interested  in  family 
practice.  Office  suite  and  minor  sur- 
gical facilities  available.  Registered 
laboratory  and  x-ray  technicians, 
full  time  business  manager  and  of- 
fice staff  now  in  operation.  New  man 
will  have  no  overhead  except  rent 
until  his  fees  are  being  collected. 
We  offer  the  luxuries  of  group  prac- 
tice with  the  unlimited  opportunities 
of  solo  practice  in  a city  of  100,000 
with  no  arbitrary  restrictions  on  hos- 
pital privileges.  Clinic  located  in 
large  residential  area.  Address  in- 
quiries to  University  Park  Clinic, 
4111  Call  Field  Road,  Wichita  Falls, 
Texas. 


IMMEDIATE  opening  for  General 
Practitioner.  Practice  established. 
Fine  office  space  available.  New 
hospital  open  only  to  M.D.s.  Assume 
practice  at  no  obligation.  Contact 
Norman  A.  Cotner,  M.D.,  Grove, 
Oklahoma. 


OPENING  for  general  surgeon,  in- 
ternist or  general  practitioner.  Con- 
tact James  W.  Loy,  Administrator, 
The  Chickasha  Clinic,  Chickasha, 
Oklahoma. 


LOCUM  TENENS  needed  for  two 
or  three  months,  beginning  February 
15th.  Would  like  to  accept  a call  for 
mission  service  during  this  period 
and  need  a G.P.  to  look  after  my 
practice.  Offer  includes  comfortable 
home  and  office,  both  rent-free,  plus 
all  net  proceeds  from  the  practice. 
Contact  A.  C.  Hirshfield,  908  N.E. 
50th,  Oklahoma  City  5,  Oklahoma. 


DESIRE  location  in  Ob-Gyn.  Board 
eligible  graduate  of  Wisconsin  Med- 
ical School,  age  34.  Contact  Russell 
F.  Mading,  M.D.,  7267  Renda  Street. 
Millington,  Tennessee. 


42 


Oklahoma  State  Medical  Association 


Important  Reading!! 

The  following  address  is  not  published 
because  ice  agree  with  any  conclusions 
or  suggestions  that  it  presents  but  be- 
cause ice  believe  physicians  should  know 
what  men  in  other  fields  are  saying. 
Sometimes  concepts  which  are  contrary 
to  our  own  beliefs  are  distasteful  but 
they  serve  a good  purpose  when  they 
help  to  crystallize  our  own  thoughts  and 
dispel  chronic  inertia. 

THE  BLUE  CROSS  PUBLIC  IMAGE 

You  ARE  TO  BE  commended  for  solicit- 
ing the  views  of  outsiders  regarding  the 
public  image  of  Blue  Cross  and  Blue  Shield, 
and  you’re  entitled  to  a thoughtful  discus- 
sion of  the  subject.  As  a newspaperman,  I 
obviously  know  much  less  about  the  actuarial 
complexities  and  the  practical  day-to-day 
problems  of  the  health  insurance  business 
than  you  do.  But  as  one  who  has  written 
about  medical  care  problems  for  quite  a few 
years,  I may  perhaps  be  somewhat  less  sub- 
ject to  the  professional  hazard  of  failing  to 
see  the  forest  for  the  trees. 

When  I received  your  invitation  to  par- 
ticipate in  this  program,  I got  to  thinking 
once  again  about  some  of  the  reasons  for 
the  climate  of  public  discontent  with  volun- 
tary health  insurance  and  it  occurred  to 
me  that  in  some  respects  there  was  an  an- 
alogy here  with  the  growing  disarray  in  the 
Western  alliance. 

President  Kennedy  said  not  long  ago  that 
the  strains  within  NATO  were  in  themselves 
a sign  of  its  success.  As  long  as  there  was  a 
real  threat  of  Soviet  aggression  in  Europe 
the  democratic  alliance  had  little  trouble 
maintaining  its  cohesiveness,  he  said,  but  as 

This  address  by  Selig  Greenberg  of  the  Providence 
Journal-Bulletin  was  presented  at  the  Blue  Cross-Blue 
Shield  Middle  Atlantic  and  New  England  Regional  Public 
Relations  Meeting  in  New  York  City,  September  12,  1963. 
Printed  by  permission  of  Mrs.  Greenberg. 

Journal  / February  1964  7 Volume  57 


the  Communist  menace  has  receded  it  was 
inevitable  that  the  allies  should  start  quar- 
reling among  themselves. 

Much  the  same  thing  may  be  true  of  Blue 
Cross  and  Blue  Shield,  which  within  the 
relatively  short  span  of  little  more  than  20 
years  have  become  an  integral  part  of  the 
American  way  of  life.  It  is  certainly  diffi- 
cult to  see  how  we  could  possibly  finance 
hospital  care  without  the  instrumentality 
of  Blue  Cross.  As  Americans  become  in- 
creasingly health  conscious  and  as  the  costs 
of  hospital  and  medical  care  keep  on  rising, 
it  is  to  be  fully  expected  that  people  should 
be  more  and  more  dissatisfied  with  the  pro- 
tection they  are  getting  and  demand  still 
broader  coverage. 

There  is  no  question  that  in  large  measure 
today’s  problems — not  only  in  the  field  of 
health  coverage  but  in  all  other  areas  of 
medical  care — are  the  direct  result  of  yes- 
terday’s successes.  Medical  science  has 
scored  prodigious  advances  in  warding  off 
death  and  opening  up  new  vistas  of  health- 
ier and  longer  life.  But  the  scientific  revo- 
lution has  led  to  sweeping  changes  in  the 
whole  structure  of  medical  care.  It  has  pro- 
foundly affected  the  traditional  arrange- 
ments under  which  medical  services  are 
rendered,  organized  and  paid  for.  It  is  re- 
sponsible for  a price  and  demand  spiral 
which  shows  no  sign  of  leveling  off.  It  has 
raised  a host  of  bewildering  problems  with 
which  we  are  likely  to  struggle  for  many 
years  to  come. 

Many  of  the  complaints  one  hears  about 
the  inadequacies  of  Blue  Cross  and  Blue 
Shield  are  undoubtedly  irrational  and  stem 
from  an  ignorance  of  what  the  non-profit 
plans  can  do  without  pricing  themselves  en- 
tirely out  of  the  market.  Inevitably,  the  pub- 
lic’s attitude  toward  health  insurance  is 
colored  by  its  frustrations  with  medical  care 
in  general.  People  are  deeply  concerned  over 
the  steadily  climbing  costs  of  medical  care 
and  they  frequently  resent  the  impersonality 
of  the  treatment  they  are  getting  from  their 
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busy  doctors.  In  an  area  as  surrounded 
with  emotion  and  as  controversial  as  med- 
icine generally  is,  the  temptation  is  great  to 
seek  scapegoats  and  to  offer  panaceas. 

It  would  nevertheless  be  a grave  mistake 
to  dismiss  much  of  the  criticism  of  voluntary 
health  insurance  as  unfounded.  Just  as  in 
the  case  of  the  Atlantic  alliance,  where  Pres- 
ident Kennedy’s  diagnosis  is  only  partially 
correct  and  there  are  a number  of  solid  rea- 
sons for  the  discord  between  the  United 
States  and  some  of  its  European  allies,  so 
health  insurance  is  unquestionably  confront- 
ed with  some  very  difficult  problems.  The 
whole  future  of  the  organization  of  medical 
care  in  this  country  may  well  depend  upon 
the  ability  of  Blue  Cross  and  Blue  Shield  to 
devise  some  bold  approaches  to  the  prob- 
lems crowding  upon  them. 

On  the  face  of  it,  there  are  few  more  im- 
pressive success  stories  than  the  spectacular 
growth  of  health  insurance  in  the  United 
States. 

There  is  probably  no  parallel  in  our  his- 
tory to  the  surge  which  has  brought  at  least 
some  form  of  health  insurance  protection  to 
three  out  of  every  four  Americans.  From 
modest  beginnings  in  the  years  after  the  de- 
pression, the  health  insurance  movement  has 
grown  into  a mammoth  force  which  has  had 
a far-reaching  impact  on  the  economics  of 
medical  care. 

Sweeping  changes  in  our  economy  have 
made  possible  this  accomplishment,  which 
is  all  the  more  remarkable  in  that  no  element 
of  compulsion  is  attached  to  it.  Of  their  own 
free  will,  the  great  majority  of  Americans 
have  decided  to  relinquish  part  of  their  take- 
home  pay  to  make  certain  that  they  will  have 
some  help  in  meeting  their  bills  when  ill- 
ness strikes.  More  and  more,  they  have  be- 
come conscious  of  the  benefits  of  medical 
care  and  stand  ready  to  allocate  an  even 
larger  share  of  their  resources  to  pay  for  it. 

But  it  is  precisely  in  this  greater  health 
consciousness  of  Americans  and  their  grow- 
ing awareness  of  the  contrast  between  what 
modern  medicine  can  do  and  what  it  is  ac- 
tually doing  that  we  have  to  look  for  some 
of  the  causes  of  the  predicament  in  which 
voluntary  health  insurance  now  finds  itself. 
The  prepayment  plans  are  increasingly 
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caught  in  the  squeeze  of  rising  prices  for 
medical  services  and  their  uncontrolled  use 
on  the  one  hand  and  of  a mounting  demand 
for  more  comprehensive  benefits  on  the 
other.  Reluctant  though  they  may  be  to  rise 
to  new  challenges,  Blue  Cross  and  Blue 
Shield  cannot  escape  the  far-ranging  crisis 
of  cost  and  function  brought  about  by  the 
continuing  scientific  revolution  in  medicine 
and  the  changing  public  attitudes  toward 
medical  care. 

Even  in  the  area  of  enrollment,  where  its 
showing  has  been  strongest,  health  insur- 
ance faces  serious  problems. 

About  50,000,000  Americans  still  have  no 
hospitalization  insurance,  the  most  predom- 
inant form  of  coverage.  About  65,000,000 
have  no  surgical  expense  insurance.  Nearly 

100.000. 000  lack  insurance  protection  against 
general  medical  expenses.  Fewer  than 

35.000. 000  have  relatively  broad  insurance 
coverage  against  the  costs  of  illness. 

Those  without  coverage  of  any  kind  are 
mostly  the  aged,  the  disabled,  marginal 
farmers,  migratory  workers  and  other  low 
income  groups,  all  of  whom  have  medical 
needs  that  are  well  above  the  average  and 
are  least  able  to  pay  for  the  services  they 
require.  The  ratio  of  prepayment  coverage 
among  those  with  annual  incomes  of  $7,000 
or  more  is  three  and  one-half  times  what  it 
is  for  those  earning  less  than  $4,000  a year. 
In  New  York  it  is  about  double  what  it  is  in 
Mississippi. 

The  days  of  easy  expansion  of  voluntary 
health  insurance  are  over.  But  in  order  to 
head  off  large-scale  government  interven- 
tion, it  must  continue  to  expand,  both  in  en- 
rollment and  in  its  benefit  structure.  At  the 
moment  it  is  difficult  to  see  how  most  of 
the  existing  enrollment  gaps  can  be  filled 
without  the  use  of  tax  funds  to  help  provide 
coverage  for  the  aged  and  other  categories 
of  the  population  that  are  particularly  poor 
insurance  risks  and  least  able  to  afford  the 
premium  payments. 

Fully  as  grave  as  the  problem  of  extend- 
ing prepayment  coverage  to  those  who  still 
lack  it  is  the  need  for  substantial  improve- 
ments in  the  level  of  protection  of  those  who 
already  are  insured.  Here  the  issues  are 
extremely  abrasive  because  they  go  to  the 
very  heart  of  the  present  organization  of 
medical  care.  Benefit  levels  cannot  be  ma- 
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terially  revised  without  an  unremitting  con- 
cern for  the  costs  of  care  which  determine 
the  price  of  insurance.  This,  in  turn,  re- 
quires sustained  pressures  for  greater  med- 
ical and  hospital  efficiency  which  cannot  be 
achieved  without  some  far-reaching  organi- 
zational reforms.  The  health  insurance 
plans,  which  are  closely  tied  up  with  the 
medical  profession  and  the  hospitals,  have 
understandably  shied  away  from  facing  up 
to  these  issues.  But  they  cannot  duck  them 
much  longer. 

The  inadequacies  of  voluntary  health  in- 
surance are  most  graphically  demonstrated 
by  two  highly  disconcerting  facts. 

The  first  is  that  while  benefit  provisions 
have  progressively  become  more  liberal,  they 
still  meet  little  more  than  one-fourth  of  the 
overall  medical  bills  of  those  who  are  in- 
sured. According  to  the  latest  figures  I 
have  been  able  to  obtain,  prepayment  now 
meets  about  60  per  cent  of  the  costs  of  hos- 
pital care,  40  per  cent  of  the  costs  of  sur- 
gery, 30  per  cent  of  expenditures  for  ob- 
stetrical services,  less  than  10  per  cent  of 
physicians’  out-of -hospital  fees  and  little  or 
nothing  for  other  services  and  goods. 

The  second  perturbing  fact  is  that  the 
costs  of  both  medical  care  and  insurance 
have  been  rising  much  faster  than  the  pro- 
portion defrayed  by  prepayment.  While 
medical  costs  have  been  going  up  at  the  rate 
of  five  to  ten  per  cent  a year,  the  ratio  of 
such  costs  met  by  insurance  has  shown  an 
average  annual  increase  of  less  than  two  per 
cent.  At  the  same  time  insurance  premium 
charges  have  been  climbing  during  the  past 
decade  at  an  average  rate  of  ten  per  cent  a 
year  under  the  impact  of  rising  medical  costs 
as  well  as  decreased  utilization. 

There  is  no  indication  of  any  reversal  of 
this  disheartening  trend,  which  keeps  on 
depreciating  the  insured  consumer’s  protec- 
tion. The  insurance  plans  will  be  unable  to 
meet  the  demands  for  more  comprehensive 
coverage  so  long  as  they  exercise  little  con- 
trol over  the  prices  charged  by  doctors  and 
hospitals  and  over  improper  utilization  and 
none  at  all  over  the  quality  of  care. 

Virtually  no  attention  has  been  paid  by 
the  insurance  plans  to  the  issue  of  quality 
controls,  which  is  closely  tied  up  with  the 
question  of  costs.  Blue  Shield  and  the  com- 
mercial carriers  assume  no  responsibility 
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for  the  caliber  of  the  doctors  treating  their 
subscribers.  The  same  fees  are  set  for  the 
partially  trained,  inexperienced  surgeon  as 
for  the  most  distinguished  specialist.  Not 
only  do  most  insurance  plans  pay  as  cheer- 
fully for  bad  medical  care  as  they  do  for 
good  but  they  actually  encourage  poor  care 
by  making  needless  surgery  and  other  pro- 
cedures lucrative  through  the  guarantee  of 
fees.  The  same  rates  are  sometimes  paid  by 
Blue  Cross  to  the  unaccredited  hospital  as 
to  the  best  teaching  hospital. 

At  the  root  of  many  of  the  troubles  of  the 
predominant  insurance  pattern  are  two  fun- 
damental defects — the  concentration  on  cov- 
erage for  the  costs  of  surgery  and  other  ill- 
nesses requiring  hospitalization  and  the  neg- 
lect of  preventive  and  diagnostic  services. 
Both  approaches  are  unsound,  from  the  med- 
ical no  less  than  from  the  economic  point 
of  view. 

The  net  effect  of  these  basic  errors  is 
that  the  prepayment  system  fails  to  provide 
any  incentives  for  timely  measures  aimed  at 
preventing  disease  or  catching  it  in  its  in- 
cipient stages  and  that  it  promotes  exces- 
sive use  of  costly  hospital  facilities  and  other 
abuses  which  needlessly  inflate  the  bill.  Most 
of  the  insurance  organizations  have  yet  to 
learn  the  irrefutable  lesson  that  prevention, 
diagnosis,  treatment  and  after-care  are  one 
continuous  process  and  that  it  is  more  eco- 
nomical to  try  to  prevent  illness  than  it  is 
to  pay  through  insurance  claims  for  the  end 
results  of  neglect. 

It  is  difficult  to  escape  the  conclusion  that 
present  insurance  coverage  is  badly  lop- 
sided. It  provides  little  protection  or  none 
at  all  for  expenses  incurred  outside  of  the 
hospital  which  still  make  up  the  bulk  of 
medical  services.  With  the  sole  exception 
of  surgery,  its  contribution  toward  physi- 
cians’ fees  is  negligible.  The  costs  of  long- 
term physical  or  mental  disease  often  re- 
main largely  uncovered.  Home  and  office 
calls,  drugs  and  appliances,  dental  services, 
nursing  home  care,  home  nursing  services 
and  a number  of  other  medical  care  items 
have  to  be  paid  for  directly  by  the  great 
majority  of  insurance  subscribers.  What  it 
amounts  to  is  that  most  of  the  things  deemed 
worthy  of  coverage  when  the  patient  is  in  a 
hospital  bed  are  considered  outside  of  the 
insurance  framework  when  he  is  confined 
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to  bed  at  home  or  is  still  on  his  feet.  It  is 
small  wonder,  then,  that  this  setup  provides 
a ready  inducement  for  getting  between 
hospital  sheets. 

It  is  true  that  physicians’  home  and  office 
calls  are  relatively  inexpensive.  But  a num- 
ber of  such  visits  is  likely  to  add  up  to  a 
substantial  amount  and  to  additional  costs 
for  laboratory  tests  and  drugs  which  many 
people  are  unable  to  afford.  The  inevitable 
outcome  is  that  early  symptoms  are  fre- 
quently neglected  and  relatively  minor  com- 
plaints are  allowed  to  develop  into  major 
ones. 

The  experience  of  HIP,  the  Kaiser  Foun- 
dation Health  Plan  and  other  large  prepay- 
ment organizations  employing  salaried  phy- 
sicians on  a group  practice  basis  has  shown 
that  it  is  feasible  to  provide  coverage  at  a 
reasonable  premium  for  a wide  range  of 
services  now  excluded  by  most  insurance 
contracts.  The  main  reason  why  the  inde- 
pendent programs  have  been  able  to  keep 
their  costs  within  moderate  bounds  is  that 
they  pay  their  doctors  according  to  the  num- 
ber of  patients  handled  rather  than  for  spe- 
cific services.  So  long  as  the  medical  pro- 
fession continues  to  cling  to  the  system  of 
solo  practice  and  to  resist  effective  checks 
on  its  fees  and  on  the  amount  and  quality  of 
its  services,  the  cost  of  truly  comprehensive 
benefits  will  remain  prohibitive. 

The  basic  trouble  appears  to  lie  in  trying 
to  superimpose  a modern  concept  of  compre- 
hensive health  prepayment  on  the  ram- 
shackle structure  of  solo  practice.  Insurance 
is  merely  a mechanism  for  spreading  risks 
and  cannot  in  itself  solve  the  problem  of 
ballooning  medical  costs.  On  the  contrary, 
by  removing  some  of  the  economic  barriers 
to  utilization  of  services  it  tends  to  generate 
demand  and  thus  becomes  an  inflationary 
factor.  The  over-all  bill  can  best  be  cut 
through  intensive  development  of  preventive 
medicine  to  reduce  the  incidence  of  illness 
and  a more  efficient  organization  of  medical 
and  hospital  services.  The  preservation  of 
the  traditional  fee-for-service  method  under 
an  expanded  voluntary  insurance  system  is 
possible  only  with  a much  greater  degree  of 
responsibility  than  the  medical  profession 
has  yet  displayed. 
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All  too  often  these  days,  insured  patients 
are  shocked  to  discover  that  they  lack  cover- 
age for  many  services,  that  prepayment 
meets  only  a fraction  of  the  costs  of  covered 
procedures,  that  their  doctors  can  charge 
them  extra  if  their  incomes  are  above  a cer- 
tain level,  and  that  under  the  archaic  Robin 
Hood  system  of  medical  fees  some  physicians 
actually  hike  their  bills  by  counting  insur- 
ance as  an  additional  asset  and  thereby  de- 
feat its  main  purpose.  Oddly  enough,  the 
resentment  of  the  insured  is  mostly  aimed 
at  Blue  Cross  and  Blue  Shield  rather  than 
at  the  commercial  carriers,  which  do  a much 
less  creditable  job.  It  is  taken  for  granted 
that  the  latter  are  in  business  to  make  a 
profit  and  nothing  else. 

Most  disturbing  is  the  growing  trend  of 
many  Blue  plans  in  recent  years  to  turn  to 
experience  rating.  This  development  violates 
the  whole  intent  of  community-wide  cover- 
age designed  to  spread  the  financial  hazards 
of  illness  by  having  the  good  risks  help  pay 
for  the  poor  ones.  Under  experience  rating, 
those  who  need  care  most  are  charged  the 
most,  even  though  they  are  often  least  able 
to  afford  it.  By  pricing  prepayment  protec- 
tion beyond  their  reach,  this  approach  has 
implications  of  the  utmost  gravity  for  the 
whole  future  of  voluntary  health  insurance. 
The  non-profit  plans  cannot  hope  to  extend 
their  coverage  to  those  who  are  still  entirely 
without  it  and  to  carry  out  the  urgently 
needed  expansion  of  benefits  by  adopting 
the  practices  of  commercial  insurance.  If 
this  trend  continues,  some  form  of  govern- 
ment action  to  help  insure  the  poorer  risks 
will  become  the  only  feasible  alternative. 

Many  competent  authorities  feel  that  Blue 
Cross  and  Blue  Shield  will  be  unable  to  carry 
out  fully  their  public  responsibilities  until 
they  come  to  grips  with  the  innate  conserva- 
tism of  the  medical  professions  and  hospital 
managements  and  start  using  their  great 
leverage  in  order  to  improve  the  organiza- 
tional efficiency  of  medical  and  hospital  care. 

There  is  no  getting  away  from  the  fact 
that  there  have  been  radical  changes  in  the 
whole  character  of  medical  services,  in  the 
age  makeup  of  our  population  and  in  the 
pattern  of  illness  itself.  Nor  is  there  any  de- 
nying of  the  distressing  fact  that  the  health 
care  job  now  being  done  in  the  United  States 
falls  far  short  of  what  it  could  be  with  the 
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knowledge,  skills  and  tools  currently  at  our 
command.  Sober  examination  of  the  reali- 
ties of  the  American  medical  scene  shows 
that  while  at  its  best  the  quality  of  medical 
care  in  this  country  is  unsurpassed,  much  of 
it  is  uneven  and  some  of  it  quite  poor;  that 
adequate  medical  care  is  not  now  available 
in  full  measure  to  people  of  low  and  even 
medium  incomes;  that  the  poor,  the  aged, 
the  mentally  ill  and  others  who  need  med- 
ical care  most  generally  receive  the  meager- 
est  amount  and  poorest  quality  of  services: 
and  that  we  still  carry  a heavy  burden  of 
needless  illness,  suffering,  disability  and 
premature  death. 

Blue  Cross  finds  itself  right  in  the  mid- 
dle of  the  explosive  issue  of  hospital  costs, 
which  are  now  more  than  five  times  what 
they  were  in  1935. 

There  is  little  doubt  that  the  remarkable 
growth  of  hospitalization  insurance  has  had 
both  favorable  and  adverse  effects  on  hos- 
pital operations.  Insurance  has  brought  hos- 
pital care  within  the  reach  of  millions  in  the 
middle  and  low-income  groups  and  has  been 
a potent  force  in  expanding  the  scope  of 
services  and  improving  the  quality  of  per- 
sonnel. But  insurance  also  has  led  to  over- 
use of  hospitalization,  some  overbuilding  of 
hospital  plants  and  a general  relaxation  of 
pressures  for  economy  of  operation. 

The  general  policy  of  insurance  programs 
to  reimburse  hospitals  for  their  costs  has 
reduced,  if  not  wholly  removed,  incentives 
to  keep  expenditures  at  their  lowest  possible 
level.  Insurance  has  not  only  stimulated  de- 
mand but  has  had  a substantial  impact  on 
the  distribution  of  medical  care  facilities. 
The  exclusion  of  benefits  for  ambulatory  and 
nursing  home  care  from  prepayment  cover- 
age has  led  to  pressure  for  use  of  general 
hospital  beds  by  patients  who  could  get  along 
with  less  costly  care.  Some  authorities  es- 
timate that  at  least  20  per  cent  of  patients 
in  general  hospitals  do  not  belong  there  and 
could  be  cared  for  just  as  well  in  less  ex- 
pensive facilities.  At  the  same  time,  the  lack 
of  assurance  of  sufficient  operating  funds 
has  deterred  the  development  of  adequate 
nursing  homes,  rehabilitation  facilities  and 
home  care  services. 

Another  impediment  to  economy  are  two 
of  the  voluntary  hospital’s  outstanding  char- 
acteristics. One  of  them  is  the  key  role 
played  by  doctors  in  the  functioning  of  hos- 
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pitals  and  the  pyramiding  of  their  costs.  The 
other  is  the  traditional  and  grossly  outdated 
autonomy  of  the  voluntary  hospitals.  Having 
grown  at  random  rather  than  by  design,  the 
hospitals  operate  without  any  centralized 
planning  or  effective  public  controls  and 
continue  to  expand  in  a hit-or-miss  fashion 
which  often  makes  for  wasteful  duplication 
of  facilities  and  services.  There  is  no  other 
community  enterprise  as  big  as  hospital  care 
and  so  closely  partaking  of  the  nature  of  a 
vital  public  utility  in  which  there  is  such  a 
lack  of  coordination  and  such  a diffusion  of 
administrative  controls. 

Hospitals  have  yet  to  readjust  themselves 
to  the  radical  alteration  in  their  financial 
base.  What  were  once  institutions  largely 
depending  on  philanthropy  now  draw  the 
lion’s  share  of  their  support  from  paying 
patients,  mostly  through  insurance  benefits. 
But  there  has  been  no  corresponding  change 
in  the  composition  of  hospital  governing 
boards.  By  and  large,  hospital  trustees  con- 
tinue to  be  drawn  from  the  upper  social 
strata.  They  now  generally  represent  form- 
er sources  of  income  rather  than  the  broad 
ranks  of  the  consumers.  Nor  are  lay  controls 
on  members  of  the  medical  staffs  anywhere 
near  commensurate  with  their  privileges. 
Although  physicians  use  hospital  facilities 
for  their  own  profit  without  payment  of 
rentals  or  overhead  costs,  they  don’t  take 
kindly  to  the  policing  of  the  quality  of  their 
services  and  regard  any  efforts  to  control 
their  fees  as  the  rankest  kind  of  heresy. 

There  has  also  been  a lag  in  realizing  the 
full  signifiance  of  the  drastically  altered 
relationship  between  the  producers  and  the 
consumers  in  medicine. 

The  fact  that  more  than  130,000,000 
Americans  now  have  some  form  of  health 
insurance  is  bringing  about  a fundamental 
change  in  attitudes  toward  the  economics 
of  medical  care.  More  and  more,  arrange- 
ments for  paying  for  at  least  some  med- 
ical services  are  no  longer  made  between 
individual  physicians  and  patients  who  are 
sick  and  anxious.  They  are  being  made 
instead  by  groups  of  people  who  are  well 
and  capable  of  making  up  their  minds  as  to 
how  they  want  to  spend  their  money.  No 
longer  forced  to  bargain  when  they  are  flat 
on  their  backs,  they  are  much  less  likely  to 
accept  the  medical  profession’s  claim  to 
exclusive  authority  in  an  area  in  which  it 
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has  no  special  competence.  Health  Insurance 
has  proven  to  be  a good  deal  more  than 
merely  a mechanism  for  spreading  the  risk 
of  the  cost  of  illness.  It  has  not  only  gener- 
ated new  demand  but  has  become  a rallying 
point  for  the  organization  of  consumers 
determined  to  get  their  money’s  worth. 

Blue  Cross  has  yet  to  readjust  itself  fully 
to  the  changing  dimensions  of  the  medical 
economy  and  of  its  own  constituency.  It  is 
still  all  too  often  inclined  to  confine  its  role 
to  that  of  a collection  agency  for  the  hos- 
pitals rather  than  an  intermediary  between 
the  purchasers  and  suppliers  of  hospital  care. 
At  the  root  of  its  quandary  is  its  schizo- 
phrenic posture — the  fact  that  it  is  a public 
service  and  yet  must  also  be  a business  to 
survive  in  a competitive  setting.  It  is  under 
pressure  for  more  comprehensive  coverage 
but  is  unwilling  or  unable  to  exercise  any 
significant  controls  on  hospital  utilization 
and  costs  without  which  broader  benefits 
would  be  wholly  impracticable. 

By  the  very  character  of  their  sponsor- 
ship, both  Blue  Cross  and  Blue  Shield  have 
thus  far  been  largely  inhibited  from  taking 
advantage  of  the  most  promising  potentiali- 
ties of  modern  health  care — those  of  preven- 
tive and  rehabilitative  medicine.  Instead  of 
a more  subtle  organization  of  health  services 
on  a continuing  rather  than  episodic  basis, 
instead  of  a more  precise  fitting  of  services 
and  facilities  to  each  patient’s  condition, 
their  approach  has  been  to  lump  all  of  the 
sick  into  the  costly  general  hospital.  Neg- 
lected have  been  the  opportunities  for  more 
economical  preventive  practices,  for  facili- 
ties designed  to  meet  the  simpler  needs  of 
the  ambulatory  ill  and  convalescent  and  for 
nursing  home  and  home  care  for  the  chron- 
ically ill. 

The  defects  and  problems  of  Blue  Shield 
are  pretty  much  the  same  as  those  of  Blue 
Cross  and  are  further  complicated  by  the 
fact  that  it  is  the  creature  of  the  medical 
profession  and  firmly  tied  to  the  solo,  fee- 
for-service  practice  of  medicine.  This  makes 
any  meaningful  controls  on  the  quantity  and 
quality  of  services  extremely  difficult,  if  not 
impossible. 

The  Blue  Shield  fee  schedule,  which  largely 
determines  the  level  of  its  premium  rates,  is 
wholly  under  the  control  of  the  people  who 
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collect  the  fees.  But  although  the  insurance 
plan  guarantees  the  doctors  full  payment  of 
their  fees  even  in  the  case  of  low-income 
patients  who  formerly  paid  little  or  nothing, 
few  of  them  seem  to  be  in  a mood  for  sac- 
rifices. Many  physicians  appear  to  regard 
Blue  Shield  mainly  as  a mechanism  for  im- 
proving their  collections  rather  than  as  a 
means  of  more  effectively  serving  their 
patients. 

One  of  the  most  significant  developments 
in  recent  years  has  been  the  increasing  exer- 
cise of  state  regulatory  authority  in  the 
health  insurance  field.  Commissioner  Smith 
of  Pennsylvania  may  no  longer  be  in  office 
but  his  policy  of  using  the  power  of  the 
state  to  try  to  check  the  continued  upsurge 
of  hospital  and  the  prepayment  costs  is  cer- 
tain to  live  on.  It  paves  the  way  for  public  in- 
tervention in  the  manner  which  hospitals 
are  built,  operated  and  used  and  in  many 
of  the  practices  of  the  medical  profession 
which  contribute  to  spiraling  costs.  Logic 
dictates  that  since  the  premium  rates  of  Blue 
Cross  and  Blue  Shield  are  subject  to  state 
control,  the  state  must  gradually  extend  its 
concern  to  hospital  management  and  other 
elements  which  enter  into  health  insurance 
costs. 

The  mechanisms  of  health  insurance  are 
clearly  far  too  crucial  to  be  left  wholly  in 
the  hands  of  the  purveyors  of  medical  serv- 
ices. The  implementation  of  the  goals  of 
wider  insurance  coverage  will  require  great- 
er exercise  of  public  initiative  and  regula- 
tion. It  also  will  call  for  the  highest  re- 
straint and  sagacity  on  the  part  of  the  med- 
ical profession  and  its  cooperation  in  urgent- 
ly needed  controls  on  costs,  utilization  and 
quality  of  services.  The  extension  of  pre- 
payment into  new  segments  of  health  care 
which  are  inherently  more  difficult  to  in- 
sure will  require  far  more  effective  controls 
than  now  exist  if  we  are  to  avert  the  danger 
of  runaway  costs.  Only  through  the  whole- 
hearted collaboration  of  all  concerned  can 
the  objectives  of  broader  and  more  effective 
insurance  protection  at  a practical  price  be 
achieved  principally  on  a voluntary  basis. 

Whatever  the  final  outcome  is,  insurance 
already  has  wrought  drastic  changes  in  the 
economics  of  medical  care  and  brought  new 
intermediaries  into  the  relationship  between 
doctors  and  patients.  Insurance  programs 
have  great  potentialities  for  becoming  the 
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defenders  of  the  patients’  interests.  To  cas- 
tigate the  introduction  of  so-called  “third 
parties”  is  as  fatuous  as  it  is  futile. 

During  the  health  care  debate  in  the 
1940s  the  issues  seemed  quite  simple — com- 
pulsory government-operated  insurance 
versus  voluntary  insurance.  By  now,  as  we 
continue  to  grope  for  answers,  we  have  come 
to  understand  that  the  problems  are  infinite- 
ly more  complex  and  cannot  be  that  easily 
compartmentalized.  The  voluntary  approach 
is  deeply  rooted  in  the  American  tradition. 
It  has  many  desirable  qualities  and  quards 
against  the  freezing  of  patterns  in  an  area 
of  constant  flux.  But  it  calls  for  a sense  of 
responsibility,  for  a readiness  to  subordi- 
nate narrow  guild  interests  to  the  public 
welfare,  for  a willingness  to  experiment,  for 
imagination  and  boldness.  Let  us  hope  that 
the  medical  profession — and  the  non-profit 
prepayment  plans  along  with  it — will  learn 
to  display  these  attributes  in  a measure 
tantamount  to  the  challenge.  □ 

r7  Told  You  So!” 

An  AMA  PRESIDENT  once  said : “Too 
many  physicians  are  simply  ‘making  book’ 
on  the  outcome  of  Medicare  legislation,  when 
what  we  really  need  is  fewer  bookies  and 
more  jockeys.” 

The  potential  might  of  organized  medicine, 
here  in  Oklahoma  as  well  as  across  the  na- 
tion, has  not  been  realized  despite  the  re- 
peated appeals  of  its  leaders.  H.R.  3920  con- 
tains a principle  which  will  destroy  the  pri- 
vate practice  of  medicine ; but  even  such 
high  stakes  fail  to  motivate  the  majority 
of  physicians. 

A payroll  tax  to  provide  benefits  for  a por- 
tion of  the  population  will  surely  bring  about 
cries  to  lower  the  arbitrary  age  limit  re- 
quirements so  that  more  people  can  benefit. 
Lobbies  will  form  to  expand  the  services  of 
the  program.  Politicians  will  become  con- 
cerned about  spiralling  costs.  And  the  med- 
ical profession  will  soon  be  economically 
suppressed  and  scientifically  hamstrung. 

Your  Council  on  Public  Policy  has  an  im- 
portant project  going  to  defeat  Medicare. 
Read  about  it  on  page  73. 

Cooperate,  please! 

Don’t  make  is  necessary  for  us  to  say,  “I 
told  you  so!”  □ 


The  Responsibility  oj 
Medicine's  Leadership 

I,  AS  WELL  AS  OTHERS  here,  started  my 
working  life  following  an  old  team  of 
mules  behind  an  old  walking  plow.  I resolved 
early  in  life  that  was  not  for  me.  Could  I 
have  foreseen  the  changes  that  were  to  come 
about  in  farm  life,  and  have  realized  at  that 
early  age  that  this  medical  life  was  so  bur- 
densome, I might  well  have  stayed  on  the 
farm. 

Thirty  years  ago  this  month  I hung  my 
shingle  in  the  practice  of  medicine.  I could 
not  name — nor  do  I need  to — the  hundreds 
of  changes  that  have  taken  place  in  the  prac- 
tice of  medicine  since  that  date,  much  less 
the  changes  that  have  transpired  in  our  en- 
tire way  of  life  here  in  these  United  States 
and  the  world.  This  thirty  years — one  gen- 
eration— might  well  become  known  as  the 
generation  that  has  produced  the  most  pro- 
found changes  upon  civilization,  second  only 
to  that  generation  during  which  Christ  trod 
this  earth. 

Changes  continue  and  will  continue.  Such 
is  life,  and  civilization  cannot  be  counted 
dead  as  yet!  With  changes  one  finds  him- 
self, and  his  profession,  in  one  of  three  po- 
sitions: Lagging  behind;  Moving  with  the 
crowd;  or,  Leading  the  pack. 

In  a profession  such  as  ours  with  interests 
so  vital  to  civilization  itself,  if  leadership  is 
not  forthcoming,  catastrophe  is  sure  to  fol- 
low. No  one — no  group — no  agency — can 
safely  guide  the  destinies  of  medical  prac- 
tice except  the  practitioners  themselves.  Are 
we,  as  a profession,  assuming  that  leader- 
ship as  we  should?  Or,  are  we  backing  and 
filling,  making  expedient  moves,  reluctantly 
accepting  the  inevitable  with  confused 
amazement  at  the  situation  in  which  we  find 
ourselves?  If  this  latter  is  true,  and  there 
is  great  evidence  that  it  is  to  some  extent, 
then  why? 

What  are  the  prime  requisites  for  leader- 
ship? Those  of  us  who  had  experiences  in 
the  Armed  Services  during  the  last  great 
war  know  that  the  officers  known  as  “the 
ninety  day  wonders”  that  had  been  made 
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I don’t  believe  in  horoscopes,  or  signs  of  the  Zodiac,  but  when  one 
notes  some  of  the  great  names  of  American  history  that  first  saw  the 
light  of  day  during  this  month,  one  is  struck  by  the  apparent  coincidence 
- — names  such  as  Abraham  Lincoln,  George  Washington,  Thomas  A.  Edi- 
son, Charles  A.  Lindbergh,  Henry  W.  Longfellow,  to  name  some.  (And  let 
me  forget  the  age  but  remember  that  this  month,  too,  is  the  month  of  the 
birthday  of  my  wife!) 

Nor  should  we  forget  some  of  the  more  important  issues  of  the  present 
day  that  will  be  in  the  forefront  this  month.  This,  above  all  times,  is  the 
time  to  write  to  your  senators  and  representatives.  Write,  not  only  about 
the  King-Anderson  type  of  legislation,  but  about  many  of  the  other  proposals  and  issues 
that  will  so  vitally  affect  our  way  of  life. 

Can  we  fulfill  our  responsibilities  as  citizens  and  not  realize  that  we  will  be  affected  by 
such  things  as  urban  renewal,  area  re-development,  civil  rights,  tax  reduction,  budget  bal- 
ancing, foreign  aid,  Cuba,  Panama,  the  Far  East,  aid  to  education,  etc?  The  list  could  be  ex- 
tended indefinitely. 

All  of  us  are  aware  of  the  threats  of  socialized  medicine,  but  how  much  thought  are  we 
giving  to  many  of  the  threats  not  included  in  King-Anderson  type  of  legislation?  What  do 
you  know  about  area-wide  hospital  planning,  and  what  is  the  best  answer  to  the  problem? 
What  are  our  policies  on  mental  health?  Are  we  fully  aware  yet  that  this  is  an  election 
year?  With  it  comes  the  opportunity  once  more  to  express  ourselves  at  the  ballot  box  and, 
at  every  opportunity,  to  our  fellow  citizens.  Have  we  so  lost  faith  in  the  power  of  the  bal- 
lot that  we  will  abrogate  our  rights,  not  only  to  vote,  but  to  inform  ourselves  and  our  neigh- 
bors about  the  issues  and  the  candidates?  Who,  among  us,  does  not  know  about  OMPAC, 
what  it  is  for,  and  what  it  can  do  for  us?  And  yet  how  meager  are  the  responses  with  con- 
tributions and  help  that  we  can  give! 

A recent  political  battle  cry  was  to  the  effect  that  we  cannot  afford  to  have  third  rate 
citizens,  but  are  we  being  anything  else  when  we  do  not  contribute  our  efforts,  our  knowl- 
edge, our  opinions  and  our  influence  to  support  candidates  of  our  philosophy,  or  to  oppose 
those  things  that  are  contrary  to  our  way  of  life?  NO  ACT  OF  CONGRESS  CAN  MAKE 
A FIRST  CLASS  CITIZEN.  No  nation  can  be  a first  class  nation  without  first  class  citi- 
zens. Only  the  citizens  themselves,  by  their  efforts,  their  opinions,  their  labors,  their  devo- 
tions to  the  things  for  which  this  country  stands  and  which  made  it  great  from  the  begin- 
ning, can  become  first  class  citizens. 

Let  us  then  this  February — this  year  of  1964 — rededicate  ourselves  to  those  aims  and 
purposes  so  nobly  spoken  by  one  whose  birthdate  we  honor  this  month — “it  is  for  us  the 
living,  rather,  to  be  dedicated  here  to  the  great  task  before  us — that  from  these  honored 
dead  we  take  increased  devotion  to  that  cause  for  which  they  gave  their  last  full  measure  of 
devotion — that  we  here  highly  resolve  that  these  dead  shall  not  have  died  in  vain — that  this 
nation  under  God,  shall  have  a new  birth  of  freedom — and  that  government  of  the  people, 
by  the  people,  for  the  people,  shall  not  perish  from  the  earth.”  □ 
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"Heart  Month” 


February  has  long  been  designated  as  “Heart  Month,” 
and  it  has  been  the  custom  of  The  Journal  of  the  Oklahoma 
State  Medical  Association  to  devote  the  entire  issue  to  ar- 
ticles concerning  some  facets  of  heart  disease.  The  articles 
that  follow  were  chosen  to  fulfill  this  purpose  and  are  de- 
rived principally  from  the  efforts  of  the  residents  and  re- 
search fellows  at  the  University  of  Oklahoma  Medical 
Center. 

Originally  all  but  one  of  these  papers  were  presented 
at  various  conferences  held  recently  at  the  Medical  Center. 
It  was  felt  that  these  efforts  in  postgraduate  education 
deserved  a wider  audience  and  a permanent  format.  With 
the  cooperation  of  our  authors,  the  papers  were  edited 
slightly,  but  they  represent  what  was  said  at  the  time  of 
the  conference.  Each  of  these  conferences  was  devoted 
basically  to  the  consideration  of  an  actual  clinical  problem 
currently  bedeviling  the  staff  at  the  Medical  Center  and 
each  represents  the  consideration  given  the  problem  at 
the  time. 
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Management  of 
Acute  Pulmonary  Embolism 


WILLIAM  S.  MYERS,  M.D. 

Wm.  BEST  THOMPSON,  M.D. 

GALEN  P.  ROBBINS,  M.D. 

ROBERT  M.  SMITH,  M.D. 

The  use  of  Isuprel  may  affect  the 
clinical  course  of  pulmonary 
embolism  favorably  by  allowing  time 
to  prepare  for  definitive  surgery. 

Despite  IMPROVEMENTS  in  current 
therapy,  the  deleterious  consequences  of 
acute  pulmonary  embolism  continues  to  be  a 
source  of  harassment  in  clinical  medicine. 
A large  number  of  investigations  have  in- 
dicated that  a complex  interaction  of  respira- 
tory and  hemodynamic  alterations  are  pro- 
duced by  acute  embolization. 

Many  studies  of  the  hemodynamic  altera- 
tions have  been  conducted  employing  a va- 
riety of  materials,  as  well  as  autogenous 
blood  clots  as  emboli.  Data  were  usually  ob- 
tained from  open  chest  experiments  or  iso- 
lated lung  perfusion  technics.  The  applica- 
tion of  these  data  to  the  clinical  management 
of  patients  with  pulmonary  embolism  has 
been  questioned. 

The  development  of  more  refined  technics 
for  intravascular  catheterization  has  made 

From  the  Medical  Service,  Oklahoma  City  Veterans  Adminis- 
tration Hospital  and  the  Department  of  Medicine,  University 
of  Oklahoma  School  of  Medicine. 

William  S.  Myers,  M.D.,  is  Clinical  Assistant  in  Medicine; 
Wm.  Best  Thompson,  M.D.,  is  Assistant  Professor  in  Medicine; 
and  Galen  P.  Robbins,  M.D.,  is  Instructor  in  Medicine  at  the 
University  of  Oklahoma  School  of  Medicine.  Robert  M.  Smith, 
M.D.,  is  taking  a residency  at  St.  Anthony  Hospital  in  Okla- 
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it  possible  to  study  the  pulmonary  and  vas- 
cular changes  induced  by  pulmonary  emboli 
in  the  closed  chest  animal. 

Utilizing  these  technics,  accurate  measure- 
ments of  pressure,  oxygen  saturation,  pul- 
monary blood  flow,  circulating  blood  volume 
and  pulmonary  vascular  resistance  may  be 
obtained  in  a closed  chest  animal. 

In  a series  of  animal  experiments  report- 
ed by  Hyman  and  Myers1  in  this  country 
and  Halmagyi,  Colebatch,  Starzecki  and 
McRae2  in  Australia,  it  was  found  that  iso- 
proterenol (Isuprel)  tended  to  protect  both 
dogs  and  sheep  from  the  ill  effects  of  pul- 
monary emboli  to  a greater  degree  than 
other  drugs  used — notably  pressor  amines, 
atropine  and  a specific  serotonin  antagonist. 
Pressures  were  obtained  by  trans-atrial 
septal  and  routine  right  heart  catheteriza- 
tion. Pulmonary  blood  flow  and  circulating 
pulmonary  blood  volume  were  measured  by 
introducing  an  indicator  at  the  pulmonary 
valve  and  sampling  from  the  left  atrium. 
Both  macerated  autogenous  clotted  blood  and 
foreign  material  were  used  as  emboli. 

In  the  untreated  animals  pulmonary  em- 
bolization resulted,  as  it  does  in  the  human, 
in  a marked  drop  in  cardiac  output,  circu- 
lating pulmonary  blood  volume  and  systemic 
arterial  pressure.  The  pulmonary  artery 
pressure  and  pulmonary  vascular  resistance 
increased  sharply.  In  the  animals  treated  by 
infusion  of  Isuprel,  the  cardiac  output  (pul- 
monary blood  flow)  remained  greater  than 
the  control  period.  The  circulating  pulmo- 
nary blood  volume  remained  at  control  level 
and  the  pulmonary  vascular  resistance  rose 
to  less  than  30  per  cent  of  that  in  the  un- 
treated embolized  animals. 
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The  data  obtained  from  these  experiments 
indicate  that  Isuprel  increases  the  pulmo- 
nary blood  flow  without  significantly  change 
ing  the  pulmonary  vascular  pressure.  In  ad- 
dition, these  data  reveal  an  increase  in  the 
pulmonary  blood  volume  and  indicate  that 
Isuprel  produces  active  pulmonary  vasodi- 
latation. 

In  consideration  of  the  above  information 
clinical  trial  of  Isuprel  in  the  management 
of  acute  pulmonary  embolism  appeared  jus- 
tified. 

CASE  REPORTS 

Case  1.  W.C.,  a 58-year-old  white  male 

was  admitted  to  St.  Anthony  Hospital  on 
March  12,  1963  for  repair  of  recurrent  right 
inguinal  hernia.  Post-operatively  while  walk- 
ing, he  was  noted  to  gasp,  try  to  cough,  and 
then  faint,  having  momentary  apnea.  The 
blood  pressure  was  50/0  and  a Vasoxyl  drip 
elevated  the  pressure  to  76/50  with  a heart 
rate  of  110/min,  respirations  were  30/min 
and  shallow.  He  was  pale,  sweating  and 
poorly  responsive;  decreased  breath  sounds 
were  noted  at  the  left  base.  An  electro- 
cardiogram revealed  an  incomplete  right 
bundle  branch  block  which  was  not  present 
in  1960.  Nasal  oxygen  and  intravenous  hep- 
arin were  given.  In  spite  of  these,  the 
blood  pressure  decreased.  Intravenous  Isu- 
prel (0.2  mgm/1000  cc)  was  substituted 
for  Vasoxyl  with  a prompt  rise  in  blood 
pressure  to  104/70.  The  patient  became 
alert.  Three  hours  later  an  electrocardio- 
gram revealed  normal  ventricular  conduc- 
tion but  atrial  fibrillation.  It  was  felt  that 
Isuprel  may  have  been  implicated  in  the 
arrhythmia  and  it  was  discontinued.  There 
was  a prompt  drop  in  blood  pressure  to 
80/50.  For  the  next  36  hours,  the  patient 
was  maintained  on  Aramine.  The  rhythm 
spontaneously  reverted.  A chest  film  72 
hours  after  onset  revealed  only  slight  ele- 
vation of  the  left  diaphragm.  He  was  dis- 
charged two  weeks  later  on  oral  anticoagu- 
lants. 

Case  2.  C.V.R.,  a 60-year-old  white  fe- 

male, diabetic  of  long  duration,  underwent 
amputation  of  the  left  leg  because  of  gan- 
grene. Twelve  hours  post-operatively,  the 
patient  became  unresponsive  and  cyanotic 
with  rapid  respirations.  The  blood  pressure 
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was  80/50;  the  pulse  rate  was  48/min.  An 
Aramine  drip  was  instituted  without  change 
in  blood  pressure.  An  electrocardiogram  re 
vealed  a right  ventricular  diastolic  overload 
picture  which  was  not  previously  present. 
Nine  hours  after  onset,  Isuprel  was  begun 
with  prompt  elevation  of  blood  pressure  to 
110/60  and  a heart  rate  to  80.  She  became 
moderately  responsive  and  urine  production 
occurred,  the  first  in  nine  hours.  Two  and 
a half  hours  later,  she  was  found  without 
vital  signs. 

Post  mortem  revealed  a large  thrombotic 
pulmonary  embolus  in  the  left  main  pulmo- 
nary artery  and  its  secondary  branches. 
There  was  right  ventricular  dilatation  and 
marked  passive  congestion  in  the  liver. 

Case  3.  A 47-year-old  extremely  obese 
white  female  was  admitted  to  St.  Anthony 
Hospital  in  April,  1963  with  swelling  and 
pain  of  the  right  arm.  She  had  been  admit- 
ted in  1961  with  a diagnosis  of  left  lower 
leg  thrombophlebitis  and  a pulmonary  em- 
bolus. On  admission  to  the  ward,  she  was 
cyanotic  with  a blood  pressure  of  60/40. 
There  was  tenderness  to  percussion  in  the 
left  lower  chest.  Electrocardiogram  revealed 
right  ventricular  hypertrophy  and  right 
atrial  enlargement.  Blood  pressure  did  not 
respond  to  intramuscular  and  intravenous 
Aramine.  Isuprel  0.2  mgm/1000  cc  was  be- 
gun intravenously  with  a prompt  rise  in 
blood  pressure  to  100/80.  She  was  main- 
tained on  Isuprel  for  36  hours  when  she 
appeared  stable.  In  the  ensuing  six  days, 
she  developed  a progressive  respiratory  aci- 
dosis and  expired. 

Post  mortem  revealed  a single  recent,  or- 
ganizing pulmonary  embolus  and  multiple 
small  emboli  in  the  small  vessels,  an  exten- 
sive thrombus  in  the  right  subclavian  vein 
as  well  as  right  ventricular  and  atrial  en- 
largement. A localized  adenocarcinoma  of 
the  stomach  was  also  noted. 

DISCUSSION 

Experimental  evidence  indicates  that  vari- 
ous factors  are  at  work  in  producing  the 
clinical  syndrome  of  shock  secondary  to  pul- 
monary embolism.  It  is  recognized  that  a 
balloon  catheter  may  occlude  either  of  the 
main  pulmonary  arteries  in  man  without 
causing  appreciable  change  in  the  pulmonary 
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artery  pressure,  systemic  pressure  or  car- 
diac output. 

Evidence  indicates  that  pulmonary  em- 
bolism results  in  active  pulmonary  vascular 
constriction.  The  drop  in  cardiac  output  re- 
sults from  decreased  pulmonary  venous  re- 
turn to  the  heart  and  is  not  the  result  of 
changes  in  peripheral  vascular  tone  and  its 
concurrent  venous  pooling.  Isoproterenol  ap- 
pears to  ameliorate  these  changes  in  the  ex- 
perimental animal  and  perhaps  in  man. 

It  is  apparent  that  drug  therapy,  specific- 
ally the  use  of  Isuprel,  is  not  a definitive 
measure.  However,  until  we  are  provided 
with  an  adequate  and  safe  drug  for  lysis  of 
thrombotic  material,  embolectomy  remains 
the  only  definitive  therapy.  It  would  appear 
from  this  limited  clinical  experience  that  the 


intravenous  use  of  Isuprel  may  affect  the 
course  of  a pulmonary  embolus  favorably 
and  by  so  doing  provides  the  necessary  time 
for  preparation  for  surgery. 

The  concept  of  treating  a shock  syndrome 
with  a vasodilating  agent  is  contrary  to 
previous  medical  teaching,  however  cur- 
rently accepted  therapy  is  far  from  satis- 
factory. Mounting  experimental  data  and 
these  few  patients  indicate  the  need  for  fur- 
ther clinical  trial.  □ 
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Pheochromocytoma 


MARY  E.  PUNTENNEY,  M.D. 

The  incidence,  symptoms,  laboratory 
findings  and  treatment  of 
pheochromocytoma  are  reviewed. 

Pheochromocytoma  was  first  de- 
scribed in  1886  by  Frankel.  Then  in  1926 
Charles  Mayo  successfully  removed  at  sur- 
gery the  first  pheochromocytoma  but  with- 
out the  benefit  of  preoperative  diagnosis.  In 
1928  the  first  preoperative  diagnosis  of  such 
a tumor  followed  by  successful  surgical  ex- 
tirpation was  accomplished.1  Since  that  time 
the  world  literature  has  grown  and  pheo- 
chromocytoma has  become  established  as  an 
unusual  but  always  possible  etiologic  agent 
in  hypertension.  It  therefore  becomes  worth- 
while to  review  the  diagnosis  and  manage- 
ment of  this  disease. 

INCIDENCE 

There  is  no  sex  or  age  preference  of  pheo- 
chromocytoma. Ten  per  cent  of  the  tumors 
are  bilateral,  16  per  cent  are  multiple,  and 
ten  per  cent  are  malignant.  The  incidence 
of  pheochromocytoma  as  the  etiologic  agent 
in  hypertension  is  0.05  per  cent  to  one  per 
cent  of  all  hypertensive  patients.  About  40 
cases  of  the  familial  form  of  this  disease 
have  been  reported  in  the  world  literature. 
The  trait  for  pheochromocytoma  is  inherited 
as  a dominant  with  no  sex  linkage  and  with 
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a high  degree  of  penetrance.2  Of  interest  is 
the  fact  that  56  per  cent  of  the  familial  tu- 
mors are  bilateral.3 

The  adrenal  medulla  forms  embryonically 
from  the  migration  of  neural  crest  cells 
which  are  of  ectodermal  origin.  The  adrenal 
medulla  is  composed  of  chromaffin  tissue  as 
are  the  ganglia  of  the  sympathetic  nervous 
system.  Pheochromocytoma  then  may  occur 
in  any  location  outside  the  adrenal  medulla 
which  normally  or  abnormally  contains 
chromaffin  tissue  as  well  as  in  the  adrenal 
medulla  itself.  The  most  common  site  for 
this  tumor  outside  the  adrenal  medulla  is  in 
the  organ  of  Zuckerkandl  located  at  the  ter- 
minal bifurcation  of  the  abdominal  aorta. 
About  six  per  cent  of  the  tumors  are  in  the 
chest. 

SYMPTOMATOLOGY 

The  symptoms  of  pheochromocytoma  vary 
greatly  and  in  part  depend  on  the  relative 
amounts  of  epinephrine  and  norepinephrine 
being  produced  by  the  tumor.  It  should  be 
remembered  that  epinephrine  has  marked 
influence  on  the  heart  rate  and  causes  cen- 
tral nervous  system  excitement  and  hyper- 
glycemia. Norepinephrine  on  the  other  hand 
has  its  principle  action  on  the  peripheral  cir- 
culation to  cause  marked  vasoconstriction 
but  also  causes  increased  cardiac  output. 
Pheochromocytoma  may  manifest  itself  by 
hypertension,  vasomotor  phenomenon,  sweat- 
ing and  tachycardia.  The  hypermetabolic 
state  with  weight  loss  and  increased  basal 
metabolic  rate  with  nervousness  and  anxiety 
may  be  another  mode  of  presentation  of  pa- 
tients with  pheochromocytoma.  Polydipsia, 
polyphagia  and  polyuria  may  be  present. 
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Particular  attention  should  be  paid  to 
these  since  pheochromocytoma  may  mimic 
diabetes  mellitus,  severe  anxiety  states  and 
hyperthyroidism.  Although  all  chromaffin 
tissue  contains  the  enzyme  necessary  for 
methylating  norepinephrine  into  epine- 
phrine tumors  occurring  outside  the  adrenal 
glands  or  the  organ  of  Zuckerkandl  have 
never  been  reported  as  producing  epine- 
phrine. The  symptoms  of  pheochromocy- 
toma may  be  precipitated  by  emotions, 
changes  in  posture  and  physical  activity. 
The  traditional  syndrome  associated  with 
pheochromocytoma  of  paroxysmal  hyperten- 
sion, anxiety,  dizziness,  palpitation,  nausea, 
vomiting  and  sweating  occurs  in  only  about 
one-third  of  the  cases.  In  the  others,  hyper- 
tension is  fixed  and  the  symptoms  are 
variable. 


LABORATORY  FINDINGS 

Laboratory  findings  of  interest,  aside 
from  specific  tests  for  the  presence  of 
the  tumor,  include  polycythemia,  albumin 
and  cells  in  the  urine  (50  per  cent),  slightly 
elevated  blood  urea  nitrogen,  and  elevated 
blood  sugar.4  The  polycythemia  is  relative 
and  is  apparently  due  to  continued  vasocon- 
striction from  the  circulating  hormones  from 
the  tumor  and  a consequent  decrease  in  the 
plasma  volume  while  the  red  cell  mass  re- 
mains stable.  The  presence  of  cells,  albumin 
and  the  infrequent  elevation  of  the  blood 
urea  nitrogen  are  secondary  to  the  effects 
of  the  catecholamines  on  efferent  arterioles 
of  the  kidney  causing  constriction  of  these 
arterioles  and  an  increased  perfusion  pres- 
sure in  the  kidney.  Eventually,  as  the  vaso- 
constriction increases  and  the  perfusion 
pressure  increases,  cells  and  protein  come 
through  the  glomerulus.  When  this  process 
passes  a certain  pathological  point  whole 
nephron  populations  cease  to  function  and 
the  blood  urea  nitrogen  may  increase.  It  has 
been  shown  in  man  that  during  a paroxys- 
mal attack  of  hypertension  the  urea  clear- 
ance may  drop  50  per  cent.  The  metabolic 
effect  of  epinephrine  in  the  liver  is  respon- 
sible for  increased  glycogenolysis  and  ele- 
vation of  the  blood  sugar  in  patients  with 
pheochromocytoma.  Of  patients  with  this 
tumor  who  have  a normal  blood  sugar  at 
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least  ten  per  cent  have  abnormal  glucose 
tolerance  curves. 

The  diagnosis  of  pheochromocytoma  is 
based  primarily  on  the  history,  the  finding 
of  hypertension,  and  laboratory  examina- 
tions to  support  the  clinical  suspicion  of 
tumor.  The  use  of  the  provocative  hista- 
mine test  to  induce  a hypertensive  episode  in 
a patient  with  pheochromocytoma  may  pre- 
cipitate a marked  rise  in  blood  pressure  and 
may  be  accompanied  by  vascular  accidents 
threatening  the  patient’s  life.  This  test 
should  be  used  only  with  special  precautions 
and  with  full  knowledge  of  the  possible  con- 
sequences. The  standardized  test  with  in- 
travenous Regitine®  is  most  important  clin- 
ically as  a screening  test  for  pheochromo- 
cytoma. This  test  is  influenced  by  hyperten- 
sive drugs,  sedatives,  barbiturates  and  nar- 
cotics but  with  the  knowledge  of  these  limi- 
tations it  may  still  be  invoked  as  an  impor- 
tant screening  test  remembering  that  if  the 
test  is  negative  in  a patient  with  hyperten- 
sion and  a suggestive  history  of  pheochro- 
mocytoma further  laboratory  procedures  are 
indicated  and  justified. 

Currently  the  most  reliable  tests  for  pheo- 
chromocytoma are  the  urinary  determination 
of  catecholamines  and  vanillyl  mandelic 
acid  (VMA).  Table  1 demonstrates  the 
metabolic  fate  and  alternate  pathways  of 
metabolism  shared  by  epinephrine  and  nore- 
pinephrine. Only  about  four  per  cent  of  in- 
fused epinephrine  or  norepinephrine  are 
excreted  in  the  urine  as  catecholamines  and 
would  thus  be  measured  in  a urinary  assay 
for  catecholamines.  An  alternate  pathway 
of  metabolism  is  responsible  for  35-40  per 
cent  of  infused  catecholamines  excreted  in 
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the  urine  as  3-methoxy-4-hydroxy-mandelic 
acid  (VMA) . Thus  it  is  logical  and  has  been 
reported  clinically  that  one  may  have  normal 
catecholamines  in  the  urine  and  yet  have 
elevated  VMA  levels  in  the  presence  of  pheo- 
chromocytoma.5  Elevated  levels  of  VMA  are 
reported  in  patients  with  pheochromocytoma 
and  with  neuroblastoma.  However,  normal 
amounts  of  VMA  in  the  urine  have  not  been 
reported  in  the  presence  of  pheochromo- 
cytoma and  in  only  a few  reported  cases  has 
the  VMA  been  only  slightly  elevated.  The 
VMA  is  also  elevated  in  the  absence  of  hy- 
pertension in  patients  with  pheochromo- 
cytoma. 

The  determination  of  urinary  catechola- 
mines and  VMA  is  also  subject  to  interfer- 
ence by  diet  and  drugs.  The  presence  of 
bananas  in  the  diet  may  elevate  urinary 
determinations  falsely  because  of  the  high 
levels  of  catecholamines  in  bananas.  The 
presence  of  coffee  and  tea  as  stimulants  may 
increase  these  levels  as  will  foods  contain- 
ing vanilla. 

Three  classes  of  drugs  may  interfere  with 
these  urinary  tests.  First,  the  sympatho- 
mimetic amines  (amphetamine,  cocaine, 
tyramine)  are  monamine  oxidase  inhibitors 
and  prevent  the  conversion  of  the  catechola- 
mines into  the  VMA  pathway  interfering 
then  with  VMA  measurements.  Second,  the 
antihypertensive  drugs  (Reserpine,  Guan- 
ethidine)  act  to  alter  tissue  stores  and  tissue 
discharge  of  the  catecholamines  and  may 
interfere  with  these  tests  for  these  reasons. 
Third,  the  adrenergic  blocking  agents  may 
also  interfere  with  urinary  tests  for  pheo- 
chromocytoma. 

LOCATION  OF  TUMOR 

Since  the  pheochromocytoma  may  occur 
outside  the  adrenal  glands  the  preoperative 
location  of  the  tumor  is  often  difficult.  The 
use  of  presacral  or  perinephric  carbon  di- 
oxide is  relatively  safe,  only  transiently  un- 
comfortable for  the  patient  and  may  outline 
a tumor  in  the  adrenal  gland.  Aortography 
may  also  be  of  help  by  showing  a tumor  stain 
in  the  area  of  the  adrenal.  The  intravenous 
pyelogram  may  show  displacement  of  the 
kidney  with  rotation  but  may  also  be  per- 
fectly normal  in  the  absence  of  a large  tu- 
mor. Tomographs  of  the  kidney-adrenal  area 
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are  of  no  value  in  making  this  diagnosis. 
Calcification  within  the  tumor  may  occur 
but  is  an  unusual  finding.  The  use  of  the 
venous  catheter  with  repeated  samples  at 
different  levels  in  the  vena  cava  and  an- 
alysis of  these  for  catecholamines  may  in- 
dicate the  venous  drainage  pattern  of  the 
tumor  and  thus  be  of  value  in  determining 
the  preoperative  localization  of  the  tumor. 
Fractionation  of  the  urine  for  the  presence 
of  epinephrine  may  give  an  additional  clue 
to  location.  If  epinephrine  is  present,  95 
per  cent  of  the  tumors  will  be  in  one  or 
both  of  the  adrenals  and  the  remaining  five 
per  cent  will  be  in  the  organ  of  Zuckerkandl. 
If  no  epinephrine  is  present  in  the  urine  the 
tumor  may  be  in  any  of  the  many  locations 
pheochromocytomas  occur. 

TREATMENT 

The  treatment  of  pheochromocytoma  is 
surgical.  The  surgical  management  of  these 
patients  is  difficult  because  severe  hyper- 
tensive attacks  may  be  precipitated  by  han- 
dling of  the  tumor  and  must  be  controlled 
with  intravenous  Regitine®  in  amounts  cap- 
able of  controlling  the  blood  pressure.  Con- 
versely, clamping  of  the  blood  supply  to  the 
tumor  may  result  in  marked  hypotension  by 
removal  of  the  cardiac  and  vascular  effects 
of  the  catecholamines  and  by  expansion  of 
the  vascular  bed.  The  resulting  shock  must 
be  treated  with  noreprinephrine  (Levo- 
phed®)  and  fluids.  The  anesthetic  problems 
are  compounded  in  patients  with  pheochro- 
mocytoma for  several  reasons.  Anoxia  is  a 
potent  stimulant  to  epinephrine  production 
and  may  occur  with  induction  of  anesthesia. 
The  catecholamines  also  sensitize  the  myo- 
cardium to  cyclopropane  and  halothane  so 
fatal  arrhythmias  may  develop.  Diethyl  ether 
causes  increased  secretion  of  catecholamines 
and  may  lead  to  dangerous  hypertension  as 
may  cyclopropane  by  increasing  tissue  re- 
sponsiveness to  the  catecholamines.6  Current- 
ly it  is  thought  that  the  safest  anesthesia  in- 
cludes induction  with  thiopental  with  mer- 
peridine  as  the  preanesthetic  agent  and  the 
use  of  nitrous  oxide  and  succinylcholine  to 
maintain  anesthesia.  Caution  is  taken  to 
keep  the  patient  especially  well  oxygenated 
during  intubation.  The  results  of  surgery 
and  the  completeness  of  surgical  extirpation 
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can  be  evaluated  by  post-operative  VMA 
levels  in  the  urine  which  rapidly  return  to 
normal  with  successful  and  complete  removal 
of  the  tumor. 

Isolated  patients  have  been  described  with 
unusual  manifestations  of  these  tumors  in 
association  with  other  endocrine  adenomas 
or  malignancies.  It  is  also  of  interest  that 
other  diseases  of  ectodermal  origin  may  be 
found  accompanying  pheochromocytoma, 
namely,  neurofibromatosis,  Hippels  Disease, 
Sturge-Weber  Syndrome,  Tuberous  Sclerosis 
and  Cafe  Au  Lait  Spots.7  □ 
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Clinical  and  Laboratory  Findings  in 
Chronic  Constrictive  Pericarditis 


JOEL  GIST 


The  symptoms,  signs  and  diagnostic 
studies  of  importance  in  chronic, 
constrictive  pericarditis  are  discussed. 

THERE  ARE  SEVERAL  classical  signs  of 
chronic  constrictive  pericarditis,  some  of 
which  are  presently  felt  to  be  rather  incon- 
sistent. This  paper  presents  both  the  classi- 
cal symptoms  and  signs  as  well  as  the  newer 
observations  made  possible  by  newer  pro- 
cedures and  attempts  to  correlate  hemody- 
namic findings  with  these  symptoms  and 
signs.  All  have  a common  basis  in  the  main 
physiological  defect — impediment  to  diastolic 
filling  of  the  ventricle. 

SYMPTOMS 

Abdominal  swelling  from  liver  enlarge- 
ment, with  or  without  ascites  is  often  the 
first  symptom  in  chronic  cases.8- 9 At  this 
stage  the  patient  is  usually  fairly  well.  The 
patient  may  have  no  edema  since  cardiac 
edema  depends  more  on  diminished  cardiac 
output  and  renal  blood  flow  than  on  the 
height  of  venous  pressure.4- 5 Cardiac  out- 
put is  usually  better  maintained  in  chronic 
constrictive  pericarditis  than  in  heart  failure 

Joel  Gist  is  a fourth-year  medical  student  at  the  University 
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with  a comparable  rise  in  venous  pressure. 
Edema  does,  however,  occur  in  most  pa- 
tients.1 

Shortness  of  breath  is  not  always  promi- 
nent in  the  patient’s  history  perhaps  because 
the  cardiac  output  is  fairly  well  maintained 
in  this  disease.  However,  shortness  of 
breath  does  occur  to  some  degree  sooner  or 
later  in  almost  all  patients.1-9 

Orthopnea  occurs  in  46  per  cent  to  90  per 
cent.3- 9 The  suggestion  that  patients  with 
orthopnea  have  predominantely  left-sided 
constriction  is  not  borne  out  by  surgical 
findings. 

i Syncope  occurs  less  frequently  than  the 
above  symptoms.  Three  of  a series  of  20 
reported  by  McKusick  had  syncope  with  ex- 
ertion.6 Probably  the  most  likely  explanation 
is  the  failure  of  the  cardiac  output  to  in- 
crease adequately  with  exercise. 

SIGNS 

Hepatic  enlargement  and  ascites  are  not 
more  frequent  or  severe  in  chronic  constric- 
tive pericarditis  than  in  pure  right  ventricu- 
lar failure,  disease  of  the  tricuspid  valve  or 
heart  failure  from  cardiomyopathy  with  a 
comparable  sustained  rise  of  mean  venous 
pressure. 

Systolic  blood  pressure  and  pulse  pressure 
are  characteristically  low.  However  the 
pulse  is  more  likely  to  be  better  maintained 
than  in  cases  of  myopathic  heart  failure 
with  a similar  degree  of  venous  hyperten- 
sion because  the  cardiac  output  is  usually 
higher. 
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Paradoxical  pulse  is  characterized  by  a 
decrease  in  the  amplitude  of  the  pulse  which 
occurs  during  the  inspiratory  phase  of  res- 
piration. This  is  certainly  not  a constant 
finding  in  chronic  constrictive  pericarditis 
(only  15  per  cent  of  the  inactive  cases  re- 
ported by  Paul  Wood9) . Nor  is  it  confined 
to  chronic  constrictive  pericarditis  for  it 
may  be  seen  in  some  cases  of  heart  failure, 
in  cardiac  tamponade  and  other  disorders. 
The  explanation  of  the  mechanism  of 
paradoxical  pulse  probably  best  accepted  is 
that  with  descent  of  the  diaphragm,  there 
is  further  tensing  of  the  pericardium  with 
an  increase  in  both  systemic  and  pulmonary 
venous  pressures.  With  this  increased  ob- 
struction to  left  ventricular  inflow  there  is 
a diminished  pulse  volume  or  paradoxical 
pulse. 

The  most  characteristic  feature  of  the 
venous  pulse  is  the  diastolic  sharp  “y”  de- 
scent and  a deep  “y”  trough.  This  represents 
a high  filling  pressure,  sudden  release  of 
pressure  due  to  rapid  tricuspid  inflow,  fol- 
lowed by  a sharp  rise  of  pressure  when  fur- 
ther expansion  of  the  ventricles  is  prevented 
by  the  fibrotic  pericardium.  A similar  kind 
of  venous  pulse,  however,  can  be  seen  in  the 
patient  with  an  overloaded  right  ventricle 
which  resists  late  diastolic  filling.  An  “x” 
descent  of  the  venous  pulse  in  systole  when 
the  lateral  walls  of  the  ventricles  have  dif- 
ficulty in  curving  inward  has  been  noted  by 
Gibson.2  The  chief  clinical  importance  here 
is  that  this  may  be  helpful  in  differential 
diagnosis  because  it  is  not  seen  in  tricuspid 
stenosis  or  heart  failure. 

Atrial  fibrillation  and  less  frequently 
atrial  flutter  may  occur  as  a complication  of 
inactive  disease  of  long  duration.  These 
atrial  arrhythmias  occur  in  29-50  per  cent 
of  cases.1* 8- 9 

A marked  diminution  of  cardiac  impulse 
is  highly  characteristic  of  this  disease  but 
heart  size  is  slightly  to  markedly  enlarged 
in  about  one-half  of  cases.  Therefore  the 
heart  is  not  the  “small,  inactive  heart”  that 
has  been  described. 

The  most  characteristic  single  ausculta- 
tory finding  as  described  by  McKusick7  is  an 
early  protodiastolic  sound  which  occurs 
closer  to  the  second  sound  than  a protodias- 
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tolic  gallop  and  is  sometimes  confused  for  a 
split  second  sound.  The  extra  sound  is  like- 
ly to  be  louder  and  more  clicking  when 
there  is  extensive  calcification  in  the  peri- 
cardial scar,  and  may  frequently  exceed  the 
first  and  second  sound  in  intensity.  The  pul- 
monary second  sound  is  frequently  increased 
in  intensity  because  a certain  amount  of 
pulmonary  hypertension  due  to  left-sided 
constriction  is  frequent. 

DIAGNOSTIC  STUDIES 

X-ray  examinations  demonstrate  calcifi- 
cation in  30-70  per  cent.1’ 6>  8>  9 Cardiac  pul- 
sation is  diminished  as  a rule,  sometimes  in 
one  part  of  the  heart  shadow  more  than  an- 
other. As  mentioned  above  the  heart  may 
show  moderate  to  marked  enlargement  in 
about  one-half  of  cases.  A dilated  superior 
vena  cava  is  seen  in  many  patients  with 
chronic  constrictive  pericarditis,  presum- 
ably due  to  increased  venous  pressure  for  so 
long  that  elasticity  of  the  vena  cava  is  lost.0 

The  electrocardiogram  shows  a fairly  dis- 
tinct pattern  with  lowering  of  voltage  and 
flat  or  slightly  inverted  T waves.  The  QRS 
complex  is  essentially  normal  except  for  de- 
creased voltage.  Arrhythmias,  when  pres- 
ent, are  well  shown.1’8 

Electrokymography  or  roentg enkymo- 
graphy  reveals  a “flat-top  and  V”  pattern 
of  ventricular  border  movement  explained 
by  rapid  ventricular  filling  (because  of  in- 
creased atrial  pressure)  which  comes  to  an 
abrupt  halt  relatively  early  in  diastole  with 
a standstill  in  ventricular  filling  during  the 
remainder  of  diastole.7  The  protodiastolic 
sound  has  been  demonstrated  by  simultan- 
eous recordings  of  heart  sounds  and  ven- 
tricular border  electrokymography,  to  be 
due  to  rapid  ventricular  filling  early  in  dia- 
stole or  an  abrupt  halt  in  ventricular  filling.6 

CARDIAC  CATHETERIZATION1’  5 

Characteristic  findings  include:  (a)  ele- 
vated right  atrial  and  left  atrial  pressures; 
(b)  sharp  “y”  descent  and  deep  “y”  trough 
in  majority  of  right  and  left  atrial  pressure 
tracings  (as  described  above  in  the  venous 
pulse)  ; (c)  early  diastolic  dip  in  right  or 
left  ventricular  pressure  curves  synchron- 
ous with  the  atrial  “y”  trough  and  followed 
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by  a plateau  through  the  remainder  of  dia- 
stole; (d)  elevated  end-diastolic  pressures 
in  both  ventricles  equivalent  to  their  respec- 
tive end-diastolic  atrial  pressures ; (e)  stroke 
output  that  varies  little  in  response  to 
changes  of  venous  filling  pressures.  n 
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Renal  Hypertension  and 


Secondary  Hyperaldosteronism 


DONALD  L.  HICKS,  M.D. 

The  syndrome  of  hypokalemic  alkalosis 

associated  with  renal  hypertension  which 
is  thought  to  result  from  secondary 
hyperaldosteronism  is  described. 

ReNAL  ISCHEMIA  caused  by  renal  ar- 
tery stenosis,  usually  resulting  from  athero- 
sclerosis, has  been  recognized  to  be  one  of  the 
causes  of  hypertension  in  recent  years.  More 
recently,  a syndrome  of  hypokalemic  alka- 
losis accompanying  renal  hypertension  has 
been  recognized1- 2 and  is  thought  to  be  the 
result  of  secondary  hyperaldosteronism. 
Investigation  of  the  kidney’s  role  as  an  en- 
docrine organ  is  yielding  information  that 
is  not  only  exciting  but  is  helpful  in  under- 
standing the  pathophysiology  of  this  syn- 
drome. This  paper  reviews  some  of  the  new- 
ly gained  knowledge  and  recently  proposed 
theories  about  how  renal  artery  occlusion 
can  cause  hyperaldosteronism  as  well  as  hy- 
pertension. 

Figure  1 outlines  the  chain  of  events  fol- 
lowing partial  occlusion  of  a renal  artery.2 

JUXTAGLOMERULAR  APPARATUS 

The  juxtaglomerular  apparatus  (JGA)  is 
an  organ  that  is  in  intimate  association  with 
the  afferent  arteriole  of  the  renal  glomer- 

Donald  L.  Hicks,  M.D.,  is  a resident  in  the  Department  of 
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ulus.  It  responds  to  decreased  renal  arteri- 
olar pressure  (and  perhaps  also  to  the  so- 
dium concentration  in  the  tubule)  by  secret- 
ing renin.  The  JGA  consists  of  two  cell 
types.  (1)  The  granular  cells  lie  within  the 
medial  layer  of  the  wall  of  the  afferent 
glomerular  arteriole  and  thereby  may  func- 
tion as  a “stretch”  receptor  that  constantly 
monitors  pulse  pressure.  These  cells  have 
small,  uniform  granules  in  the  cytoplasm 
which  are  clearly  stained  with  Bowie’s  stain 
or  osmic  acid.  When  the  granules  are  abun- 
dant the  granular  cells  have  the  appearance 
of  actively  secreting  cells.4  With  electron 
microscopy  these  cells  are  seen  to  lie  next 
to  the  intimal  layer  of  the  afferent  arteriole 
while  the  opposite  side  of  the  cell  interdigi- 
tates  with  the  macula  densa  cells.2  These 
macula  densa  cells  are  specialized  cells  that 
are  part  of  the  first  portion  of  the  distal 
tubule  and  their  function  is  not  entirely 
clear  unless  they  respond  to  decreased  so- 
dium concentration  in  the  tubular  lumen  by 
stimulating  renin  production. 

There  is  good  evidence  that  the  JGA  cells 
do  produce  renin.3  (1)  With  unilateral  renal 
artery  stenosis  that  produces  hypertension 
there  is  an  increase  in  the  JGA  granules  on 
the  affected  side  (caused  by  decreased 
“stretch”  in  the  JGA)  and  a decrease  in 
granularity  on  the  unaffected  side  (hyper- 
tension causing  increased  “stretch”  in  the 
JGA).  (2)  The  presence  of  renin  can  be 
demonstrated  only  in  areas  of  the  kidney 
which  contain  glomeruli  and  by  microdis- 
section techniques  renin  can  be  found  only 
in  the  half  of  the  glomerulus  containing  the 
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JGA.  (3)  Fluoroscein-tagged  antibodies  for 
renin  can  be  shown  to  localize  in  the  cyto- 
plasm of  the  granular  cells  of  the  JGA. 

There  are  conditions  other  than  renal  ar- 
tery stenosis  that  may  be  associated  with  in- 
creased granularity  of  the  JGA:  adrenal  in- 
sufficiency, shock  and  chronic  low  sodium 
intake.  These  conditions  have  in  common  a 
decreased  pulse  pressure.  Several  conditions 
may  be  associated  with  decreased  granu- 
larity: high  sodium  intake,  primary  hyper- 
aldosteronism and,  as  already  noted,  the  nor- 
mal kidney  opposite  one  with  renal  artery 
stenosis. 

RENIN 

Renin,  which  is  produced  by  the  JGA,  acts 
as  a proteolytic  enzyme  on  an  alpha-2  globu- 
lin in  the  blood  to  form  angiotensin  I,  a bio- 
logically inactive  decapeptide.  It,  in  turn, 
is  rapidly  converted  to  angiotensin  II  in  the 
presence  of  a plasma  “converting  enzyme.” 

ANGIOTENSIN  II 

Angiotensin  II  is  an  octapeptide  that  has 
two  important  actions : it  stimulates  the  pro- 
duction of  aldosterone  by  the  adrenal  cortex 
and  is  the  most  potent  known  vasopressor 
(ten  to  50  times  as  potent  as  norepine- 
phrine). Lower  plasma  levels  of  angiotensin 
II  will  cause  less  aldosterone  secretion  than 
will  produce  a pressor  response. 

ALDOSTERONE 

Aldosterone  is  the  most  potent  mineralo- 
corticoid  produced  by  the  adrenal  cortex.  It 
is  uncertain  that  aldosterone  secretion  is  en- 
tirely controlled  by  angiotensin  II  but  it  is 
known  that  ACTH  from  the  anterior  pitui- 
tary has  little  effect  on  it. 

The  primary  action  of  aldosterone  is  to 
increase  reabsorption  of  sodium  from  the 
lumen  of  the  distal  renal  tubule.  Sodium  is 
reabsorbed  at  the  expense  of  potassium  and 
hydrogen  ions  which  are  excreted. 

Aldosterone  also  has  some  effect  on  the 
electrolyte  composition  of  body  fluids  other 
than  urine.  Hyperaldosteronism  causes  a 
relative  decrease  in  sodium  concentration 
and  an  increase  in  potassium  concentration 
(a  decreased  Na/K  ratio)  in  saliva,  sweat 
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Figure  1.  The  Interaction  of  renin,  angiotensin  and 
aldosterone. 

and  feces.  In  fact,  the  salivary  Na/K  ratio 
has  been  used  as  a screening  test  for  in- 
creased secretion  of  aldosterone.5 

SECONDARY  HYPERALDOSTERONISM 
AND  RENAL  HYPERTENSION 

The  events  diagrammed  in  Figure  1 show 
that  hyperaldosteronism  as  wTell  as  hyper- 
tension may  result  from  renal  artery  sten- 
osis. The  syndrome  of  secondary  hyper- 
aldosteronism may  become  clinically  ap- 
parent in  only  a few  cases  of  renal  hyper- 
tension but  when  it  does  occur  it  may  cause 
severe  electrolyte  imbalance.  As  sodium  is 
reabsorbed  from  the  renal  tubular  lumen 
in  response  to  high  levels  of  aldosterone, 
large  amounts  of  potassium  and  hydrogen 
ions  are  lost  in  the  urine  resulting  in  hypo- 
kalemic alkalosis. 

Prolonged  hypokalemia  that  accompanies 
hyperaldosteronism  will  cause  anatomic  and 
functional  lesions  in  the  nephron.  Renal  bi- 
opsy specimens  show  foamy  or  vacuolated 
cytoplasm  in  the  tubular  epithelial  cells  and 
urine  concentration  becomes  impaired.  This 
is  the  so-called  “hypokalemic  nephropathy” 
that  is  accompanied  by  polydipsia  and 
polyuria.6 

The  clinical  syndrome  of  secondary  hyper- 
aldosteronism associated  with  the  hyper- 
tension of  renal  artery  stenosis  may  now  be 
described.  First  of  all,  the  patient  with  hy- 
pertension from  renal  artery  stenosis  is  de- 
tected by  renal  arteriogram  and  by  “split” 
urine  function  tests.  Polydipsia  and  poly- 
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uria  are  prominent  in  the  history  and  the 
patient  may  produce  large  volumes  of  hypo- 
tonic urine.  The  serum  potassium  is  low, 
frequently  in  the  range  of  one  to  two  mEq 
per  liter,  and  there  may  be  electrocardio- 
graphic evidence  of  hypokalemia.  Metabolic 
alkalosis  is  present  as  demonstrated  by  an 
elevated  serum  C02  and  an  elevated  blood 
pH.  The  serum  sodium  may  be  normal  or 
low,  unlike  primary  hyperaldosteronism 
where  it  is  elevated;  why  this  is  present  is 
unknown  but  the  serum  sodium  like  the  other 
abnormalities  may  return  to  normal  after 
surgical  correction  of  the  renal  artery  lesion. 
Urinary  aldosterone  levels  may  be  elevated 
or  normal. 

If,  in  hyperaldosteronism,  the  dietary  in- 
take of  sodium  is  restricted  little  sodium 
may  reach  the  distal  renal  tubule,  having 
been  reabsorbed  in  the  proximal  tubule.  The 
potassium  and  hydrogen  ions  can  be  con- 
served and  the  hypokalemic  alkalosis  may 
disappear.  Therefore  a low  sodium  diet  may 
mask  the  presence  of  secondary  hyperaldos- 
teronism. 

Several  other  conditions  must  be  consid- 
ered in  the  differential  diagnosis. 

(1)  Severe  essential  hypertension  may 
result  in  arteriolar  nephrosclerosis  which 
causes  stenosis  of  the  afferent  arteriole 
thereby  providing  the  stimulus  which  initi- 
ates the  series  of  events  leading  to  hyper- 
aldosteronism and  hypokalemic  alkalosis. 
When  this  occurs  there  may  be  increased 


granularity  in  the  juxtaglomerular  cells  of 
both  kidneys. 

(2)  Diuretic-induced  hypokalemia  may 
occur  in  essential  hypertension.  There  will 
be  a history  of  ingestion  of  thiazide  diure- 
tics and  the  hypokalemia  will  disappear  after 
the  drug  has  been  withdrawn. 

(3)  Primary  hyperaldosteronism,  or 
Conn’s  syndrome,7  is  caused  by  an  aldoster- 
one secreting  adrenal  cortical  adenoma.  In 
this  syndrome  hypertension,  hypokalemic 
alkalosis  and  hypernatremia  are  present. 
Decreased  granularity  of  the  juxtaglomer- 
ular cells  may  be  demonstrated  as . the  in- 
creased blood  pressure  inhibits  secretion 
of  renin. 


CONCLUSIONS 


The  pathophysiology  of  secondary  hyper- 
aldosteronism associated  with  hypertension 
caused  by  renal  artery  stenosis  has  been  re- 
viewed and  the  clinical  syndrome  has  been 
described.  □ 
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Hyponatremia 


B.  J.  MATTER,  M.D. 

P.  E.  DONAT,  M.D. 
H.  EARL  GINN,  M.D. 

This  paper  summarizes  the  historical 
aspects,  physical  findings  and  laboratory 
data  encountered  in  the  clinical 
state  of  hyponatremia. 

HYPONATREMIA,  the  clinical  state  asso- 
ciated with  a lowered  concentration  of  so- 
dium in  the  plasma,  occurs  during  the 
course  of  various  disease  states  in  which  it 
is  an  incidental  or  major  complication.  Hy- 
ponatremia can  occur  only  as  a result  of  a 
body  deficit  of  sodium  or  potassium,  of  an 
overabundance  of  water,  or  of  a combina- 
tion of  these  factors.1  The  most  common 
cause  of  hyponatremia  is  ineffective  excre- 
tion of  water  in  the  face  of  excess  water  in- 
take, for  which  the  physician’s  parenteral 
administration  is  sometimes  responsible.2 

It  may  be  difficult  or  impossible  in  an  in- 
dividual patient  to  determine  which  of  these 
mechanisms  is  responsible  for  the  hypona- 
tremia. It  is  important  to  remember  that 
more  than  one  abnormality  may  be  present 
in  any  one  form  of  hyponatremia.  This  can 
be  demonstrated  if  the  clinical  cases  of  hy- 
ponatremia are  listed  (see  below)  under  the 
various  disturbances  mentioned.  When  the 
clinical  condition  is  due  to  more  than  one 
functional  abnormality,  it  is  listed  with  an 
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asterisk  under  that  abnormality  which  is 
considered  the  principal  cause. 

Excessive  Water  Intake  with  Normal  of 
Increased  Total  Body  Sodium 

A.  Water  Intoxication 

1.  Inappropriate  ADH 

a.  Central  nervous  system  lesions* 

b.  Increased  intra  thoracic  pressure* 

c.  Acute  porphyria 

2.  Post-traumatic 

a.  Post-surgery 

b.  Post-commissurotomy 

3.  Excess  water  intake  during  anuria 

4.  Water  intake  exceeding  renal  excre- 
tory rate 

B.  Abnormal  Sodium  and  Water  Excretion 

1.  Congestive  heart  failure,  especially 
after  thiazide  diuretics* 

2.  Hepatic  cirrhosis,  especially  after 
thiazide  diuretics* 

3.  Chronic  or  acute  renal  failure* 

4.  Nephrotic  syndrome 

C.  Metabolic  Alkalosis  with  sodium  move- 
ment into  cells 

Sodium  and  Water  Depletion  ivith  Inade- 
quate Sodium  Replacement 
A.  Excessive  Renal  Sodium  Loss 

1.  Iatrogenic  (Drugs) 

a.  Thiazide  diuretics* 

b.  Mercurial  diuretics,*  Diamox 

c.  Excessive  anion  load,  e.g.,  ammo- 
nium chloride 

2.  Endocrinologic  disease 

a.  Adrenocortical  insufficiency 

b.  Withdrawal  from  steroids 

c.  Myxedema 

3.  Intrinsic  renal  disease 

a.  Sodium  losing  nephritis  (infre- 
quent, usually  pyelonephritis) 

b.  Diuretic  phase  of  acute  renal  fail- 
ure 
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c.  Chronic  renal  failure  (usually  with 
acidosis)  with  inadequate  sodium 
replacement 

4.  Osmotic  diuresis 

a.  Diabetes  mellitus 

b.  Large  amounts  of  osmotic  diuretics 

c.  Ketosis,  acidosis 

5.  Central  nervous  system  lesions  (“cer- 
ebral salt  wastage”) 

B.  Gastrointestinal  Loss  (diarrhea,  vomit- 
ing, fistulae,  suction,  etc.) 

C.  Post-traumatic 

1.  Post-surgery 

2.  Post-commissurotomy 

D.  Skin  Loss 

(1)  Burns  (2)  Excess  sweating*  (3) 

Dermatologic  lesions 

E.  Loss  within  Body  Spaces 

1.  Severe  urticaria 

2.  Increased  capillary  fragility 

3.  Milk  leg 

4.  Pleural  or  abdominal  effusions 

F.  Asymptomatic  Hyponatremia 

1.  Advanced  pulmonary  disease 

2.  Cachexia  and  malnutrition 

3.  Abnormal  aging 

4.  Portal  cirrhosis 
Hyperlipemic  Pseudo -hyponatremia 

It  must  be  appreciated  that  the  concen- 
tration of  sodium  in  the  extracellular  fluid  is 
largely  determined  by  the  relationship  be- 
tween the  intake  and  excretion  of  water, 
rather  than  the  relationship  between  the  in- 
take and  output  of  salt.  The  reason  for  this 
is  that  sodium  occupies  a unique  position  in 
the  body.  It,  together  with  its  anions,  makes 
up  90  per  cent  or  more  of  the  osmotically 
active  constituents  of  the  extracellular  fluid. 
Consequently,  the  concentration  of  sodium 
in  plasma  and  extracellular  fluid  reflects  the 
effective  osmotic  pressure*  of  the  extra- 
cellular fluid  and  provides  no  information 
concerning  the  total  amount  of  sodium  in 
the  body.  With  hypo-osmolality  of  the  se- 
rum, there  is  always  hyponatremia ; with 
rare  exceptions,  hyponatremia  does  not  oc- 
cur unless  hypo-osmolality  is  present.3  An 
exception  to  this  generalization  is  seen  in 
hyperlipemic  pseudo-hyponatremia  where 

♦Effective  osmotic  pressure  is  that  exerted  by  solutes  that 
do  not  penetrate  cell  membranes  rapidly.  Urea  may  contribute 
appreciably  to  total  osmotic  pressure.  However,  it  does  not 
affect  the  distribution  of  water  between  cells  and  surround- 
ing fluids,  since  it  penetrates  cells  freely  and  its  concentra- 
tion in  cell  water  and  extracellular  fluid  water  is  approximately 
equal. 
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serum  lipids  may,  by  displacing  serum  water, 
produce  a low  concentration  of  sodium  in 
serum  despite  normal  sodium  concentration 
in  serum  water.4 

Antidiuretic  Hormone : The  hypothala- 

mic hypophyseal  system  is  important  in  its 
effect  on  urine  flow  and  concentration.  Nor- 
mally, a small  rise  in  effective  osmotic  pres- 
sure of  the  extracellular  fluid  stimulates  os- 
moreceptors along  the  distribution  of  the 
middle  cerebral  artery  to  cause  release  of 
antidiuretic  hormone  (ADH).  This  is  medi- 
ated through  the  hypothalamus  and  the  pos- 
terior pituitary.  The  latter  gland  apparently 
serves  as  a storage  depot  for  the  hormones. 
ADH  increases  the  permeability  of  the  distal 
renal  tubular  segment  to  water  and  promotes 
both  a decrease  in  urine  excretion  and  the 
elaboration  of  a hypertonic  urine.  Hypo- 
osmolality  of  the  extracellular  fluid  normally 
causes  the  osmoreceptors  to  decrease  the  se- 
cretion of  ADH,  and  water  diuresis  ensues 
as  a result  of  a decrease  in  water  permeabil- 
ity of  the  distal  segment  of  the  renal  tubule. 
With  normally  functioning  kidneys,  this 
regulatory  device  functions  to  prevent  the 
development  of  hyponatremia  unless  non- 
osmotic  stimuli  capable  of  promoting  hor- 
mone excretion  are  active. 

In  certain  patients  with  pulmonary  dis- 
ease, intracranial  disease  or  acute  intermit- 
tent porphyria,  hyponatremia  is  produced 
when  the  water  intake  is  elevated.  The  se- 
cretion of  antidiuretic  hormone  in  these  sub- 
jects is  not  depressed  by  hypotonicity  of  the 
extracellular  fluid.  This  inappropriate  se- 
cretion of  antidiuretic  hormone  results  in 
abnormal  water  conservation  maintaining 
hyponatremia.  Lowered  aldosterone  secretion 
and  excessive  urinary  loss  of  sodium  may 
ensue  following  expansion  of  extracellular 
and  total  body  fluid  by  the  retained  water. 
The  treatment  of  this  syndrome  is  to  treat 
the  underlying  cause  where  possible  and  to 
diminish  the  fluid  intake.  The  cardinal  sign, 
hyponatremia,  responds  to  the  withdrawal 
of  fluids  from  the  patient’s  intake. 

Post  - traumatic  Hyponatremia : Hypon- 
atremia is  frequently  found  immediately 
after  major  surgery,  general  anesthesia  or 
recent  exposure  to  trauma.  This  syndrome  is 
produced  by  administration  of  large  amounts 
of  fluids  in  the  immediate  post-operative 
period.  The  increased  secretion  of  adreno- 
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cortical  hormones  following  trauma  results 
in  increased  proximal  renal  tubular  reab- 
sorption of  salt  and  water.  In  addition,  how- 
ever, there  is  an  increase  in  secretion  of 
ADH  and  promoting  distal  tubular  reabsorp- 
tion of  water.  Thus,  the  intravenous  fluids 
given  post-operatively  are  not  immediately 
excreted  and  dilutional  hyponatremia  ensues. 

The  clinical  spectrum  of  post-traumatic 
hyponatremia  may  be  characterized  by  two 
extremes,  with  intermittent  stages:  1)  Mild 
depression  of  serum  sodium  (125-13  5 
mEq/L)  which  is  usually  overlooked  and 
self-corrective  following  spontaneous  post- 
operative diuresis  of  retained  water,  and 
2)  Severe  hyponatremia  (125  mEq/L  or 
lower)  most  often  found  in  debilitated  or 
chronically  ill  surgical  patients.  These  in- 
dividuals frequently  harbor  compromised 
cardiac  and/or  renal  function  and  may  ex- 
hibit marked  exaggeration  of  post-operative 
antidiuretic  mechanisms.  Under  these  cir- 
cumstances, the  possibility  of  true  sodium 
depletion  must  be  ruled  out  and  water  should 
be  restricted  until  spontaneous  diuresis  es- 
tablishes normal  osmotic  gradients. 

Patients  undergoing  mitral  valve  surgery 
are  prone  to  hyponatremia  from  congestive 
heart  failure  as  well  as  post-traumatic  stress. 
With  rare  exceptions,  the  syndrome  is  due 
to  abnormal  water  retention  rather  than  true 
sodium  depletion  and  is  most  efficaciously 
minimized  by  post-operative  fluid  restric- 
tion.5 

Congestive  Heart  Failure : Hyponatremia 
commonly  occurs  in  congestive  heart  failure 
and  for  many  years  was  attributed  to  mercu- 
rial-induced salt  depletion.  It  is  now  recog- 
nized that  total  body  sodium  is  virtually  al- 
ways increased  in  the  hyponatremia  of  heart 
failure  and  that  the  syndrome  is  dilutional 
in  character.5  Current  investigations  have 
implicated  renal,  neurohumoral  and  cellular 
factors  in  the  pathogenesis. 

In  congestive  heart  failure,  diminished 
glomerular  filtration  rate  secondary  to  de- 
creased cardiac  output  is  usually  present. 
Mineralocorticoid  activity  is  increased.  These 
factors  combine  to  decrease  delivery  of  so- 
dium to  the  distal  tubular  segment  of  the 
nephron.  The  resultant  marked  diminution 

*Free  water  is  that  portion  of  excreted  water  which  is  solute 
unobligated.  Free  water  is  a term  applied  to  an  imaginary 
fraction  of  urine  representing  the  difference  between  the  actual 
volume  of  urine  and  the  volume  the  urine  would  have  been  if 
the  total  urinary  solutes  had  been  excreted  in  an  isosmotic 
urine. 
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of  sodium  concentration  in  the  distal  tubule 
impairs  free  water*  generation  and  the  re- 
tention of  ingested  solute-free  water  poten- 
tiates a triad  of  increasing  congestive  heart 
failure,  diuretic  resistance  and  progressive 
dilutional  hyponatremia.  Hypertonic  saline 
given  to  these  patients  results  in  water  pass- 
ing out  of  the  cells  and  lowers  the  tonicity 
of  the  hypertonic  saline  to  almost  the  same 
level  of  body  fluid  tonicity  that  existed  prior 
to  saline  administration.5  Thus,  a small  vol- 
ume of  administered  hypertonic  saline  is 
diluted  to  a large  volume  of  isotonic  saline 
by  the  water  shift.  This  is  obviously  con- 
traindicated in  the  edematous  decompensated 
cardiac  patient. 

Rational  therapy  of  this  disorder  demands 
1)  early  recognition;  2)  judicious  use  of 
rest,  digitalis,  and  measures  to  increase  cir- 
culatory efficiency,  3)  salt  and  water  re- 
striction; and  4)  mercurial  diuretics.  Re- 
moval of  sodium  from  the  distal  tubular 
urine  markedly  diminishes  the  osmolality  of 
the  latter  and,  in  the  absence  of  ADH,  the 
osmotically  free  water  so  generated  is  ex- 
creted in  the  form  of  a dilute  urine.  The 
presence  of  reabsorbable  sodium  in  the  distal 
nephron  is  therefore  a direct  determinant 
of  free  water  generation.  Mercurial  diuretics 
augment  saluresis  chiefly  by  proximal  tub- 
ular effects  and  can  enhance  free  water 
clearance  by  increasing  sodium  delivery  to 
the  distal  nephron.  Chlorthiazide  has  a po- 
tent distal  tubular  action  in  addition  to  the 
inhibition  induced  in  the  proximal  tubule 
and  can  thereby  decrease  free  water  clear- 
ance. Accordingly,  mercurials  should  be  used 
preferentially  in  cardiac  hyponatremia,  but 
they  are  less  effective  until  hyponatremia 
has  been  at  least  partially  corrected  by  water 
restriction. 

Central  circulatory  congestion  diminishes 
pulsations  (“stretch  stimuli”)  of  the  left 
atrial  wall  which  are  necessary  for  inhibition 
of  ADH  release.6  The  altered  hemodynamics 
of  congestive  heart  failure  could  be  physio- 
logically misinterpreted  as  “effective”  vol- 
ume depletion  and  could  augment  the  action 
of  neurohumoral  reflexes  influencing  water 
retention  through  non-osmotic  ADH  release. 

Outward  migration  of  intracellular  potas- 
sium,7 organic  or  inorganic  ions,  and  cell 
water  could  produce  hyponatremia  by  di- 
lution of  the  extracellular  space  and  initiate 
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a chain  of  events  characterized  by:  1)  re- 
lease of  ADH  following  osmoreceptor  cell 
“shrinking”  due  to  cellular  ion  and  water 
loss,  2)  renal  retention  of  water  with  sub- 
sequent restoration  of  cellular  volume  and 
hydration  and  3)  final  “resetting”  of  the 
osmostat  mechanism  at  a lower  than  normal 
osmolal  value  at  the  expense  of  hypotonic 
expansion  of  the  extracellular  fluid  space. 

Hyponatremia  is  of  grave  prognostic  im- 
port in  congestive  heart  failure.  However, 
a gratifying  response  is  frequently  attained 
by  a therapeutic  program  aimed  at  correc- 
tion of  the  fundamental  pathophysiological 
mechanisms  productive  of  hyponatremia  in 
the  specific  case. 

Hepatic  Cirrhosis : The  cirrhotic  liver  of- 
fers a high  resistance  to  venous  drainage 
from  the  portal  venous  circulation  with  an 
attendant  high  portal  pressure  and  fails  to 
synthesize  albumin  at  a rate  sufficient  to 
maintain  normal  colloid  osmotic  pressure. 
These  factors  result  in  large  volumes  of 
ascitic  fluid  which  render  “effective”  extra- 
cellular depletion,  which  activates  ADH  re- 
lease and  thereby  inducing  hyponatremia 
secondary  to  water  retention.  A mechanism 
which  has  been  previously  postulated,  where- 
by circulating  ADH  is  elevated  due  to  de- 
creased hepatic  inactivation,  has  been  proven 
incorrect.10 

Renal  Failure:  With  few  exceptions,  the 
majority  of  the  urinary  sodium  loss  in 
chronic  renal  diseases  is  secondary  to  the 
osmotic  diuresis  of  concurrent  azotemia. 
Diuretic  administration,  adaptive  glomeru- 
lotubular imbalance  or  specific  renal  tubu- 
lar defects  may  play  an  ancillary  role.8  When 
these  urinary  sodium  losses  are  not  counter- 
balanced by  adequate  oral  salt  intake,  con- 
traction of  extracellular  volume  and  further 
decrements  in  renal  perfusion  may  be  ex- 
pected. Sodium  chloride  or  sodium  bi- 
carbonate administered  together  with  care- 
ful monitoring  of  body  weight,  urine  volume 
and  urinary  sodium  excretion  frequently  pro- 
duces remarkable  recovery  in  this  type  of 
patient. 

Dilutional  hyponatremia  in  the  course  of 
acute  renal  insufficiency  is  virtually  always 
due  to  iatrogenic  overhydration.  The  en- 
dogenous synthesis  of  water  by  catabolism 
of  body  fat  may  attain  quantitative  signifi- 
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cance  during  anuria.  For  this  reason,  body 
weight  as  well  as  intake-output  records 
should  be  used  as  a reference  for  fluid  ad- 
ministration. 

Nephrotic  Syndrome:  The  lowered  serum 
albumin  due  to  renal  loss  results  in  di- 
minished “effective”  extracellular  volume. 
The  volume  receptors  (“stretch  receptors”) 
and  consequent  ADH  release  results  in  pref- 
erential water  retention  and  hyponatremia. 

Metabolic  Alkalosis:  In  metabolic  alka- 
losis, the  renal  tubular  intracellular  potas- 
sium concentration  is  higher  relative  to  hy- 
drogen concentration  and  potassium,. in  pref- 
erence to  hydrogen  ion,  is  exchanged  for 
sodium  by  the  distal  renal  tubule.  Excessive 
amounts  of  potassium  are  excreted  into  the 
urine  and  potassium  depletion  ensues,  as 
cellular  potassium  concentration  decreases, 
the  potassium  is  replaced  by  sodium  and  hy- 
drogen, resulting  in  hyponatremia.  The 
treatment  of  this  condition  hinges  on  the 
correction  of  the  hypokalemia  and  the  alka- 
losis. 

True  Sodium  Depletion  Hyponatremia: 
True  salt  depletion  hyponatremia  is  encoun- 
tered clinically  whenever  losses  of  body 
sodium  exceed  losses  of  body  water.  It  is 
characterized  by  relative  overhydration  of  a 
diminished  total  body  electrolyte  pool.  Dur- 
ing the  genesis  of  this  form  of  hyponatremia, 
well  over  half  of  ingested  salt-free  water  is 
osmotically  obligated  to  the  intracellular 
space,  so  that  sodium  deficits  are  always 
relatively  greater  than  those  of  water.  For 
this  reason,  sodium  replacement  should  be 
calculated  on  the  basis  of  total  body  water 
and  gradually  replaced  by  a hypertonic  solu- 
tion.5 This  permits  gradual  shifting  of  intra- 
cellular water  into  the  extracellular  space 
and  therefore  unifies  recompensation  of  ex- 
tracellular volume  with  correction  of  previ- 
ous intracellular  overhydhation.  Isotonic  so- 
lutions supply  greater  amounts  of  water 
than  are  necessary  per  unit  of  sodium  and 
are  theoretically  hazardous  in  these  patients. 

Diuretic-induced  Hyponatremia:  Diuretic- 
induced  hyponatremia  is  the  most  misunder- 
stood of  clinical  hyponatremic  syndromes 
and  deserves  special  emphasis.  The  pharma- 
cologic action  of  thiazide  and  mercurial 
diuretics  on  the  renal  tubular  cells  results 
in  isosomotric  urinary  sodium  excretion. 
Neither  drug  can  induce  renal  conservation 
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of  water  during  sodium  diuresis;  that  is, 
produce  hyponatremia  by  selective  urinary 
loss  of  sodium  without  water.  Since  these 
drugs  cannot  per  se  elevate  urine  to  plasma 
osmolal  concentration  ratios  above  unity, 
hyponatremia  developing  during  diuretic  ad- 
ministration requires  the  coincident  inter- 
action of  an  additional  physiological  mech- 
anism (or  derangement)  and  is  not  directly 
attributable  to  the  renal  action  of  these 
agents.  There  are  four  separable  types  of 
hyponatremia  associated  with  diuretic  com- 
pounds :5 

(1)  Hyponatremia  due  to  potassium  de- 
pletion: The  intracellular  potassium  which 
is  lost  as  the  body  develops  a potassium  de- 
pletion is  replaced  in  the  cells  by  sodium  and 
hydrogen  ions.  The  potassium  depletion  then 
results  in  hyponatremia  as  the  sodium  en- 
ters the  cells. 

(2)  Water  loading  during  thiazide  ad- 
ministration: Thiazide  compounds  can  di- 
minish the  rate  of  maximal  free  water  gen- 
eration by  virtue  of  their  significant  distal 
tubular  inhibition  of  sodium  reabsorption. 
Consequently,  thiazide  derivatives  may  pre- 
cipitate acute  hyponatremia  when  given  to 
patients  prone  to  ingest  large  volumes  of 
water  over  short  periods;  such  as,  in  psy- 
chogenic polydipsia,  urinary  calculi  prophy- 
laxis, etc.  For  a similar  reason,  intravenous 
dextrose  in  water  solutions  should  be  in- 
fused gradually  when  patients  are  simul- 
taneously receiving  thiazide  drugs. 

(3)  Alteration  of  “effective”  extracel- 
lular volume : Retention  of  sodium  to  expand 
the  extracellular  space  is  a fundamental  bio- 
logic mechanism  designed  to  effect  rapid 
changes  in  extracellular  volume  in  accord 
with  varying  functional  needs.  This  endows 
a potentially  static  body  fluid  compartment 
with  dynamic  qualities  connoted  in  the  term 
“effective”  extracellular  fluid  volume.  De- 
rangements in  the  factors  controlling  body 
fluids  in  cardiac,  hepatic  or  renal  disease 
may  culminate  in  a requirement  for  “effec- 
tive” extracellular  fluid  volume  greatly  in 
excess  of  recognized  values  in  normal  indi- 
viduals. “Effective”  hypovolemia  or  relative 
hypovolemia  is  physiologically  compatible  in 
the  form  of  ascites,  edema  and  pulmonary 
congestion.  If  the  physician  fails  to  recog- 
nize the  necessity  of  orienting  therapy  to 
remedy  the  underlying  disease  state  respon- 
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sible  for  producing  edema,  aggressive  diu- 
retic programs  are  invariably  followed  by 
immediate  post-diuresis  renal  sodium  com 
servation.  This  in  all  likelihood  represents 
a homeostatic  reaction  aimed  to  replenish 
the  volume  of  “effective”  extracellular  fluid 
lost  by  the  previous  drug-induced  saluresis. 
When  sodium  restriction  or  continued  diu- 
retic administration  preclude  this  rebound 
antinaturesis,  preferential  retention  of  wa- 
ter on  the  basis  of  volume  dependent  ADH 
release  may  lead  to  severe  dilutional  hy- 
ponatremia. 

In  addition,  elderly  people  without  evident 
cardiac,  hepatic  or  renal  disease  may  be  ex- 
tremely sensitive  to  very  small  drug-induced 
depletions  in  the  extracellular  fluid  compart- 
ment and  develop  acute  hyponatremia  due  to 
water  retention  by  ADH.9 

(4)  Extrarenal  thiazide-induced  hypona- 
tremia : Thiazides  may  produce  hypona- 
tremia via  an  extra-renal  mechanism  with- 
out characteristic  changes  in  net  external 
sodium  and  water  balances.9  It  is  postulated 
that  chlorthiazide  may  induce  a shift  of 
sodium  from  the  extracellular  to  intracellu- 
lar compartment  of  a magnitude  sufficient  to 
initiate  volume-controlled  ADH  release. 

Adrenocortical  Insufficiency : In  Addison’s 
disease,  hyponatremia  develops  as  sodium  is 
lost  in  the  urine  and  maintained  by  a defect 
in  the  excretion  of  free  water.  The  loss  of 
sodium  is  clearly  a result  of  the  insufficiency 
of  sodium-retaining  steroids  and  can  be  pre- 
vented by  administration  of  desoxycorticos- 
terone  acetate  or  aldosterone. 

The  defect  in  free  water  clearance  is  the 
result  of  deficiency  in  aldosterone  and  ex- 
cessive reabsorption  of  free  water.  Aldos- 
terone affects  free  water  formation  in  the 
distal  convoluted  tubule.  The  distal  con- 
voluted tubule  is  more  permeable  than  nor- 
mal to  water  due  to  absence  of  carbohydrate- 
active  steroids.  The  acute  withdrawal  of  exo- 
genous steroids  may  produce  an  acute  adren- 
ocortical insufficiency. 

Thyroid  Deficiency : Hyponatremia  may 
be  found  in  association  with  primary  hypo- 
thyroidism and  is  frequently  severe  in  myxe- 
dema coma.  Obtunded  water  diuresis  is 
present  in  myxedema  with  resultant  dilu- 
tional hyponatremia.  Sodium  diuresis  fol- 
lows thyroxine  replacement ; presumably  the 
effect  is  mediated  via  restoration  of  the  di- 
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minished  glomerular  filtration  rate  and 
renal  perfusion  noted  in  this  disease.  Inap- 
propriate antidiuretic  hormone  release  may 
play  a part,  as  may  the  interstitial  cationic- 
binding hyaluronic  acid  macromolecules  in 
the  hyponatremia  of  myxedema. 

Osmotic  Diuresis : An  osmotic  diuretic 
holds  sodium  and  water  in  the  tubule  lumen 
preventing  reabsorption  and  results  in  so- 
dium excretion  in  the  urine.  Effective  os- 
motic diuretics  include  the  glycosuria  of  dia- 
betes mellitus,  the  ketones  of  uncontrolled 
diabetes  mellitus,  urea  as  present  in  uremia 
and  exogenous  osmotic  diuretics  as  mannitol. 

Others:  Hyponatremia  may  result  from 
the  loss  of  sodium  from  the  gastrointestinal 
tract,  such  as  may  occur  in  diarrhea,  vomit- 
ing, nasogastric  suctioning,  fistulae,  etc. 
Significant  sodium  loss  may  also  result  from 
skin  lesions,  especially  in  severe  burns,  but 


also  excess  sweating  or  weeping  dermato- 
logic lesions.  The  sequestration  of  sodium 
in  the  body,  such  as  in  urticaria,  pleural  or 
peritoneal  effusions,  etc.,  may  be  of  sig- 
nificant magnitude  to  produce  hypona- 
tremia. 

Asymptomatic  Hyponatremia : Asympto- 
matic hyponatremia  has  been  noted  in  sev- 
eral clinical  states,  with  the  following  char- 
acteristics : 1 ) Maintenance  of  hyponatremia 
over  a wide  range  of  sodium  intakes,  2) 
transient  ability  to  retain  an  acute  intra- 
venous sodium  load  followed  by  saluresis 
and  return  to  hyponatremia,  3)  absence  of 
adrenal,  renal  or  cardiac  abnormalities  and 
4)  absence  of  the  symptoms  usually  asso- 
ciated with  salt  depletion.  The  osmoreceptor 
response  has  been  demonstrated  to  be  quali- 
tatively normal  though  established  around  a 
lower-than-normal  baseline  level  of  extra- 
cellular fluid  osmolality.  A primary  diminu- 
tion in  cellular  osmolality  secondary  to  ca- 
chexia has  been  postulated. 


TABLE  1. 


PRIMARY  WATER  EXCESS 


1.  Weight  gain 

2.  Decreased  sweating 

3.  Blurred  vision,  nausea  and  vomiting 

4.  Muscle  cramps 

5.  Headache 

6.  Often  thirsty 


SODIUM  DEPLETION 

Historical 

1.  Weight  loss 

2.  ± sweating 

3.  Giddy,  vertigo,  syncope 

4.  Muscle  cramps 

5.  Headache,  improved  supine 

6.  Absent  thirst 


Physical 


1.  Usually  normotensive  or  si.  hypertensive 

2.  Often  signs  of  inc.  intracranial  pressure  projectile 
vomiting 

3.  Fingerprinting,  good  turgor 

4.  Normal  or  high  venous  pressure 

5.  Usually  normal  temperature 

6.  Bradycardia  usually 


1.  Postural  syncope 

2.  Soft  eyeballs,  usually  decrease  intracranial  pres- 
sure 

3.  Loss  of  skin  turgor 

4.  Veins  fill  slowly 

5.  Low  body  temperature 

6.  Tachycardia  usually 


Laboratory 


1.  Often  high  urine  sodium  excretion 

2.  Absent  urine  casts  (unless  renal  disease) 

3.  GFR  usually  high  (unless  renal  disease) 

4.  Hematocrit  may  be  low 

5.  Low  TSP 

6.  BUN  usually  low  (unless  renal  disease) 

7.  Normal  or  high  sodium  space 

8.  High  blood  volume,  esp.  PL  Vol. 

9.  Serum  Osm  and  Na  low 

10.  High  salivary  Na/K  ratio 

11.  Ketones  usually  not  in  urine 


1.  Low  urine  sodium  unless  adrenal  or  renal  disease 

2.  Casts  present 

3.  GFR  low 

4.  Hematocrit  high 

5.  High  TSP 

6.  BUN  high 

7.  Low  sodium  space 

8.  Low  blood  vol.,  esp.  PL  Vol. 

9.  Serum  Osm  and  Na  si.  low  or  normal 

10.  Low  salivary  Na/K  ratio  unless  adrenal  disease 

11.  Ketones  usually  present 
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Differentiation  of  Water  Excess  Versus 
Sodium  Depletion : The  diagnosis  of  either 
primary  water  excess  of  sodium  and  water 
excess  may  be  evident  from  the  history.  The 
correct  diagnosis,  however,  can  be  extreme- 
ly difficult.  Table  I lists  the  more  important 
diagnostic  features  in  this  differential  di- 
agnosis. 

The  history  of  weight  changes,  thirst  and 
gastrointestinal  symptoms  are  useful  dif- 
ferential points.  The  ability  to  see  finger- 
print ridges  for  one  minute  after  pressing  a 
finger  firmly  on  the  forehead  for  a few 
seconds  is  indicative  of  intracellular  edema. 

Laboratory  measurements  of  24-hour  so- 
dium excretion,  hematocrit,  total  serum  pro- 
teins and  blood  urea  nitrogen  will  usually 
differentiate  water  excess  from  sodium  de- 
pletion. The  measurement  of  glomerular  fil- 
tration rate,  sodium  space,  blood  volumes 
and  salivary  sodium-potassium  ratios  are 
often  useful. 

The  measurement  of  plasma  and  urine 
osmolalities  is  a simple  test  if  the  equipment 
is  available  and  will  establish  the  diagnosis 
of  hyposmolality  and  hyponatremia.  If  the 
plasma  osmolality  is  lower  than  the  normal 
of  290  ± 10  mOsm/Kg.,  then  12-hour 
weights,  blood  volume,  sodium  content  of  all 
body  losses  and  assessment  of  renal  function 
should  be  instituted. 

In  conclusion,  the  four  requirements2  for 
the  rapid  excretion  of  water  in  excess  of 
solute  are  reiterated,  since  in  the  final  an- 
alysis this  is  the  only  device  the  body  has 


to  prevent  the  development  of  hyponatremia. 
The  ability  to  form  a dilute  urine  and  to  ex- 
crete water  with  sufficient  speed  to  maintain 
a normal  osmotic  pressure  in  the  face  of 
large  intakes  of  fluid  depends  upon  (1)  the 
filtration  rate,  (2)  volume  flow  to  the  Loops 
of  Henle  and  the  distal  convoluted  tubule, 
(3)  the  reabsorption  of  sodium  and  anion 
in  this  area  with  resultant  freeing  of  water 
and  (4)  the  permeability  of  the  tubule  mem- 
brane to  water  in  the  diluting  area.  This 
last  is  a function  of  the  intact  hypothalamico- 
hypophyseal  system.  Most,  if  not  all,  cases 
of  hyponatremia  may  be  considered  as  the 
result  of  a disturbance  in  one  or  more  of 
these  four  factors.  □ 
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800  N.E.  13th  Street,  Oklahoma  City,  Oklahoma 


POSTGRADUATE  COURSE  ON  IMMUNOLOGY 
AND  TRANSPLANTATION  IN  APRIL 

A postgraduate  course — “Immunology  and  Transplantation” — de- 
veloped by  the  Department  of  Pediatrics  will  be  held  at  the  Children’s 
Memorial  Hospital,  University  of  Oklahoma  Medical  Center,  Oklahoma 
City,  on  April  29th  and  30th,  1964. 

Guest  speakers  include  Robert  A.  Good,  M.D.,  Department  of  Pedi- 
atrics, University  of  Minnesota  School  of  Medicine,  Minneapolis,  Minne- 
sota; Frank  J.  Dixon,  Jr.,  Scripps  Clinic  and  Research  Foundation,  La 
Jolla,  California;  and  Douglas  C.  Heiner,  M.D.,  Department  of  Pediatrics, 
University  of  Utah  School  of  Medicine,  Salt  Lake  City,  Utah. 

Further  details  may  be  obtained  from  the  Postgraduate  Office,  Uni- 
versity of  Oklahoma  Medical  Center,  800  N.E.  13th  Street,  Oklahoma 
City.  □ 


Journal  / February  1964  / Volume  57 


71 


/ 


medical  center 


Dean’s  Message 


The  number  of  applicants  for  admission  to 
the  University  of  Oklahoma  School  of  Med- 
icine next  fall  is  nearly  twice  that  of  four 
years  ago,  hopefully  indicating  a reversal 
of  the  trend  that  has  concerned  doctors  over 
the  nation  in  recent  years. 

At  the  close  of  the  filing  period  in  Dec- 
ember, a total  of  498  applications  had  been 
received  by  the  Board  of  Admissions  in  con- 
trast to  approximately  250  who  sought  ad- 
mission to  the  class  entering  in  1961.  The 
period  for  accepting  applications  opens  July 
1st  and  the  Board  of  Admissions  begins 
interviews  in  October.  Selection  of  the  class 
is  completed  in  March. 

Nationally,  the  AMA  Council  on  Medical 
Education  reported  the  first  upswing  in  six 
years,  a ten  per  cent  increase,  for  the  1962-63 
semesters. 

Applications  to  our  school  have  climbed 
steadily  since  1960-61,  rising  to  380  in  1961- 
62  and  to  grand  total  of  446  last  year.  Con- 
currently, there  has  been  a consistent  gain 
in  the  number  of  candidates  from  out-of- 
state  and,  in  fact,  the  only  increase  this  year 
over  last  was  in  the  non-resident  category. 
There  were  284  in-state  applicants,  one  less 
than  the  prior  year,  while  applications  from 
non-residents  showed  an  increase  of  53. 
However,  since  under  present  regulations  no 


more  than  ten  per  cent  of  each  class  can  be 
selected  from  out-of-state,  this  added  little 
to  the  potential  of  the  next  entering  class. 

Speculation  as  to  why  the  decline  in  ap- 
plicants has  been  halted  should  take  into 
account  the  increase  in  population  and  in 
undergraduate  enrollments.  The  war  babies 
are  now  reaching  medical  school  admission 
age. 

However,  we  believe  an  important  factor 
in  the  increased  number  of  in-state  applic- 
ations is  the  determined  effort  Oklahoma 
physicians  and  their  wives  have  made  during 
these  same  years  to  encourage  able  young 
people  to  consider  careers  in  medicine  and 
related  fields.  The  competition  from  other 
disciplines  continues,  nor  has  there  been  any 
decrease  in  the  cost  of  medical  education  or 
in  the  long  period  of  training  required,  often 
cited  as  deterrants  to  attracting  qualified 
students  into  medicine.  It  would  appear  that 
the  time  spent  in  counseling  with  high  school 
and  college  youth  and  the  money  contributed 
to  the  Oklahoma  State  Medical  Association 
scholarship  and  loan  fund  program  are  al- 
ready paying  dividends.  Inquiries  from  pros- 
pective applicants  indicate  that  the  latter 
program  has  given  encouragement  to  some 
promising  students  who  otherwise  would 
have  felt  they  were  financially  unable  to 
seek  a medical  education. 
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OSMA  Conference  Launches  New  Medicare  Campaign 


A project  designed  to  produce 
thousands  of  anti-Medicare  letters  to 
Washington  was  announced  to  med- 
cal  organization  leaders  at  the  re- 
cent OSMA  County  Officers  Confer- 
ence in  Oklahoma  City. 

Doctor  Rex  Kenyon,  Chairman  of 
the  Council  on  Public  Policy,  terms 
the  project  “Operation  — Waiting 
Room,”  to  coincide  with  the  AMA’s 
grass  roots  public  information  pro- 
gram, “Operation  Hometown.” 

Where  the  AMA  program  calls  for 
a broad  base  of  operations  at  the 
county  medical  society  level,  the 
OSMA  project  is  staged  in  the  phy- 
sician’s waiting  room  and  is  aimed 
directly  at  the  goal  of  producing  a 
large  volume  of  mail  to  Oklahoma’s 
Congressmen  and  Senators. 

“Operation — Waiting  Room”  con- 
sists of  an  18"  x 23"  poster  for  every 
physician’s  reception  room  and  a 
new  OSMA  folder  entitled  “Take  A 
Look  At  Medicare.”  The  poster  mes- 
sage contains  general  arguments 
against  the  Medicare  Bill  and  an 
appeal  for  the  reader  to  study  the 
folder,  then  express  his  written  op- 
position to  the  U.S.  Congressman 
from  his  district  and  to  both  Okla- 
homa Senators. 

In  the  folder — which  fits  conven- 
iently into  a pocket  on  the  face  of 
the  poster — the  reader  will  find  spe- 
cific objections  to  the  legislation, 
local  facts  and  figures  as  to  costs 
and  need,  and  letter-writing  instruc- 
tions. 

Letter-Writing  Station 

All  OSMA  members  are  being  fur- 
nished with  one  poster  and  an  initial 
supply  of  100  folders.  The  Council 
on  Public  Policy  is  requesting  the 
establishment  of  a letter- writing  sta- 
tion in  every  reception  room.  It  is 
suggested  that  doctors  set  up  the 


poster  display  on  a table  or  counter 
top  and  furnish  ball  point  pens  and 
writing  materials  (post  cards  and/or 
blank  stationary). 

Council  Chairman  Kenyon  further 
suggests  that  “Operation— Waiting 
Room”  be  given  the  personal  touch 
by  physicians  and  their  office  per- 
sonnel. 

“Human  nature  what  it  is,”  Ken- 
yon said,  “many  of  our  non-medical 
friends  cannot  be  sufficiently  moti- 
vated by  printed  matter  to  write 
their  elected  representatives  in  Wash- 
ington—it  will  take  a personal  re- 
quest by  the  doctor  or  his  reception- 
ist. 

“The  poster  and  folder  will  supply 
the  basic  information  necessary  to 
write  a short  note  of  opposition  to 
Medicare— the  writing  materials  and 
ball  point  pens  will  make  it  con- 
venient for  the  prospective  writer— 
and  the  motivation  can  be  accom- 
plished by  personally  asking  each  pa- 
tient to  take  a few  minutes  to  re- 
view the  information  and  register 
written  opposition.” 

Physicians  are  also  being  asked  to 
mail  the  correspondence  for  then- 
respondents.  However,  it  is  not  rec- 
ommended that  post  cards  be  pre- 
addressed. 

Goal:  10,000  Per  Day 

If  every  physician  in  the  state 
will  cooperate  on  “Operation— Wait- 
ing Room,”  and  produce  the  nominal 
number  of  five  letters  or  post  cards 
per  day,  a statewide  volume  of  ten 
thousands  letters  per  day  will  be 
attained! 

Oklahoma’s  congressional  delega- 
tion, regardless  of  personal  views  or 
political  commitments,  will  obvious- 
ly be  influenced  by  the  weight  of 
such  a tremendous  response. 

Doctor  Kenyon  urges  all  state  phy- 


sicians to  take  Medicare  very  seri- 
ously during  the  months  ahead. 

“The  House  Ways  and  Means 
Committee  has  completed  public 
hearings  on  the  bill  (H.R.  3920)  for 
this  session  of  Congress,”  Kenyon 
said,  “and  is  scheduled  to  vote  on 
the  measure  sometime  in  March. 

“Unless  millions  of  Americans  ex- 
press their  views  to  their  elected  rep- 
resentatives now  and  continue  to  do 
so  throughout  the  legislative  session, 
there  is  the  very  real  and  strong 
possibility  that  compulsory  social 
security  medicine  will  be  enacted 
into  law— and  it  will  be  too  late  then 
for  the  medical  profession  to  get 
concerned.” 

AMA  Program  Pushed 

The  Council  on  Public  Policy 
has  not  abandoned  the  AMA’s  “Op- 
eration Hometown”  program,  but  is 
simply  offering  the  poster  display  as 
a convenient  and  effective  adjunct 
to  the  more  comprehensive  AMA 
project. 

“Operation  Hometown”  kits  are 
being  mailed  to  the  legislative  com- 
mittee chairmen  of  all  county  med- 
ical societies  for  “full  and  immedi- 
ate implementation.” 

The  Medicare  battle  is  on  for  elec- 
tion year  1964— and  now  is  the  time 
for  organized  medicine’s  finest  ef- 
fort! “The  central  offices  of  the 
OSMA  and  the  AMA  cannot  do  the 
job  alone,”  Doctor  Kenyon  said.  “It 
must  be  every  physician’s  fight  if 
we  hope  to  win.” 

Order  Folders  from  OSMA 

Quantities  of  the  OSMA  folder, 
“Take  A Look  At  Medicare”  are 
available  at  cost  from  the  OSMA, 
Box  18696,  Oklahoma  City.  The 
price  is  $1.00  per  100  folders,  ship- 
ped prepaid.  □ 
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Officers,  Mental  Health 
Meetings  Attract  250 

The  1964  County  Officers  Confer- 
ence registered  150  OSMA  physi- 
cians and  wives— and  the  First  OSMA 
Mental  Health  Conference  attracted 
100  registrants — making  the  weekend 
of  January  25th-26th  a memorable 
occasion  in  the  history  of  the  Okla- 
homa State  Medical  Association. 

Registration  for  this  year’s  county 
officers  meeting  was  double  that  of 
the  first  OSMA  effort  in  1962.  An 
all-star  cast  of  speakers  enlightened 
county  medical  society  leaders  on 
such  subjects  as  medical  school  re- 
lationships, federal  legislative  and 
political  activities,  the  Kerr-Mills  pro- 
gram in  Oklahoma,  the  interrela- 
tionship of  medicine  and  religion  in 
the  treatment  of  the  whole  man,  and 
the  responsibilities  of  citizenship  and 
medical  society  leadership. 

The  appearance  of  U.S.  Congress- 
man Durward  G.  Hall,  M.D.,  high- 
lighted the  program.  A Missouri 
Republican,  Doctor  Hall  gave  up  his 
surgical  practice  for  politics.  At  the 
noon  luncheon  on  January  25th, 
he  delivered  an  inspirational  address 
concerning  the  state  of  the  nation 
and  the  need  for  greater  physician 
activity  in  government  affairs. 

Other  visiting  guest  speakers  in- 
cluded Aubrey  D.  Gates,  Director 
of  the  AMA’s  Field  Service  Division, 


James  B.  Foristel,  AMA  Lobbyist, 
William  R.  DeMougeot,  Ph.D.,  Tex- 
as debate  coach,  Honorable  J.  D. 
McCarty,  Speaker  of  the  Oklahoma 
House  of  Representatives,  Fred  W. 
Eberlein,  AMA  Department  of  Med- 
icine and  Religion,  and  Hoyt  D.  Gard- 
ner, M.D.,  Chairman  of  the  Ken- 
tucky Medical  Political  Action  Com- 
mittee. 

Mr.  Lloyd  E.  Rader,  Director  of 
the  Department  of  Public  Welfare, 
was  also  scheduled  to  appear  on  the 
program,  but  at  program  time  was 
represented  by  a member  of  his 
staff. 

OSMA’s  County  Officers  Confer- 
ence will  be  continued  as  an  annual 
event  designed  to  brief  newly-elect- 
ed county  officers  on  some  of  the 
key  issues  and  projects  confronting 
organized  medicine. 

Mental  Health  Meeting 

Doctor  George  Guthrey’s  Mental 
Health  Committee  conducted  the 
statewide  Conference  on  Mental 
Health  the  following  day,  January 
26th. 

Howard  Rome,  M.D.,  Mayo  Clinic 
psychiatrist,  headed  a program  de- 
signed to  form  guidelines  for  future 
OSMA  mental  health  policies.  Con- 
ference participants  were  given 
background  information  and  then  had 
the  opportunity  to  formulate  section 
reports  in  eight  key  areas  of  the 
overall  mental  health  program.  The 


reports  will  be  used  by  the  Mental 
Health  Committee  in  drafting  policy 
recommendations  for  the  annual 
meeting  of  the  House  of  Delegates 
next  May.  □ 

Participation  in  Regional 
Postgraduate  Courses 
Shows  Gain  Over  1963's 

With  three  Regional  Postgraduate 
Educational  Courses  now  completed 
and  five  remaining  to  be  held,  phy- 
sician participation  in  at  least  the 
first  two  courses  conducted  showed 
a substantial  gain  in  total  registra- 
tion over  the  first  two  courses  held 
a year  ago. 

During  January  of  this  year,  re- 
gional courses  were  conducted  in 
Ada  and  Altus  with  a registration  of 
30  and  44  physicians  respectively. 
In  January,  1963,  courses  were  held 
in  McAlester  and  Ponca  City.  The 
total  combined  registration  for  the 
two  meetings  netted  55  participants. 
Therefore,  participation  in  this 
year’s  Regional  Postgraduate  Edu- 
cational Courses  shows  a registra- 
tion increase  of  19  physicians  or  34.5 
per  cent  as  compared  to  the  same 
time  a year  ago. 

The  third  course  is  scheduled  for 
the  Hotel  Lawtonian  in  Lawton  on 
February  18th.  In  the  past,  phy- 
sicians in  the  Lawton  area  have  sup- 
ported the  programs  extremely  well, 
and  a record  turnout  for  the  Febru- 
ary meeting  can  be  anticipated  from 
early  advanced  reservations. 

Four  Courses  to  Go 

While  two  Regional  Postgraduate 
Educational  Courses  are  completed, 
and  the  Lawton  meeting  is  now  on  tap, 
four  others  remain  to  be  conducted. 
The  next  course  is  scheduled  for 
February  25th  in  Bartlesville.  The 
subject  for  the  February  25th  re- 
gional meeting  will  be  “The  Heart.” 

In  addition,  the  following  regional 
postgraduate  meetings  are  to  be  con- 
ducted on  the  following  dates,  with 
the  corresponding  subject  offered 
and  at  the  location  indicated: 

March  24 — “The  Central  Nervous 

System”— Texhoma  Lodge. 


Over  one  hundred  physicians  and  wives  attended  the  January  25th 
luncheon  program  to  hear  U.S.  Congressman  Durward  G.  Hall,  M.D.,  Spring- 
field,  Missouri. 
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March  31— “The  Central  Nervous 

System’  ’—Woodward. 

April  21— “The  Colon”— Enid. 

April  28 — “The  Pancreas”— Miami. 

Program  timing  as  well  as  the  de- 
centralized meeting  sites  are  factors 
in  keeping  with  the  general  purpose 
of  the  activity— which  is  to  bring 
high  quality  scientific  meetings  to 
the  doorstep  of  the  practicing  phy- 
sician with  a minimum  infringement 
on  office  hours. 

The  remaining  five  programs  will 
begin  at  4:30  p.m.  with  two  hours 
of  lecture  followed  by  dinner  and 
another  two-hour  period  of  lecture 
and  discussion.  A registration  fee 
of  $7.50  covers  dinner  and  the  scien- 
tific program. 

Courses  Open  to  OSMA  Members 

According  to  R.  R.  Hannas,  M.D., 
Chairman  of  the  Council  on  Profes- 
sional Education,  any  member  of 
the  Oklahoma  State  Medical  Associ- 
ation may  attend  any  of  the  offered 
courses.  Moreover,  the  chairman 
pointed  out  that  pre-registration  may 
be  made  at  the  OSMA  Executive 
Office  for  any  of  the  remaining 
courses  by  mailing  a check  in  the 
amount  of  $7.50  and  designating  the 
location  where  the  preferred  course 
is  being  held. 

Doctor  Hannas  noted,  however, 
that  physicians  living  in  counties 
within  a reasonable  distance  from 
a course  site,  would  be  sent  a notice 
containing  a registration  form  ap- 
proximately three  weeks  prior  to 
meeting  in  their  area. 

Television  Programs  Underway 

A series  of  eleven  one-night-a-week 
televised  Postgraduate  Medical  Ed- 
ucation Programs  was  launched  on 
January  6th. 

Beginning  with  the  program  tele- 
vised January  6th,  followed  by  the 
February  13th  production,  nine  pro- 
grams can  still  be  seen  by  Okla- 
homa physicians.  From  February 
20th  through  April  16th,  Oklahoma 
physicians  can  conveniently  tune 
their  TV  sets  to  either  channel  11, 


KOED-TV,  Tulsa,  or  channel  13, 
KETA-TV,  Norman  and  view  the  va- 
riety of  medical  education  topics  of- 
fered every  Thursday  evening,  be- 
ginning at  9:35  p.m. 

The  televised  Postgraduate  Medi- 
cal Education  Programs  are  spon- 
sored by  the  Oklahoma  State  Medi- 
cal Association,  through  its  Council 
on  Professional  Education,  and  the 
Department  of  Postgraduate  Edu- 
cation of  the  University  of  Oklahoma 
Medical  Center.  Cost  for  under- 
writing the  series  is  borne  by  the 
OSMA. 

On  the  following  dates,  the  corre- 
sponding medical  education  subjects 
will  be  presented  on  channels  11  and 
13  for  Oklahoma  physicians’  review: 

February  20— “Clinical  Aspects  of 
Emphysema” 

February  27— “Toxemia  of  Preg- 
nancy” 

March  5 — “Pyelonephritis” 

March  12 — “The  Nephrotic  Syn- 
drome” 

March  19— “Aspirin  Poisoning  in 
Children” 

March  26 — “Radiology  in  Health 
and  Disease — Part  I” 

April  2— “Radiology  in  Health  and 
Disease— Part  II” 

April  9— “Management  of  Congenital 
Heart  Disease” 

April  16 — “Gynecology”  □ 


Oklahoma  Chapter  of  ACS 
Will  Meet  in  February 

The  annual  rotating  clinical  meet- 
ing of  the  Oklahoma  Chapter,  Ameri- 
can College  of  Surgeons,  will  be  held 
at  2 p.m.,  February  29,  in  the  Uni- 
versity of  Oklahoma  School  of  Medi- 
cine auditorium.  All  members  of  the 
Oklahoma  State  Medical  Association 
are  invited,  Hays  R.  Yandell,  M.D., 
Tulsa,  chapter  president,  announced. 
The  clinical  program  will  be  fol- 
lowed by  cocktails  and  dinner  at  6:30 
p.m.  at  the  Oklahoma  City  Golf  and 
Country  Club.  Admission  will  be  by 
ticket  only.  □ 


NOW  ENROLLING 
FOR  '64 


Boys 


KAMP 


37TH  YEAR 

• Coaching,  competing,  and  con- 
ditioning in  all  sports. 

• White  and  Buffalo  River  canoe 
trips. 

• Swimming,  diving,  water  skiing, 
Scuba  diving. 

• Riflery,  archery  and  fishing. 

IN  THE  HEART  OF  THE 
OZARKS 

ON  LAKE  TANEYCOMO 
BRANSON,  MISSOURI 


for 


Girls 


R 


KAMP 


6TH  YEAR 

• Instruction  and  play  in  land 
sports. 

• River  and  lake  canoe  trips. 

• Art,  dance,  and  crafts. 

• Swimming  and  water  skiing. 

• Riflery  and  archery. 

• Drama,  Poise  and  Charm. 

TWO  FIVE  WEEK  TERMS 
Ages:  8 thru  16 


Write  for  catalog,  movie  dates,  and 
list  of  Oklahoma  Patrons: 


Winter  Address 
C.  G.  "SPIKE"  WHITE 
702  Thomas  Lane 
College  Station,  Texas 


Journal  / February  1964  / Volume  57 


75 


nnouncina 


JH. 


ove 


The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 

(Formerly  Beverly  Hills  Clinic  and  Sanitarium) 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Bulidings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 


PSYCHIATRY 

A.  J.  Schwenkenberg,  M.D. 

Joseph  L.  Knapp,  M.D. 
Jackson  H.  Speegle,  M.D. 
Fred  H.  Jordan,  M.D. 


PSYCHIATRY 
Joseph  H.  Lindsay,  M.D. 
John  T.  Holbrook,  M.D. 
PSYCHOLOGY 

Traudl  E.  Jordan-Diener,  Ph.D. 
W.  R.  Garretson,  M.  A. 


1353  N.  Westmoreland  ☆ Dallas  11,  Texas  ft  FE  1-8331 
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Pontotoc  Society 
Inaugurates  Annual 
Postgraduate  Course 

The  “First  Annual  Symposia  on 
Selected  Subjects’’  will  be  inaugu- 
rated on  March  13th  and  14th  by  the 
Pontotoc  County  Medical  Society. 

Slated  for  the  Oak  Hills  Golf  and 
Country  Club  in  Ada,  the  meeting 
will  feature  Friday  afternoon  and 
Saturday  morning  scientific  sessions, 
a Friday  evening  social  hour,  dinner 
and  program  of  entertainment,  and 
special  activities  for  physicians’ 
wives  during  the  scientific  program 
periods. 

All  members  of  the  Oklahoma  State 
Medical  Association  and  their  wives 
are  invited  to  attend  the  meeting  as 
guests  of  the  Pontotoc  County  phy- 
sicians. There  will  be  no  registra- 
tion fee  or  charge  for  dinner.  Also, 
physicians  in  northern  Texas  are 
being  asked  to  attend  the  meeting 
which  is  planned  as  an  annual  event. 

Program  Outlined 

Registration  will  be  conducted 
from  10:00  a.m.  until  1:00  p.m.  on 
March  13th  at  the  Oak  Hills  club 
house. 

The  scientific  program  for  Friday 
afternoon— which  begins  at  1:00  p.m. 
and  concludes  at  5:30  p.m.— will  fea- 
ture discussions  on:  “Oral  Therapy 
in  Diabetes— A Perspective”— John 
A.  Galloway,  M.D.,  Medical  Research 
Division  of  Eli  Lilly;  “Modern  Con- 
cepts in  the  Control  of  Hyperten- 
sion”—W.  Arthur  Staub,  M.D.,  Ciba 
Pharmaceutical  Company;  “Alcohol- 
ism”—Bruce  H.  Medd,  M.D.,  Roche 
Laboratories;  “Research  Aspects  of 
Heparin”— Leon  Freeman,  Ph.D., 
Riker  Laboratories;  “Endocrine  Con- 
trol of  Renal  Function” — Robert  T. 
Manning,  M.D.,  Assistant  Professor 
of  Medicine,  University  of  Kansas; 
“Respiratory  Problems  in  General 
Practice”— T.  J.  Ormsby,  M.D.,  E. 
R.  Squibb  and  Sons;  “Pediatric  Urol- 
ogy”—Alexander  Keller  Doss,  M.D., 
Ft.  Worth,  Texas. 

On  Saturday  morning,  from  8:30 
a.m.  until  12:30  p.m.,  the  program 
will  consist  of:  “Rqcent  Advances 


in  Insulin  and  Insulin  Therapy”— 
Doctor  Galloway;  “Hypertension” — 
Doctor  Staub;  “Sulfonamides”— 
Doctor  Medd;  “Clinical  Uses  of  Hep- 
arin”— Doctor  Freeman.  “Renal 
Function”— Doctor  Manning;  “New- 
er Penicillins”  — Doctor  Ormsby; 
“Pediatric  Urology” — Doctor  Doss. 

The  Friday  evening  social  hour 
will  begin  at  6:30  p.m.,  followed  by 
a buffet  dinner  and  entertainment. 

Excellent  housing  accommodations 
are  available  in  Ada,  and  reserva- 
tions should  be  made  by  contacting 
the  Aldridge  Hotel,  the  Indian  Hills 
Motel,  or  the  Trails  Motel.  □ 

Delegates7  Speaker 
Requests  Volunteers 
And  Resolutions 

The  Speaker  of  the  OSMA  House 
of  Delegates,  Marshall  O.  Hart,  M.D., 
Tulsa,  has  issued  a reminder  to  Del- 
egates and  all  other  members  of 
the  association  concerning  the  plan- 
ning and  conduct  of  the  annual  House 
of  Delegates  session,  which  is  sched- 
uled for  May  1st  and  2nd,  in  Okla- 
homa City. 

First,  he  has  requested  the  early 
reporting  of  county  medical  society 
delegates  and  alternate  delegates  in 
order  to  expedite  the  appointment 
of  the  committees  necessary  to  con- 
duct the  meeting  properly.  Newly- 
elected  county  representatives  should 
be  reported  at  once  to  the  OSMA 
headquarters,  Box  18696,  Oklahoma 
City. 

Doctor  Hart  also  urges  all  dele- 
gates who  are  interested  in  volun- 
teering for  service  on  a Reference 
Committee  to  contact  him  soon  and 
make  their  preferences  known.  “Ref- 
erence committee  work  is  difficult 
and  requires  dedication,”  Hart  said, 
“and  an  interested  volunteer  will  un- 
doubtedly serve  better  than  a 
draftee.” 

He  also  reminds  the  entire  mem- 
bership of  the  OSMA  that  they  are 
not  only  welcome  but  are  earnestly 
solicited  to  attend  the  Reference 
Committee  hearings,  which  will  take 
place  on  the  late  afternoon  and  eve- 
ning of  Friday,  May  1st,  following 


the  opening  general  session  of  the 
House  of  Delegates.  Policy  matters 
presented  to  the  House  in  the  open- 
ing session  will  be  referred  to  the 
committees  for  recommendation  prior 
to  taking  f nal  action  on  Saturday 
morning. 

“During  Reference  Committee 
hearings,  any  member  of  the  asso- 
ciation-delegate or  not— may  iex- 
press  his  views  on  the  policy  items 
under  consideration,”  Doctor  Hart 
explained. 

“I  also  hope  that  many  non-dele- 
gate members  will  audit  the  gen- 
eral sessions  of  the  House  of  Dele- 
gates to  acquaint  themselves  with 
the  activities  of  the  legislative 
branch  of  the  OSMA.” 

Call  For  Resolutions 

Much  of  the  policy-making  of  the 
association  is  brought  about  through 
the  introduction  of  resolutions.  Reso- 
lutions may  be  initiated  by  any  mem- 
ber of  the  association,  but  are  most 
often  drafted  by  action  of  a county 
medical  society.  County  resolutions 
must  bear  the  signature  of  the  coun- 
ty medical  society  secretary,  and  in- 
dividual resolutions  must  be  signed 
by  their  authors. 

All  resolutions  are  required  to  be 
filed  with  the  OSMA  Executive  Of- 
fice at  least  thirty  days  prior  to  the 
convening  of  the  House  of  Dele- 
gates. For  the  1964  meeting,  no 
resolutions  can  be  accepted  after 
March  31st,  except  with  the  approval 
of  the  OSMA  Board  of  Trustees. 

Doctor  Hart  advises  county  medi- 
cal societies  and  individual  mem- 
bers that  the  OSMA  Resolutions 
Committee,  c/o  OSMA  Executive 
Office,  will  assist  in  drafting  reso- 
lutions or  in  providing  reference 
materials. 

Criticism  Invited 

Doctor  Hart  invites  “any  construc- 
tive criticism  of  the  House  of  Dele- 
gates meeting  which  will  lead  to 
improvement. 

“The  operation  of  the  meeting  is 
far  from  perfection,”  Hart  said,  “and 
I know  we  will  never  please  every- 
one. But,  to  the  best  of  my  ability. 

(Continued  on  Page  79) 
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NOW  LEASING. . . 


FOR  OCCUPANCY  IN  LATE  1964 


MIDWEST  CITY  MEDICAL  ARTS  CENTER 


To  Be  Located  2 Blocks  East  of  the 
NEW  MIDWEST  CITY  HOSPITAL 

• Designed  for  Efficiency 
• Ample  Parking 

• Beautiful  Landscaping 

OFFICES  CAN  BE  DESIGNED  TO  SUIT  YOUR  NEEDS 

LIMITED  SPACE  AVAILABLE 

For  Information  — Call  or  Write 

CLINICAL  DEVELOPMENT  CORPORATION 

4500  Lincoln  Blvd.  Oklahoma  City,  Okla.  GA  4-4641 
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SPEAKER  . . . 

(Continued  from  Page  77) 

the  meeting  will  be  conducted  fair- 
ly and  justly  with  equality  for  all 
and  with  special  privilege  for  none.” 

Credentials  cards  will  be  mailed 
from  the  OSMA  office  to  all  elected 
and  certified  delegates  before  April 
1st.  In  the  event  a delegate  cannot 
attend  the  meeting  due  to  some 
emergency  situation,  he  signs  the 
card  over  to  his  alternate  delegate. 
County  society  officers  should  make 
certain  that  their  electorates  are 
fully  represented  at  the  policy-mak- 
ing meeting.  □ 

THE  RESPONSIBILITY  . . . 

(Continued  from  Page  49) 

leaders  ‘‘by  act  of  Congress”  were 
a far  cry  from  being  ideal  leaders. 
History  teaches  us  that  the  leaders 
of  the  past  had  consciously,  or  un- 
consciously, followed  the  rule  of  Abe 
Lincoln  when  he  said,  ‘‘I  shall  study 
and  learn  so  that  when  the  time 
comes  I shall  be  ready.”  If  a one  or 
two  word  definition  were  required  it 
would  surely  consist  of  “knowledge” 
and  “foresight.” 

How  has  our  profession  fared  in 
those  elements?  If  we  think  only 
in  terms  of  scientific  achievements, 
we  are  safe.  The  advances  made  in 
the  past  generation  of  time  over- 
shadow all  advancements  of  history 
in  medical  science.  In  that  field  we 
are  unquestioned  and  unchallenged. 

If,  however,  we  think  in  terms  of 
how  well  our  profession  has  fared 
in  keeping  abreast  of  the  equally 
vast  changes  in  the  socio-economic 
affairs,  I fear  that  we  are  still  staring 
the  old  mules  in  the  rear!  Many,  if 
not  most,  of  these  changes  that 
have  to  do  with  our  profession  are 
direct,  or  indirect  results  of  our 
own  advancements  in  the  science  of 
medicine.  We  have  been  so  absorbed 
in  these  achievements,  and  have  be- 
come entirely  too  smug  in  thinking 
that  such  progress  would  so  endear 
us  to  the  people  that  they  could  and 
would  have  no  part  in  our  undoing, 
that  we  have  not  taken  the  time  and 


interest  to  look  at  the  changes  in  the 
world  outside  of  our  remarkable  ad- 
vancements. We  have  forgotten  that 
there  can  be  no  action  without  some 
reaction.  Basic  physics  teaches  us 
that  if  we  push  against  that  wall, 
that  the  wall  exerts  an  equal  force 
against  us,  up  to  the  limits  of  its 
strength.  Once  that  limit  is  over- 
come and  the  wall  gives  way,  no  one 
here  would  doubt  but  that  there 
would  be  some  reaction! 

Permit  me  to  review  some  of  the 
“reactions”  that  have  occurred,  both 
directly  and  indirectly,  as  a result 
of  our  own  brilliance  and  that  of 
our  fellow  scientists  in  other  fields: 
—New  drugs  were  made,  in  them- 
selves expensive,  and  new  pro- 
cesses of  utilization  followed. 

—The  “country  physician,”  includ- 
ing me,  stopped  practicing  out  of 
the  little  black  bag  and  moved 
into  offices  and  hospitals. 
—Hospitals  became  places  to  live, 
rather  than  places  to  die,  as  had 
been  the  previous  concept,  all  too 
often. 

— Early  ambulation  of  surgical  pa- 
tients took  them  off  the  bed-pans 
and  created  demands  for  more 
toilet  facilities,  as  well  as  many 
other  changes  in  hospital  struc- 
tures. 

—Far  more  laboratories  were  need- 
to  diagnose  and  control  the  usage 
of  the  new  drugs  and  devices. 
—Atomic  advances  brought  forth  de- 
mands for  new  facilities. 

—More,  plus  new  types,  of  tech- 
nicians and  workers  were  needed 
and  the  training  facilities  were  ex- 
panded, though  still  far  short  of 
needs. 

—Life  was  lengthened.  Weaklings 
are  being  kept  alive,  only  to  de- 
mand more  help  and  devices  to 
continue  their  miserable  lives. 
—The  old  leaders  of  the  cause  of 
death  were  replaced  by  new  ones, 
that  created  demands  for  their  al- 
leviation. 

— People  were  caught  up  in  the  ex- 
citement of  the  new  developments 
and  became  smart  in  their  own 
right,  and  demanded  ways  and 
means  of  having  for  themselves 


some  of  the  results  of  these  ad- 
vancements — and  why  shouldn’t 
they? 

—And  they  appealed  for  help,  and 
all  too  often,  we  who  could  see  so 
well  and  hear  so  clearly,  neither 
saw  nor  heard  their  appeals. 

—In  our  land  the  people  rule,  and 
their  cries  became  the  cries  of 
the  lawmakers,  and  so  laws  were 
proposed— and  passed. 

—And  finally,  we  the  profession,  be- 
gan to  see  that  things  are  being 
done  that  are  detrimental  to  all 
that  we  have  accomplished  in  the 
past.  Those  whom  we  have  served 
so  well,  seemingly  having  turned 
their  backs  upon  us— their  bene- 
factors—and  are  attempting  to 
make  rules  and  regulations  that 
we  know  will  destroy  the  very 
goose  that  laid  the  golden  egg. 
—And  now  we  scurry  hither  and  yon, 
crying  that  we  are  being  double- 
crossed!  We  have  created  our 
own  Frankenstein!  The  public  is 
trying  to  control  him. 

Of  course,  the  above  listing  is  over- 
simplified, as  many  other  factors 
have  contributed  to  the  picture,  but 
the  basic  facts  of  our  own  short- 
comings must  not  be  overlooked.  So 
where  do  we  go  from  here? 

I believe  that  the  people  have  al- 
ways wanted  and  expected  the  pro- 
fession to  guide  them  in  their  ef- 
forts to  secure  these  “blessings  of  lib- 
erty” for  themselves.  The  reactions 
have  been  but  the  natural  result  of 
nature  attempting  to  fill  a vacuum. 
We  have  broken  all  sound  barriers 
with  the  speed  of  our  accomplish- 
ments, and  have  gotten  so  far  ahead 
that  we  were  not  able  to  hear  the 
“sonic  boom”  that  followed.  And 
now  that  ride  is  over,  we  find 
our  windows  broken,  and  we  try  to 
blame  it  all  on  the  neighborhood  de- 
linquents! Many  things  have  trans- 
pired while  we  have  been  on  this 
supersonic  scientific  splurge— things 
that  are  different  than  before— things 
that  will  never  be  the  same  again. 
We,  ourselves,  must  do  some  adjust- 
ing to  the  changes.  “The  moving 
finger  writes,  and  having  writ,  moves 
on.” 
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news 

It  is  more  than  significant  that 
some  150,000,000  people  are  now  cov- 
ered by  some  form  of  voluntary 
health  insurance.  Did  they  take  that 
coverage  out  because  we,  the  pro- 
fession, told  them  to?  Have  we  done 
our  part  to  encourage  them  to  do  so? 
This,  in  my  way  of  thinking,  is  one 
of  the  most  important  bits  of  tangible 
evidence  available,  that  people  are 
going  to  demand  help  in  meeting 
their  bills,  and  will  secure  such  help. 
We  can  no  longer  fail  to  heed  those 
demands.  We  can  cry  all  we  wish 
about  some  of  the  evils  that  go  with 
third  parties,  but  we  all  know  that 
there  is  one  third  party  whose  evils 
will  multiply  ten-fold. 

It  is  significant  that  our  medical 
school  enrollments  have  increased 
38  per  cent  during  the  past  15  years, 
but  to  keep  the  present  ratio  of  phy- 
sicians to  population,  it  will  need  to 
increase  50  per  cent  by  1975.  We 
dare  not  overlook  the  fact  that  ex- 
penditures for  medical  schools  for 
the  past  15  years  have  increased  by 
630  per  cent.  Not  the  least  significant 
fact  is  that  today  Federal  funds  pro- 
vide 46  per  cent  of  this  total  ex- 
penditure, which  exceeds  that  pro- 
vided by  State  and  local  funds;  and 
that  Federal  grants  for  research  now 
amount  to  76  per  cent  of  the  total  in 
our  medical  schools.  Add  to  these 
the  fact  that  the  number  of  interns 
and  residents  have  increased  by  167 
per  cent  in  15  years,  a fact  that  re- 
flects upon  the  output  of  family  prac- 
titioners, and  the  trend  becomes 
unmistakable.  Can  we  imagine  for 
an  instant  that  the  public  is  not  go- 
ing to  be  involved,  and  that  some- 
where down  the  road  they  will  not 
again  start  methods  to  “fill  the 
vacuum?” 

George  Bugbee,  Director  of  Health 
Information  Foundation  and  Chair- 
man of  the  Joint  Committee  of  the 
American  Hospital  Association  and 
the  Public  Health  Service  on  Area- 
wide Planning  of  Hospitals  and  Re- 
lated Health  Facilities  says:  “Those 
who  contemplate  the  future  of  med- 
ical practice  cannot  but  be  con- 


cerned with  the  many  critical  prob- 
lems to  be  faced,  a most  conse- 
quential one,  for  the  consumer,  being 
a sufficient  number  of  physicians 
properly  trained  and  willing  to  act  as 
family  medical  counselors.  This  is 
particularly  important  with  an  aging 
population  suffering  over  the  years 
with  chronic  illness.”  The  public  is 
not  asleep. 

This  same  Bugbee,  whose  name  is 
used  as  “the  Bugbee  Report  on 
Areawide  Hospital  Planning”  is  be- 
ing heard  in  many  fields.  We  have 
properly  stated  our  objections  to  this 
plan,  and  rightly  so,  because  it  con- 
tains many  vicious  implications,  but 
we  have  not  given  solutions  to  the 
problems  which  implemented  the 
study  and  the  report.  As  a specific 
example,  may  I remind  you  that 
each  year  officials  in  the  State 
Health  Department  receive  $3,500,000 
from  the  Hill-Burton  funds  to  be  ex- 
pended for  hospital  construction. 
Those  charged  with  the  proper  utili- 
zation of  these  funds  do  not  like  what 
they  see  in  the  Bugbee  report  any 
better  than  we  do.  They  want— and 
need — our  help  in  devising  plans  for 
the  proper  utilization  of  these  funds. 
What  shall  be  our  answer?  Shall  we 
neglect  them  and  force  them  to  use 
the  only  presently  available  proposal 
for  their  use? 

Nor  can  we  disregard  the  impli- 
cations attendant  upon  all  of  the 
activities  in  mental  health.  We  know 
that  proposals  are  to  be  made,  laws 
proposed  and  passed,  many  facilities 
asked  for  and  received.  Demands 
will  be  enormous  for  personnel.  Can 
our  profession  afford  to  sit  by  and 
permit  these  things  to  happen  with- 
out our  guidance  and  leadership? 

The  crux  of  the  problems  of  med- 
ical leadership  is  not  in  the  ignorance 
of  the  leaders,  but  the  misapprehen- 
sions, misunderstandings,  and  apathy 
of  the  followers  and  the  individual 
practitioners.  There  are  many  of 
our  profession  who  have  made  many 
studies  and  have  been  crying  vainly 
for  action  for  many  years,  but  their 
efforts  have  been  thwarted  by  the 
inactivity  of  the  membership.  But 
even  then  our  knowledge  of  the  impli- 


cations of  the  actions  and  reactions 
is  woefully  lacking  in  many  of  the 
fields. 

Can  we  say  what  lies  ahead?  Can 
we,  as  a profession,  project  ourselves 
ahead  to  a realistic  appraisal  of  the 
needs  of  the  next  generation?  To 
give  adequate  leadership  for  the  fu- 
ture, attempts  must  be  made  to  do 
just  that.  In  the  meantime  we  must 
be  extremely  busy  just  catching  up 
with  events  that  have  transpired  and 
are  now  operative.  It  must  become 
a part  of  every  physician’s  life  to 
apprise  himself  of  just  what  our 
status  is  today.  Instead,  far  too 
many  are  still  crying  about  the  losses 
that  have  already  gone  down  the 
drain.  Too  many  of  us  are  wasting 
our  efforts,  not  on  the  main  prob- 
lems, but  at  the  unsightly  minor  fail- 
ures within  the  wrappings.  We  are 
more  concerned  with  the  minor  flaws 
of  an  imperfect  system  than  we  are 
with  the  basic  issue  of  much  more 
fundamental  danger. 

No  leader  can  go  so  far  and  so  fast 
as  to  lose  touch  with  his  followers, 
as  he  then  becomes  a lone  crusader 
with  no  followers.  Leadership  can 
progress  only  so  far  and  so  fast  as 
the  followers  can  accept  and  under- 
stand the  aims  and  purposes  ex- 
pressed by  the  leader.  It  therefore 
becomes  self-evident,  that  for  the 
profession  to  assume  leadership  in 
the  fields  that  demand  our  leader- 
ship, the  individual  members  of  the 
profession  must  themselves  do  some 
catching  up  with  the  problems  at 
hand.  Each  individual  must  become 
a full  fledged  citizen  and  assume  his 
duties  and  responsibilities.  He  then 
can  begin  to  see  the  demands  that 
are  being  made  for  leadership,  and 
begin  to  get  some  ideas  of  the  needs 
and  the  vacuums. 

Each  individual,  as  a man  of  sci- 
ence, must  be  willing  to  objectively 
assess  facts  as  they  exist,  and  ac- 
cept methods  for  improvement  in 
exactly  the  same  manner  that  he 
accepts  a new  drug  for  an  old  con- 
dition. This  seems  to  be  one  of  the 
most  difficult  things  for  physicians 
to  do.  They  willingly  accept  a new 
method  of  scientific  treatment,  but 


80 


Oklhaoma  State  Medical  Association 


DEATHS 


rebel  with  the  mere  mention  of  a 
new  approach  to  socio-economic  af- 
fairs. I am  sure  it  is  basically  be- 
cause we  understand  medicine  and 
do  not  understand  socio-economic 
affairs.  I wish  I did.  I am  sure  that 
we  had  better  begin  to  understand 
them! 

Have  we  moved  too  far,  and  too 
fast?  Should  we  halt  all  scientific 
advances  until  we  can  catch  up  with 
the  socio-economic  changes  that  have 
been  produced?  Can  we  afford  to 
continue  in  the  operation  of  our 
Frankenstein  with  no  thought  to  the 
effects  that  he  is  having  upon  the 
lives  of  our  patients?  Can  we,  as  in- 
dividual practitioners,  continue  to 
examine  patients  and  prescribe  treat- 
ments with  no  regard  to  the  cost?  I 
say  once  more,  as  I have  said  in 
every  district  in  the  State  of  Okla- 
homa, the  time  has  come  when  every 
physician  must  pay  as  much  atten- 
tion to  these  things  as  he  does  to 
his  science.  I repeat  to  you,  that 
the  practice  of  medicine  no  longer 
consists  only  of  examination  and 
treatment— it  now  and  will  continue 
to  be  this — plus  being  a citizen  and 
aiding  in  the  solutions  of  these  socio- 
economic affairs. 

Many  of  these  problems  that  I have 
touched  on,  and  many  others  now 
and  to  come,  are  quite  distasteful 
and  foreign  to  us.  Be  assured  that 
if  you  think  the  problem  itself  is 
distasteful,  the  answer  that  might 
result  can  be  very  much  more  dis- 
tasteful. 

To  those  of  you  who  are  reticent 
to  accept  this  version  and  wish  to 
continue  to  practice  only  the  scien- 
tific part,  permit  me  to  remind  you 
that  if  developments  continue  at  the 
pace  they  are  going  and  complete 
socialization  and  regimentation  re- 
sults, then  you  will  not  only  be  per- 
mitted to  practice  in  just  that  man- 
ner, you  will  be  punished  if  you 
attempt  more.  Not  only  will  you 
be  required  to  practice  just  your 
profession,  you  will  be  told  when, 
where,  how  and  with  no  questions, 
please ! Except  that  the  bureau- 
cratic g e s t a p o will  not  say, 
“Please.”  □ 


WALTER  A.  HUBER,  M.D. 

1894-1963 

A former  Tulsa  opthalmologist, 
Walter  A.  Huber,  M.D.,  died  in 
Cheyenne,  Wyoming,  December  15, 
1963. 

A 1919  graduate  of  the  University 
of  Oklahoma  School  of  Medicine, 
Doctor  Huber  had  practiced  in  Tulsa 
for  40  years  prior  to  his  retirement 
in  1959.  Since  then  most  of  his  time 
had  been  spent  in  Colorado  Springs. 

Doctor  Huber  was  presented  an 
Honorary-Life  Membership  by  the 
Oklahoma  State  Medical  Association 
in  1960. 


HARRY  A.  HAAS,  M.D. 

1881-1964 

A long-time  Sapulpa  physician  died 
in  Vinita  on  January  5,  1964. 

A native  of  Montoursville,  Pennsyl- 
vania, Doctor  Haas  graduated  from 
the  University  of  Missouri  School  of 
Medicine  in  1904.  Specializing  in 
EENT,  he  practiced  medicine  in 
Sapulpa  for  45  years  before  moving 
to  Disney  12  years  ago. 

Recognizing  his  long  years  of 
service  to  the  medical  profession, 
Doctor  Haas  was  awarded  a Life 
Membership  by  the  Oklahoma  State 
Medical  Association  in  1951. 


ROBERT  0.  RYAN,  M.D. 

1902-1963 

Norman  physician,  61-year-old 
Robert  O.  Ryan,  M.D.,  died  Decem- 
ber 29,  1963. 

Born  in  Hickory,  Indian  Territory, 
in  1902,  Doctor  Ryan  graduated  from 
the  University  of  Oklahoma  School 
of  Medicine  in  1937.  He  practiced 
medicine  in  both  Canton  and  Fair- 
view  before  moving  to  Norman. 

Doctor  Ryan  took  an  active  interest 
in  both  medical  and  civic  affairs. 
He  served  three  terms  on  Norman’s 
City  Commission  and  served  as  may- 
or in  1960-61. 


CLIFTON  P.  GILLESPIE,  M.D. 

1887-1963 

Clifton  P.  Gillespie,  M.D.,  76-year- 
old  psychiatrist,  died  October  19, 
1983. 

Born  in  Buckatunna,  Mississippi  in 
1887,  Doctor  Gillespie  graduated  from 
Mississippi  Medical  College  in  1912. 
For  25  years  he  served  in  the  United 
States  Government  Indian  Service  in 
Oklahoma,  Kansas  and  Nevada.  In 
1923,  he  came  to  Oklahoma  City  and 
established  his  practice  in  Bethany. 

At  the  time  of  his  death,  Doctor 
Gillespie  was  with  the  Central  State 
Hospital  in  Norman. 


GLADYS  K.  DOLAN,  M.D. 

1895-1964 

Gladys  K.  Dolan,  M.D.,  68-year-old 
Tulsa  physician  died  January  15, 
1964. 

Born  in  Meadow  Grove,  Nebraska, 
Doctor  Dolan  graduated  from  Rush 
Medical  School  in  1931.  In  1948,  she 
came  to  Tulsa  where  for  two  years 
she  was  a member  of  the  Tulsa 
City-County  Health  Department 
staff.  From  1954  to  1962,  she  was 
on  the  staff  of  the  Children’s  Medical 
Center.  The  center’s  auxiliary 
awarded  her  a life  membership  in 
1956  and  established  a perpetual  fund 
in  her  honor  to  help  needy  children. 

Doctor  Dolan  was  a member  of  the 
Alpha  Omega  Alpha. 


HERMAN  FAGIN,  M.D. 

1900-1964 

Herman  Fagin,  M.D.,  retired  Okla- 
homa City  internist,  died  February 
2,  1964  in  Denver,  Colorado. 

A native  of  Oklahoma,  the  63-year- 
old  physician  graduated  from  the 
University  of  Oklahoma  School  of 
Medicine  in  1923  where  he  later  be- 
came Associate  Professor  of  Internal 
Medicine.  □ 
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Miscellaneous  Advertisements 


Wain!  ASSOCIATE  leading  to 
partnership.  Well  established  In- 
ternal Medicine  practice,  Tulsa.  Con- 
geniality as  important  as  ability. 
Contact  Key  B,  The  Journal,  Okla- 
homa State  Medical  Association,  P.O. 
Box  18696,  Oklahoma  City,  Okla- 
homa. 

SPLENDID  opportunity  to  move 
right  in.  Complete  office  furnishings 
for  sale,  including  treatment  room 
equipment  and  reception  room  fur- 
niture, also  secretary’s  desk,  etc.  and 
doctor’s  private  office  furniture.  The 
office  space  is  available  if  desired. 
Contact  Key  H,  The  Journal,  Okla- 
homa State  Medical  Association,  P.O. 
Box  18696,  Oklahoma  City,  Oklahoma. 

AVAILABLE  July  1,  1964,  1959 
graduate  of  the  University  of  Texas. 
Residency  in  Ob-GYN.  Contact  Joe 
Don  Hughes,  M.D.,  1128  Winnie,  Gal- 
veston, Texas. 

EXCELLENT  clinic  site  now  avail- 
able. One  block  west  of  St.  Anthony 
Hospital,  115  x 190  plus  20  foot  alley 
on  three  sides.  Under  $75,000.00. 
Creative  Brokers,  Inc.,  2720  Classen 
Blvd.,  JA  8-3458.  Dawson  and  Held- 
enbrand. 

FOR  SALE:  X-Ray  Patrician  200 
MA  with  all  accessories  except  mo- 
tor drive.  Attractive,  well  cared 
for,  and  efficient  machine,  two  years 
old.  Discount  of  25  per  cent  off  1961 
price.  $1,000  down,  will  finance  bal- 
ance, including  installation,  if  de- 
sired. Contact  Key  A,  The  Journal, 
Oklahoma  State  Medical  Association, 
P.O.  Box  18696,  Oklahoma  City,  Okla- 
homa. 

CLINIC  BUILDING  for  lease,  1250 
square  feet  floor  space,  air-condi- 
tioned. Located  Pryor,  Oklahoma. 
Open  hospital  available.  Contact 
Warren  G.  Gwartney,  M.D.,  2570 
South  Harvard,  Tulsa,  Oklahoma. 


G.P.  INTERESTED  in  general  sur- 
gery, available  for  practice  October 
1,  1964.  Graduate  of  University  of 
Iowa  School  of  Medicine.  Medical 
service  completed.  Contact  William 
E.  Hall,  M.D.,  1022  Callanan  Dr.,  St. 
Louis,  Missouri. 


COMPLETELY  EQUIPPED  gen- 
eral practice  available  in  Norman, 
Oklahoma.  Office  equipment  includ- 
ing x-ray  and  ECG  for  sale;  clinic 
building  for  lease;  patient  records 
available.  Equipment  and  building 
available  due  to  unexpected  death 
of  Robert  Ryan,  M.D.  If  interested, 
contact  Mrs.  Robert  Ryan,  1017  Jen- 
kins, Norman  or  Grady  Ryan,  M.D., 
Box  97,  Lindsay,  Oklahoma. 


IDEAL  opening  for  young  doctor 
in  well  established  medical  clinic, 
sharing  recept'on  room  and  equip- 
ment with  three  other  doctors.  Won- 
derful location  on  North  May  Ave- 
nue, Oklahoma  City.  Contact  Frank 
D.  Thompson,  3115  N.  Pennsylvania, 
Oklahoma  City,  JA  5-5700  or  JA  4- 
9552. 


GENERAL  practitioner,  age  34,  de- 
sires associate  general  practitioner 
in  South  Oklahoma  City.  Supportive 
salary  and/or  percentage  until  es- 
tablished. Contact  Key  M,  The  Jour- 
nal, Oklahoma  State  Medical  Associ- 
ation, P.O.  Box  18696,  Oklahoma 
City,  Oklahoma. 


AVAILABLE : Specialist  Internal 

Medicine  with  established  Tulsa 
practice.  Desire  group  or  partner- 
ship association  with  five  day  week 
in  Tulsa.  Contact  Key  L,  The  Jour- 
nal, Oklahoma  State  Medical  Asso- 
ciation, P.O.  Box  18696,  Oklahoma 
City,  Oklahoma. 


GENERAL  PRACTICE  group  needs 
additional  doctor  interested  in  family 
practice.  Office  suite  and  minor  sur- 
gical facilities  available.  Registered 
laboratory  and  x-ray  technicians, 
full  time  business  manager  and  of- 
fice staff  now  in  operation.  New  man 
will  have  no  overhead  except  rent 
until  his  fees  are  being  collected. 
We  offer  the  luxuries  of  group  prac- 
tice with  the  unlimited  opportunities 
of  solo  practice  in  a city  of  100,000 
with  no  arbitrary  restrictions  on  hos- 
pital privileges.  Clinic  located  in 
large  residential  area.  Address  in- 
quiries to  University  Park  Clinic, 
4111  Call  Field  Road,  Wichita  Falls, 
Texas. 


IMMEDIATE  opening  for  General 
Practitioner.  Practice  established. 
Fine  office  space  available.  New 
hospital  open  only  to  M.D.s.  Assume 
practice  at  no  obligation.  Contact 
Norman  A.  Cotner,  M.D.,  Grove, 
Oklahoma. 


OPENING  for  general  surgeon  or 
general  practitioner.  Contact  James 
W.  Loy,  Administrator,  The  Chicka- 
sha  Clinic,  Chicaksha,  Oklahoma. 


LOCUM  TENENS  needed  for  two 
or  three  months,  beginning  February 
15th.  Would  like  to  accept  a call  for 
mission  service  during  this  period 
and  need  a G.P.  to  look  after  my 
practice.  Offer  includes  comfortable 
home  and  office,  both  rent-free,  plus 
all  net  proceeds  from  the  practice. 
Contact  A.  C.  Hirshfield,  908  N.E. 
50th,  Oklahoma  City  5,  Oklahoma. 


DESIRE  location  in  Ob-Gyn.  Board 
eligible  graduate  of  Wisconsin  Med- 
ical School,  age  34.  Contact  Russell 
F.  Mading,  M.D.,  7267  Renda  Street. 
Millington,  Tennessee. 
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Oklhaoma  State  Medical  Association 


Mid-Winter  Board  Meeting  was  held  Jan- 
uary 20th  at  the  Ramada  Inn  in  Oklahoma 
City.  “Mid-Winter  Board”  has  always  car- 
ried an  ominous  ring — because  the  rapidity 
of  our  weather  changes  often  causes  difficult 
postponements.  At  our  meeting  Doctor  Joe 
L.  Duer,  President  of  the  Oklahoma  State 
Medical  Association,  was  the  featured 
speaker. 

Doctor  Duer  presented  a retrospective 
summary  of  accomplishments  of  the  OSMA, 
together  with  an  examination  of  our  inter- 
dependency. In  addition,  he  predicted  con- 
tinued future  growth  in  our  working  to- 
gether in  fields  of  legislation  and  mental 
health. 

Presiding  at  the  coffee  table  which  pre- 
ceded the  board  meeting  was  Mrs.  Joseph 
W.  Kelso.  Mrs.  Tom  C.  Sparks,  State  Presi- 
dent, welcomed  our  guests  and  presided  at 
the  meeting.  Mrs.  W.  C.  Bradford,  Presi- 
dent of  the  first  organized  Auxiliary,  was 
introduced,  along  with  the  following  former 
State  Presidents : Mrs.  Clifford  Bassett,  Mrs. 
Milton  L.  Berg,  Mrs.  W.  R.  Cheatwood,  Mrs. 
Virgil  Ray  Forester,  Mrs.  George  H.  Gar- 
rison, Mrs.  Joseph  W.  Kelso,  Mrs.  James  F. 
McMurry,  and  Mrs.  Neil  W.  Woodward,  Sr. 

In  the  absence  of  Mrs.  Elias  Margo,  out- 
going President  of  the  Auxiliary  to  the 
Southern  Medical  Association,  Mrs.  Kelso 
gave  an  informal  report  on  the  annual  meet- 
ing. Registration  for  Southern,  Mrs.  Kelso 
said,  was  the  highest  in  the  history  of  the 
organization.  Oklahoma  was  well-represent- 
ed and  often  in  the  spotlight.  Mrs.  Margo, 
of  Oklahoma  City,  presided.  Mrs.  Forester, 
our  Councilor  to  Southern  the  preceding 
year,  served  as  chairman  for  the  luncheon. 
The  theme,  Music  for  Medics,  counter-point- 
ing Mrs.  Margo’s  “Sing  Along  with  South- 
ern” theme  the  past  year,  was  used  for  the 
luncheon.  Oklahomans  attending  had  reason 
for  feeling  lyrical:  Tulsa  County  received 
the  George  Feldner  Trophy  for  commemora- 
tion of  Doctors’  Day  for  the  third  consecu- 
tive year.  Muskogee  was  recognized  for  the 
Best  Visual  Award.  Climaxing  the  meeting, 
the  officers  for  1964-65  were  installed.  Mrs. 
Forester  will  serve  Southern  as  Treasurer 
for  the  coming  year. 

A more  complete  coverage  of  reports  from 
officers,  chairmen,  and  county  presidents 
will  be  made  in  the  minutes  of  the  board 
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meeting  and  in  your  next  Sooner  Physician’ s 
Wife.  Until  then,  we  feel  that  several  out- 
standing announcements  should  be  reported 
to  you.  Our  membership  has  reached  1,308, 
and  our  congratulations  and  gratitude  are 
extended  to  each  officer  and  member  who  has 
worked  so  assiduously  in  reaching  this  all- 
time  high! 

Counties  reporting  100  per  cent  member- 
ship are:  Major,  Garfield,  Kingfisher,  Har- 
per, Beaver,  Atoka,  Bryan,  Carter,  Love, 
Marshall,  and  Comanche.  (These  counties 
are  combined  in  their  organization,  but  are 
reported  separately  on  a membership  quota 
basis.)  For  the  first  time,  our  Directory  is 
being  published  jointly  with  the  OSMA  Med- 
ical Directory. 

Mrs.  J.  B.  Silman,  State  Chairman  for 
AMA-ERF,  made  the  report  of  contribu- 
tions to  date,  $4,251.56.  A large  donation 
from  East  Central  (Muskogee,  Wagoner,  and 
McIntosh  Counties)  and  continued  aware- 
ness of  the  importance  of  this  project  prom- 
ises exciting  results  at  our  May  meetings. 

Much  interest  is  being  shown  in  the  new 
Department  of  Medicine  and  Religion  of  the 
AM  A.  We  were  represented  at  the  first 
state  meeting  by  Mrs.  George  Winn.  Copies 
of  the  pamphlet,  previously  mentioned  on 
this  page,  The  Physician,  the  Clergy,  and  the 
Whole  Man,  are  available  either  from  the 
state  office  or  from  the  AMA. 

Following  the  board  meeting,  a luncheon 
was  held  at  the  Ramada  Inn.  Mr.  Dick  West, 
internationally  known  Indian  artist  pre- 
sented an  illustrated  lecture  on  painting  and 
sculpting.  Mr.  West  is  an  artist  himself 
and  an  authority  on  Cheyenne  culture,  me- 
dia and  intepretation.  Doctor  Duer,  Mrs. 
Duer,  and  Mrs.  Dick  West  were  guests  at 
the  luncheon. 

We  hope  your  plans  for  Doctors’  Day  are 
well-formulated.  Don’t  forget  to  honor  your 
husbands  March  30th — and  whether  your 
celebration  is  large  or  small,  have  pictures, 
publicity,  favors  — anything  representative 
and  portable — ready  for  our  State  Doctors’ 
Day  Chairman,  Mrs.  Robert  E.  Dillman.  □ 
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A “health  cost  school”  for  newspaper  editors 

was  conducted  by  Blue  Cross-Blue  Shield  on 
February  14th  at  the  Oklahoma  Press  Asso- 
ciation Building,  Oklahoma  City.  Primary 
aim  of  the  seminar  was  to  enlighten  news 
and  editorial  writers  on  major  health  prob- 
lems and  progress.  Rising  health  care  costs, 
health  care  for  the  aged,  socialized  medicine 
and  voluntary  health  protection  plans  were 
among  the  subjects  discussed.  The  OSMA 
was  represented  by  Rex  E.  Kenyon,  M.D., 
Chairman  of  the  Council  on  Public  Policy. 
Information  packets  on  the  subject  of  Medi- 
care were  presented  to  the  newsmen  by  the 
OSMA  Executive  Office,  and  Blue  Shield 
also  supplied  background  information  on  the 
subject. 

Beneficiaries  of  federal-state  assistance 

reached  6,800,000  persons  on  June  30,  1963, 
according  to  the  Department  of  Health,  Edu- 
cation and  Welfare,  an  increase  of  285,000 
persons  over  1962. 

Coming — Board  Certified  Office  Assistants. 

The  first  certification  examinations  have 
been  conducted  by  the  American  Association 
of  Medical  Assistants,  and  24  ladies  out  of 
a field  of  108  emerged  with  certificates  des- 
ignating them  as  “Certified  Medical  Assist- 
ants.” The  certification  program  is  designed 
to  help  physician-employers  identify  those 
who  are  qualified  as  top-level  office  assist- 
ants, and  to  establish  high  professional 
standards  for  ladies  serving  as  office  nurses, 
medical  assistants,  medical  secretaries,  re- 
ceptionists, etc.  Tests  are  given  in  five  cate- 
gories, and  your  girl  Friday,  if  she  passes, 
may  become  certified  as  either  an  Adminis- 
trative Medical  Assistant  or  a Clinical  Med- 
ical Assistant. 

Charles  E.  Green,  M.D.,  Lawton  pediatrician, 

served  during  the  month  of  January  as  a 
staff  physician  on  the  S.S.  Hope  in  Ecuador, 
South  America.  He  reports  the  natives  are 
friendly,  except  the  one  who  lifted  his  wallet 
at  a soccer  game. 


Oklahoma’s  state  sales  tax  for  the  first  half 
of  the  fiscal  year  totalled  $144.4  million,  up 
nearly  four  per  cent  from  the  year  before. 
In  case  you  don’t  know,  sales  tax  funds  are 
earmarked  for  the  Department  of  Public 
Welfare. 

Doctors  are  being  sought  for  Peace  Corps 
service.  GP’s,  surgeons,  pediatricians  and 
gynecologists  are  needed  in  the  African 
countries  of  Togo  and  Sierra  Leone.  It’s  a 
two-year  hitch  and  pays  $75.00  a month, 
plus  living  and  travel  expenses.  Applications 
may  be  obtained  by  writing:  Physicians:  Di- 
vision of  Recruiting,  Peace  Corps,  Washing- 
ton 25,  D.C. 

Workmen’s  Compensation  fees  for  medical 
care  may  be  fixed  by  state  law  when  the 
1965  legislature  convenes.  A similar  effort 
failed  during  the  last  session,  and  the  meas- 
ure is  now  being  studied  by  a sub-commit- 
tee of  the  interim  Legislative  Council,  head- 
ed by  Representative  Mountford  of  Miami, 
Oklahoma.  Lawmakers  are  concerned  that 
medical-hospital  payments  constitute  32  per 
cent  of  all  funds  expended  on  the  program 
and  have  observed  that  medical-hospital 
costs  have  risen  96  per  cent  since  1949  while 
cash  awards  to  injured  workers  have  only 
increased  by  55  per  cent.  Oklahoma’s  work- 
men’s compensation  insurance  rates  are  the 
second  highest  in  the  region,  exceeded  only 
by  Texas. 


MEETINGS 


February  29 


March  13-14 


March  19-22 


April  3-4 


April  6-10 


May  1-3 


Rotating  Clinical  Meeting, 
American  College  of  Sur- 
geons, OU  Medical  Center, 
Oklahoma  City 
Seminar,  Pontotoc  County 
Medical  Society,  Oak  Hills 
Country  Club,  Ada 
PG  Course,  Gyn.  Pathology, 
Radio-Therapy  and  Endocrin- 
ology, Dept,  of  OB-GYN,  Bay- 
lor Univ.,  Houston 
16th  Annual  Midwest  Cancer 
Conference,  Hotel  Broadview^, 
Wichita,  Kansas 
American  College  of  Physi- 
cians, Atlantic  City,  New  Jer- 
sey 

OSMA  Annual  Meeting,  Skir- 
vin,  Oklahoma  City 
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Areawide  Planning  For 
Hospitals  and  Related 
Health  Facilities 

RESOLUTIONS  Number  23  and  Number 
7,  approved  by  the  House  of  Delegates  of  the 
Oklahoma  State  Medical  Association  last 
year  had  to  do  with,  respectively,  Compre- 
hensive Areawide  Community  Health  Sur- 
veys and  Areawide  Planning  for  Hospitals. 
Resolution  Number  7 actually  resolves,  “that 
the  Oklahoma  State  Medical  Association  go 
on  record  as  against  Areawide  Planning  as 
now  being  promoted  by  the  American  Hos- 
pital Association  and  U.S.  Public  Health 
Service.”  The  resolution  goes  on  further  to 
resolve  that  the  OSMA  study  this  program 
in  its  appropriate  committees  with  several 
objectives  in  mind,  one  of  which  would  be 
to  “inform  the  American  Hospital  Associa- 
tion and  the  Catholic  Hospital  Association 
that  organized  medicine  regards  compulsory 
Areawide  Planning  in  some  of  its  facets  as 
an  encroachment  upon  the  private  practice 
of  medicine  in  hospitals.” 

Just  how  much  study  of  the  program  has 
been  carried  out  by  appropriate  OSMA  com- 
mittees is  quite  difficult  to  ascertain  but  the 
transactions  and  plans  of  the  American  Hos- 
pital Association  and  Public  Health  Service 
in  this  regard  are  fully  documented.  In  a 56 
page  pamphlet  published  by  the  Department 
of  HEW  (PHS  Service  Publication  No.  855) 
July  1961,  we  are  given  a joint  report  from 
the  AHA  and  PHS.  At  the  time  of  publica- 
tion of  this  report  the  chairman  of  the  joint 
committee  states,  “After  more  than  a year 
of  study  and  deliberation,  the  Committee 
concluded  that  the  urgency  of  the  Nation’s 
hospital  and  related  health  facility  problems 
calls  for  immediate  steps  to  intensify  cur- 
rent planning  efforts.  A local  planning 
agency  should  be  established  wherever  a sub- 
stantial planning  problem  exists.  The  gov- 
erning board  of  each  agency  should  be  broad- 
ly representative  to  include  community  lead- 
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ers  as  well  as  persons  knowledgeable  in  med- 
ical care.” 

This,  of  course  appears  to  be  a bland 
statement  of  altruistic  intent.  But  the  diffi- 
culties of  interpretation  become  obvious 
when  one  tries  to  apply  this  plan  to  a given 
area.  For  instance,  who  is  to  decide  that  a 
“substantial  planning  problem”  exists  in 
this  or  that  city,  county  or  state?  Should 
this  be  the  HEW  in  Washington,  the  State 
Health  Department,  the  local  Chamber  of 
Commerce,  doctors,  hospital  administrators 
or  who  ? It  is  self-evident  that  the  authority 
determining  that  the  problem  actually  exists 
must  have  the  choice  in  appointing  a sympa- 
thetic local  committee.  And  thus  we  note  the 
apparently  inevitable  inclusion  of  govern- 
ment in  these  plans  in  the  statement  on  page 
14  of  this  Report  stating  “Each  region  having 
a substantial  hospital  or  related  health  fa- 
cility planning  problem  should  have  a local 
planning  agency  formed  either  by  voluntary 
community  initiative  or  by  official  action  of 
the  state  or  local  government.”  Judging 
from  this  statement  it  would  seem  apparent 
that  the  American  Hospital  Association  and 
the  Public  Health  Service  will  initiate  the 
program  by  legislation  if  satisfactory  prog- 
ress is  not  made  on  a voluntary  basis. 

With  organizations  of  this  magnitude 
pressing  the  campaign,  it  is  prudent  that 
physicians  know  just  what  type  hospitals  and 
related  health  facilities  are  planned. 

However,  conference  with  AHA  officials 
has  resulted  in  a fuller  explanation  of  the 
statement  “by  official  action  of  the  state  or 
local  government”  cited  above.  It  is  a fact 
that  in  some  areas  of  this  country  particu- 
larly in  some  cities  (Boston,  Massachus- 
etts being  a notable  example)  a hospital  can- 
not be  built  and  put  into  operation  without 
consent  of  the  local  government,  city,  state 
or  county.  This  amounts  to  a franchise  ar- 
rangement and  whether  it  is  good  or  bad  is 
a subject  for  considerable  debate.  In  any 
event,  the  intent  of  the  statement  quoted 
above,  according  to  AHA  officials,  was  to  cov- 
er such  areas  where  so-called  planning  agen- 
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ties  have  already  been  established  by  a local 
government  to  approve  or  disapprove  a new 
hospital  in  the  community.  The  aim  of  the 
Hospital  Association  in  Oklahoma  is  to  form 
a State  Advisory  Council  to  which  local  vol- 
untary councils  can  apply  for  aid  in  securing 
data  that  will  enable  them  to  evaluate  the 
needs  of  their  community  in  regard  to  hos- 
pital facilities.  All  semblance  of  anything 
being  compulsory  in  this  program  is  care- 
fully avoided  by  the  Hospital  Association  per 
se.  It  is  envisioned  that  even  after  a local 
group  has  obtained  data  and  opinions  re- 
garding hospital  construction  or  renovation 
in  a given  area  from  the  State  consultants 
group,  there  will  still  be  no  authority  to  com- 
pel the  local  group  to  abide  by  the  State  Ad- 
visory Council’s  recommendations. 

The  function  of  the  local  government  in 
this  projected  areawide  planning  as  far  as 
Oklahoma  is  concerned  has  been  summarized 
by  Paul  A.  Snelson,  Director  of  the  Hospital 
Construction  Division  of  the  Oklahoma  State 
Department  of  Health,  as  we  learn  from  his 
remarks  at  a working  conference  on  Meth- 
odology of  Areawide  Planning  for  Hospitals 
and  Related  Health  Facilities  sponsored  by 
the  AHA  and  the  Public  Health  Service  in 
Kansas  City,  Missouri  April  29,  to  May  1, 
1963.  Mr.  Snelson  states,  “insofar  as  Okla- 
homa is  concerned  the  gospel  of  areawide 
planning  has  been  more  consistently  pre- 
sented and  probably  with  the  least  results 
of  any  of  the  states  that  have  made  a valiant 
effort  to  promote  the  concept.”  Mr.  Snelson 
describes  the  results  of  a poll  he  had  taken 
of  several  state  agencies  in  our  area  which 
found  that  although  “the  philosophy  of  area- 
wide planning  is  basically  sound,  however, 
its  practical  application  would  be  more  or 
less  presently  limited  to  metropolitan  areas” ; 
and  he  gleaned  further  information  that  the 
groups  and  individuals  to  be  concerned  with 
this  program  generally  expressed  apathy  to- 
ward it. 

Of  special  concern  to  physicians  is  the 
part  of  the  planning  which  is  directed  ex- 
plicitly to  “related  health  facilities.”  The 
definition  of  these  facilities  is  quite  hazy 
when  the  individuals  concerned  with  the 
planning  are  questioned  or  when  their  pub- 
lications are  reviewed. 
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Thus,  it  becomes  evident  that  the  resolu- 
tions 7 and  23  are  timely.  Whether  one 
subscribes  to  the  condemnation  of  the  whole 
program  as  suggested  in  Resolution  No.  7,  or 
goes  along  with  the  recommendation  for  fur- 
ther study  by  the  OSMA  as  suggested  in  the 
same  resolution,  it  must  be  admitted  that  the 
subject  is  a pertinent  one.  Further  analysis 
of  this  projected  program  will  be  presented 
in  a second  discussion  to  be  presented  in  the 
Journal  next  month.  — Walter  E.  Brown, 
M.D.  □ 

Thoughts  on  Medicare 

It  WAS  MY  recent  duty  and  pleasure  to 
file,  on  behalf  of  the  Oklahoma  State  Medical 
Association,  a statement  with  the  House 
Ways  and  Means  Committee  opposing  H.R. 
3920,  the  King-Anderson  Bill,  which  would 
provide  medical  care  for  the  aged  under  the 
Social  Security  system.  My  statement  was 
presented  to  the  Committee  by  my  Congress- 
man from  the  Sixth  District,  the  Honorable 
Victor  Wicker  sham,  with  the  following  in- 
troductory statement: 

“Mr.  Chairman,  I’m  here  to  introduce  a 
statement  on  behalf  of  the  Oklahoma  State 
Medical  Association,  which  is  represented 
today  by  one  of  my  constituents,  R.  R.  Han- 
nas, M.D.,  Vice-President  of  the  Oklahoma 
State  Medical  Association  from  Sentinel, 
Oklahoma.  I would  like  to  add  my  own  rec- 
ommendations to  the  Oklahoma  State  Medical 
Association’s  written  statement,  to  the  ex- 
tent that  I sincerely  feel  the  elderly  citizens 
of  my  state  are  being  well  served  through 
the  provisions  of  the  Kerr-Mills  program.” 

Mr.  Wickersham  assured  me  that  he  is 
and  has  been  against  socialized  medicine  in 
spite  of  the  fact  that  he  realizes  a large 
number  of  physicians  in  his  District  do  not 
support  him  in  elections. 

While  in  Washington  I visited  the  offices 
of  all  of  our  Representatives  except  one  and 
visited  the  offices  of  both  our  Senators.  I 
was  introduced  to  Representative  Wilbur 
Mills,  Chairman  of  the  House  Ways  and 
Means  Committee,  and  talked  at  consider- 
able length  with  Representative  Clark 
Thompson  of  Texas,  an  influential  member 
of  this  Committee.  It  was  my  impression 
that  the  majority  of  the  Committee  objected 
to  the  presently  proposed  Bill  because  of  the 
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inclusion  of  its  provisions  under  the  Social 
Security  system. 

I heard  the  testimony  of  Governors  Reyn- 
olds of  Wisconsin  and  Peabody  of  Massachus- 
etts, Mayor  Wagner  of  New  York  City,  and 
James  Carey  of  the  AFL-CIO.  It  was  ap- 
parent to  me  that  the  King- Anderson  Bill 
is  merely  a wedge  by  which  the  door  is  to  be 
opened  to  the  socialization  of  medicine  in 
general.  This  is  a point  we  should  not  forget. 

In  order  to  combat  H.  R.  3920  and  the  so- 
cialization of  medicine,  it  is  necessary  that 
we  understand  the  principles  involved  and 
the  first  is  the  principle  of  Social  Security. 

Whether  or  not  the  medical  profession  ac- 
cepts it,  the  idea  of  Social  Security  has  been 
given  overwhelming  approval  by  the  people 
of  this  country  and  is  here  to  stay.  The  basic 
concept  is  that  when  an  employer  sets  out  to 
hire  people  to  work  for  him  he  recognizes  the 
responsibility  to  help  them  prepare  for  the 
days  when,  because  of  their  age,  he  is  no 
longer  able  to  pay  them  wages.  An  employee 
contributes  half  of  the  amount  set  aside  for 
future  use  and  the  employer  contributes  the 
other  half.  Government  is  the  agent. 

The  next  principle  involved  is:  “How  far 
does  the  employer’s  responsibility  extend 
after  having  helped  the  employee  to  set  up  a 
retirement  fund?  Is  the  employer  respon- 
sible for  the  health  of  his  employee  after  re- 
tirement? How  about  before  retirement ?” 
Labor  has  stated  in  testimony  before  the 
House  Ways  and  Means  Committee  that  it 
is  willing  to  pay  the  additional  taxes  includ- 
ed in  obtaining  medical  benefits  after  retire- 
ment, but  labor  is  only  offering  to  pay  half 
of  the  taxes,  expecting  the  employer  to  pay 
the  other  half. 

Another  principle  involved  is:  “At  what 
point  does  an  individual’s  responsibility  for 
his  own  food,  clothing,  shelter,  and  health 
stop?”  There  are  those  of  us,  brought  up  in 
the  “Semper  Fi”  tradition,  who  believe  that 
it  never  stops.  The  Semper  Fi  tradition  im- 
plies that  one  cannot  contribute  to  the  well- 
being of  the  group  until  he  is  able  to  take 
care  of  himself.  If  we  continue  to  discourage 
individual  responsibility  we  will  deteriorate 
as  a nation. 

The  Kerr-Mills  Act  is  being  questioned  as 
a suitable  alternative  to  the  King-Anderson 
program.  While  Oklahoma  has  implemented 
a liberal  version  of  Kerr-Mills  for  its  med- 


ically indigent  aged  group,  other  states 
have  only  inaugurated  token  programs  and 
some  states  have  done  nothing. 

Before  embodying  the  above  principles  in 
suggesting  another  alternative  to  the  King- 
Anderson  Bill,  let  us  examine  the  basic  prob- 
lem, which  is  that  for  many  people  the  big- 
gest medical  and  hospital  expenses  occur  at 
a time  late  in  life  when  their  income  is  at  its 
lowest.  This  is  particularly  true  for  those 
persons  who  have  retired  and  are  living  on 
their  social  security  retirement  income. 
Though  this  is  a relatively  small  percentage 
of  the  population  now  it  will  probably  reach 
95  per  cent  in  the  not  too  distant  future. 
Most  of  this  group  can  live  well  enough  on 
social  security  payments  unless  they  en- 
counter a medical  catastrophe.  Some  have 
been  foresighted  enough  to  provide  for  such 
crises  by  carrying  private  health  insurance. 
In  some  areas,  our  own  State  included,  the 
“Blues”  have  come  up  with  special  plans  to 
help  people  in  the  over  60  and  65  age  groups 
to  prepare  for  such  emergencies.  There  is 
criticism  by  some  that  such  private  plans 
are  not  adequate.  Human  nature  being  what 
it  is,  others  cannot  or  will  not  take  care  of 
those  problems  on  their  own  initiative. 
Apparently  some  system  is  needed  to  help 
people  pay  during  their  earning  years  for  the 
health  expenses  of  their  later  years. 

We  in  organized  medicine  have  fought  any 
attempt  at  government  control  over  our  pro- 
fession, including  hospitals,  and  let  us  con- 
tinue the  fight  vigorously.  However,  whether 
we  will  admit  it  or  not,  we  have  created  the 
impression  that  we  are  against  many  things 
and  for  nothing.  Bearing  this  in  mind  and  in 
order  to  help  combat  both  the  problem  at 
hand  and  our  unfavorable  image,  I would 
like  to  suggest  that  in  fighting  H.R.  3920 
to  our  utmost,  we  offer  an  alternative  pro- 
posal embodying  the  following. 

(1)  A determination  should  be  made  as 
to  ivhat  is  considered  adequate  medical  and 
hospital  coverage  for  persons  in  this  age 
group.  This  should  not  be  total  coverage. 

(2)  Private  insurance  companies,  in- 
cluding Blue  Cross  and  Blue  Shield,  should 
be  allowed  to  submit  bids  estimating  the  cost 
of  obtaining  such  coverage.  This  can  be  done 
locally  or  nationally. 

(3)  The  costs  of  such  coverage  shall  be 
paid  by  individuals  from  payroll  deductions 
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or  periodic  contributions  (neither  through 
the  Social  Security  system) , spread  over  the 
working  years  of  the  individuals  concerned. 

(4)  Coverage  shall  be  on  a voluntary 
basis,  as  it  is  for  life  insurance,  fire  insur- 
ance, and  most  other  insurance. 

(5)  The  employer  shall  not  be  required 
to  supplement  the  individual’s  contributions. 

(6)  The  insurance  policies  shall  be  of  a 
“deductible”  nature  in  order  to  discourage 
unnecessary  usage.  Plans  submitted  thus  far 
tend  to  encourage  usage,  even  though  total 
amounts  are  limited. 

A bill  embodying  these  features  could  be 
drafted  and  submitted  to  the  Congress.  Such 
legislation,  supported  by  the  medical  profes- 
sion, should  enable  more  people  to  meet  the 
health  expenses  of  old  age  by  preparing 
ahead  of  time,  and  by  favoring  this  approach 
we  are  encouraging  the  development  of  in- 
dividual responsibility. 

Man’s  rights  are  not  to  be  confused  with 
his  responsibilities. — R.  R.  Hannas,  M.D.  □ 

The  General  Practitioner’s 
Resolve  . . . 

The  OKLAHOMA  Academy  of  General 
Practice  in  session  in  Tulsa  February  2nd, 
3rd,  and  4th,  1964  officially  went  on  record 
as  condemning  the  University  of  Oklahoma 
Medical  School  for  not  directing  more  stu- 
dents into  general  practice  and  went  on  rec- 
ord to  oppose  the  appointment  of  Doctor 
Stewart  Wolf  as  prospective  Dean  of  the 
Medical  School,  and  further  backed  Doctor 
S.  N.  Stone,  Associate  Dean  of  Clinical  In- 
struction, for  the  post  of  Dean.  These  ac- 
tions prompted  editorial  comment  in  at  least 
two  of  our  large  metropolitan  papers.  The 
Oklahoma  City  Times,  in  an  editorial  of  Fri- 
day, February  7th,  1964  headed  “Wrong  Di- 
agnosis” states:  “Oklahoma’s  general  prac- 
titioners this  week  at  Tulsa  outlined  a num- 
ber of  problems  afflicting  them  and  medi- 
cine in  general — ills  that  should  concern  all 
of  us.  But  the  only  trouble  was  that  they 
picked  a handy  ‘scapegoat’  in  the  University 
of  Oklahoma  Medical  School  and  proceeded 
to  blame  everything  on  that  institution.” 

The  editorial  went  on  to  state:  “Now  not 
everything  is  completely  rosy  at  the  medical 
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school,  as  even  its  best  friends  will  concede. 
But  the  attack  was  particularly  uncalled  for 
because  it  ignored  two  salient  facts : 

“One — The  complaints  they  are  making 
about  the  OU  Medical  School  concern  situ- 
ations that  exist  also  at  every  major  medical 
school  in  this  country.  Ours  is  in  the  main- 
stream of  the  trend — good  or  bad — toward 
research  and  specialization. 

“Two — As  long  as  medical  students  are 
free  men,  the  medical  school  or  no  one  else 
can  make  them  become  general  practitioners 
or  designate  the  towns  where  they’ll  enter 
practice.  Indeed,  it  is  curious  that  physi- 
cians, staunch  advocates  of  freedom  who  op- 
pose socialized  medicine  as  a threat  to  their 
freedom,  somehow  think  the  medical  school 
should  manage  its  students’  futures.” 

At  the  end  of  the  editorial,  the  writer  con- 
cludes : “The  G.P’s  have  a right  to  criticize. 
But  they  also  have  a responsibility  to  suggest 
solutions  which  wouldn’t  tear  down  our  med- 
ical school  by  fracturing  the  morale  of  fac- 
ulty and  students  and  eventually  flushing 
out  our  notable  faculty — and  thereby  plum- 
meting our  reputation  nationally.” 

The  Tulsa  Tribune,  in  an  editorial  en- 
titled “The  Vanishing  G.P.”  of  February  6th, 
1964  related  the  following:  “We  are  in  the 
age  of  the  specialist.  The  associate  dean  of 
the  University  of  Oklahoma  Medical  School 
is  quoted  as  saying  there  isn’t  a single  stu- 
dent currently  in  training  there  to  become 
a family  doctor.  For  one  thing,  there’s  gen- 
erally more  money  in  specialization.  For 
another,  the  specialist  can  organize  his  hours 
so  he  is  less  likely  than  the  G.P.  to  be  called 
out  in  the  middle  of  the  night.  The  upcoming 
generation  of  doctors,  understandably,  likes 
its  hours  neatly  organized.  The  Oklahoma 
Chapter  of  the  American  Academy  of  Gen- 
eral Practice  was  bemoaning  this  decline  of 
the  family  doctor  at  its  convention  in  Tulsa 
this  week,  and  we  share  its  concern.  If  this 
goes  on,  the  only  thing  left  for  some  G.P.’s 
will  be  to  specialize  themselves.  They  will 
become  diagnosticians,  and  specialize  in  re- 
ferring patients  to  the  appropriate  special- 
ists. 

“As  a matter  of  fact,  in  the  major  cities, 
with  their  multi-specialty  clinics,  this  isn’t  a 
bad  arrangement.  But  what  happens  in  the 
small  towns,  where  there  is  no  clinic  full  of 
specialists?” — Walter  E.  Brown,  M.D.  □ 
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It  has  always  been  my  conviction  that  everything  that  had  to 
do  with  medicine,  or  any  of  its  facets,  was  business  of  the  associa- 
tion. This  year,  being  more  intimately  connected  with  our  affairs 
than  ever  before,  the  enormity  of  doing  that  has  become  more  and 
more  apparent.  We  find  ourselves  involved  in  almost  as  many  items 
as  does  the  AMA,  yet  with  a far  smaller  budget  and  much  less  staff. 
It  is  only  because  of  the  efforts  of  our  conscientious  voluntary  work 
that  we  are  able  to  accomplish  as  much  as  we  do,  and  present  even 
a passable  front  to  a public  expecting  and  demanding  our  attention. 
We  find  ourselves  constantly  trying  to  plug  a hole  here,  or  a hole 
there,  only  to  find  the  back  door  opened  and  the  deluge  coming  in  from  the  rear. 

Quiz  yourself  just  in  naming  some  of  our  problems.  You  probably  will  not  know 
half  of  them.  Now  give  some  good,  logical,  realistic  and  workable  answers.  Everybody 
has  answers,  but  will  they  fill  the  bill?  For  example,  you  may  feel  sure  that  the  best 
answer  for  a woman  is  to  knock  her  alcoholic  husband  in  the  head,  yet  you  know  that 
that  answer  is  totally  unacceptable.  So  it  is  with  many  of  our  problems. 

Permit  me  just  to  list  a few  of  them:  National  health  care  schemes,  third  parties, 
fee  schedules,  welfare  care,  our  own  insurance  problems,  liability,  time  loss,  health  and 
accident  and  death,  mental  health,  rehabilitation,  industrial  insurance,  school  lunches, 
school  health,  nursing  profession  relations,  hospital  relations,  the  Blue  Plans,  Area  Hos- 
pital Planning. 

Medical  school  problems,  not  the  least  of  which  is  the  selection  of  a new  dean,  re- 
cruitment of  medical  students,  as  well  as  paramedical  personnel,  the  Town  and  Gown 
Syndrome,  postgraduate  education,  hospital  accreditation,  osteopathic  relationships,  re- 
lationships with  other  health  groups,  office  space,  maintenance  of  building  and  grounds, 
staff  management,  communications  with  the  physicians  and  all  of  the  other  organiza- 
tions, legislative  and  governmental  contacts.  Not  the  least  of  our  problems  is  the  im- 
plementation of  policies  established  by  the  AMA  and  passed  on  to  the  local  level. 

Our  staff  does  not  have  the  time  to  monitor  the  literature,  just  to  find  out  what  is 
on  schedule,  least  of  all  to  attend  the  meetings  to  monitor  them.  We  know  our  prob- 
lems are  not  going  to  lessen.  We  know  that  with  the  solution  or  alleviation  of  one,  that 
new  ones  will  be  forthcoming.  Be  informed  that  the  new  catch  word  we  will  have  to 
meet  is  “TOTAL  HEALTH  CARE.”  These  challenges  can  only  be  met  in  one  of  two 
ways : More  voluntary  help,  or  more  budget  and  staff.  If  we  don’t  meet  them,  and  far 
better  than  we  have  been  meeting  them,  we  are  wasting  our  time  and  money.  They  can 
and  must  be  met. 

My  recommendation  is  more  budget  and  staff.  It  is  not  right  that  our  conscientious 
volunteers  make  all  of  the  sacrifices  to  do  OUR  work.  Our  debt  to  them  is  incalcu- 
able.  The  only  way  each  can,  or  will  bear  his  just  part  is  through  dues  and  assessments. 
We  will  never  be  free  of  the  need  for  volunteers,  but  their  burdens  can  be  eased  by 
more  staff  help.  □ 
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The  Destructive  Force 


of  Sunlight 


JOHN  M.  KNOX,  M.D. 

The  groiving  certainty  that  sunlight 
exposure  adversely  effects  skin  has 
aroused  many  physicians'  interest 
in  diseases  in  which  irradiation  by 
sunlight  is  a significant  factor. 

Considerable  evidence  implicates 

sunlight  exposure  as  the  most  common  and 
noteworthy  cause  of  detectable  degenerative 
change  in  skin.  My  associates  and  I recently 
tried  to  further  define  these  changes  and 
determine  their  occurrence  in  patients  of 
different  ages  and  races.1 

Biopsy  specimens  were  obtained  from  the 
face,  lower  arm  and  buttocks  in  each  of  28 
volunteers  previously  exposed  to  varying 
amounts  of  sunlight.  After  measuring  epi- 
dermal and  dermal  changes,  we  then  com- 
pared them  according  to  the  volunteers’  age, 
race,  sex,  complexion  and  estimated  degree 
of  life-time  exposure  to  sunlight.  Our  find- 
ings are  summarized  as  follows: 

Dermis 

None  of  the  sections  from  the  buttocks 

From  the  Department  of  Dermatology,  Baylor  University 
College  of  Medicine,  Houston,  Texas. 

This  paper  was  presented  at  the  Oklahoma  State  Medical 
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revealed  degenerative  changes.  Skin  from 
faces  and  arms  of  older  volunteers  showed 
the  most  severe  damage,  and  there  was  a 
statistically  significant  correlation  between 
age  and  actinic  degeneration  of  collagen  in 
the  arm.  Volunteers  with  the  most  severe 
exposure  demonstrated  the  most  exten- 
sive changes,  but  not  to  the  point  of  statis- 
tical significance.  No  degenerative  changes 
were  observed  in  specimens  from  Negro 
volunteers — further  support  for  many  in- 
vestigators’ belief  that  epidermal  melanin 
protects  the  dermis  from  ultraviolet  rays.2 

In  Caucasians,  complexion  type  showed 
no  correlation  with  degree  of  damage. 

Epidermis 

In  Caucasian  volunteers,  the  total  average 
thickness  of  the  epidermis  was  greatest  on 
the  buttocks  (105  millimicrons)  and  least 
on  the  face  (71  millimicrons).  Viable  layers 
maintained  a relatively  constant  minimal 
thickness ; thus  a variation  in  maximal  thick- 
ness accounted  for  most  of  the  variation  in 
total  thickness.  In  Negro  volunteers,  no  sig- 
nificant difference  existed  in  the  maximal 
thickness  of  viable  layers.  The  maximal  vi- 
able layers  of  the  face  and  arms  were  thin- 
ner in  Caucasions  than  in  Negroes;  how- 
ever, no  significant  difference  existed  be- 
tween the  races  in  the  thickness  of  this  layer 
on  the  buttocks.  No  significant  differences 
in  epidermal  thickness  were  found  between 
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men  and  women,  between  young  and  old  vol- 
unteers, or  between  light-and  dark-complex- 
ioned types. 

These  data  suggest  that  collagen  degen- 
erates independently  of  age  and  that  degen- 
eration is  caused  by  cumulative  injury  from 
ultraviolet  rays  of  the  sun.  The  extent  of 
damage  is  apparently  determined  by  the  de- 
gree of  exposure  and  the  amount  of  natural 
and  artificial  protection. 

CARCINOGENESIS 

The  labels  “farmer’s  skin”  and  “sailor’s 
skin”  frequently  are  applied  to  the  weather- 
beaten, dry,  coarse  and  leathery  skin  of  many 
outdoor  workers.  This  type  of  skin  is  prone 
to  develop  pre-malignant  and  malignant  tu- 
mors. MacDonald3  and  others  have  demon- 
strated that  fair-skin  individuals  exposed  to 
large  amounts  of  sunlight  have  more  skin 
cancers  than  any  other  group,  whereas  Ne- 
groes have  amazing  resistance  to  cutaneous 
malignancies. 

The  carcinogenic  wave  lengths  of  the  ultra- 
violet spectrum  fall  between  2900  and  3341 

o 

A.  In  experimental  animals,  the  duration 
of  the  pre-cancerous  period  varied  inversely 
with  the  intensity  of  the  daily  dose  of  radia- 
tion. Carcinogenesis,  once  initiated,  pro- 
gresses regardless  of  whether  there  is  fur- 
ther exposure  to  ultraviolet  light.  A similar 
situation  apparently  exists  in  man. 

PHOTOSENSITIVITY  REACTIONS 
IN  VARIOUS  DISEASES 

A photosensitivity  reaction  is  usually 
easily  recognized.  The  lesions  almost  invari- 
ably are  erythematous  and  limited  to  light- 
exposed  areas  of  the  body  but  rarely  involve 
the  scalp,  upper  eyelids  or  the  skin  just  un- 
der the  chin.  Lesions  on  the  arm  usually 
follow  the  lateral  surface  more  than  the 
medial  surface. 

Reaction  patterns  vary,  and  the  eruption 
can  imitate  other  dermatologic  conditions — 
contact  dermatitis,  seborrheic  dermatitis, 
neurodermatitis,  erythema  perstans,  ery- 
thema multiforme,  pemphigus  erythema- 
tosus and  several  types  of  eczema. 

Most  people  with  photosensitivity  tell  their 
physicians  that  sunlight  seems  to  aggravate 
their  eruptions.  However,  fluorescent  light- 


ing may  be  the  source  of  exposure  and  this 
possibility  should  be  discussed  with  the  pa- 
tient. Photoskin  tests  can  help  to  confirm 
the  clinical  diagnosis.  Jillson  and  Curwen4 
have  developed  such  a technic  which  utilizes 
an  inexpensive  instrument. 

Photosensitivity  has  two  basic  mechan- 
isms: phototoxicity  and  photoallergy.  Pho- 
totoxicity is  an  accentuation  of  the  skin’s 
normal  response  to  sunlight  exposure.  The 
process  is  a photodynamic  reaction  with  no 
immunologic  basis.  Conversely,  photoallergy 
has  an  immunologic  mechanism  and  the  af- 
flicted individual’s  response  to  exposure  may 
be  urticarial,  papular,  erythematous  or 
eczematous. 

As  photosensitivity  is  much  more  common 
than  most  physicians  suspect,  a discussion 
of  diseases  which  involve  this  phenomenon 
seems  warranted. 

Polymorphic  Light  Eruptions 

This  represents  the  most  common  mani- 
festation of  light  sensitivity.  Lamb  and  his 
associates3  classified  these  eruptions  into 
four  clinical  variants:  1)  plaque-like;  2) 
contact,  eczematous;  3)  papular  and  pru- 
rigo, and  4)  erythematous.  Eruptions  de- 
velop usually  in  the  spring  or  summer  and 
disappear  in  the  fall  or  winter.  Patients 
often  state  that  sunlight  causes  or  aggra- 
vates their  condition ; automobile  drivers 
frequently  have  more  extensive  involvement 
on  their  left  side.  The  etiology  of  this  con- 
dition is  obscure,  but  some  cases  are  due  to 
photoallergic  mechanism. 

Porphyria 

This  disease  may  be  classified  into  two 
basic  categories:  erythropoietic  and  hepatic. 

The  erythropoietic  type  is  congenital,  with 
males  being  affected  twice  as  often  as  fe- 
males. First  discovered  in  infancy  or  early 
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childhood,  the  early  symptoms  of  this  ab- 
normality are  pink  or  reddish  urine  and 
photosensitivity.  Erythematous  papules  and 
vesicles  develop  on  the  face,  ears  and  uncov- 
ered portions  of  the  arms  and  legs  after  ex- 
posure to  sunlight.  Brown  stains  appear  on 
the  teeth  and  autopsy  reveals  that  the  bones 
are  impregnated  with  porphyrins.  The  clin- 
ical diagnosis  can  be  confirmed  by  finding 
uroporphyrin  (primarily  uroporphyrin  I) 
in  the  urine. 

As  the  disease  progresses,  melanosis  and 
hypertrichosis  may  develop.  Other  late 
complications  include  splenomegaly,  anemia 
and  osteoporosis.  There  is  no  satisfactory 
treatment  but  these  children  should  not  be 
exposed  to  sunlight. 

The  hepatic  type  of  porphyria  may  mani- 
fest itself  as  1)  acute  and  intermittent,  2) 
porphyria  cutanea  tarda,  or  3)  a mixture 
of  these  two  varieties. 

Individuals  with  acute  intermittent  por- 
phyria frequently  complain  of  abdominal  or 
nervous  system  symptoms.  Their  abdominal 
pain  can  be  extremely  severe  and  it  is  not 
unusual  for  such  patients  to  have  undergone 
abdominal  surgery  one  or  more  times.  Di- 
agnosis depends  upon  finding  porphobilino- 
gen in  the  urine,  which  may  look  like  port 
wine  during  acute  attacks  but  often  is  clear. 
Photosensitivity  does  not  occur  in  this  type 
of  porphyria. 

Porphyria  cutanea  tarda  is  characterized 
by  bullae  on  the  hands,  melanosis  and  a 
bleary-eyed,  dissipated  appearance.  Some 
individuals  so  afflicted  have  eczematous  le- 
sions and  bullae  on  the  face  and  ears.  Many 
are  alcoholics;  liver  function  tests  may  re- 
veal damage  to  the  liver.  Uroporphyrin  is 
seen  in  the  urine,  although  this  finding  some- 
times requires  repeated  examinations. 
Wood’s  light  produces  a pink  fluorescence  in 
the  urine. 

Pellagra 

Patients  with  this  rare  vitamin  deficiency 
disease  are  deficient  primarily  in  nicotinic 
acid.  Dermatologists  in  the  Southwest  us- 
ually observe  this  condition  among  recluses, 
alcoholics,  elderly  widowers  with  an  im- 
proper food  intake  and  individuals  with 
psychiatric  disorders.  Some  patients  have 
the  well-known  triad  of  diarrhea,  dementia 
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and  dermatitis;  most  cases  are  not  so  well- 
defined.  Photosensitivity,  a common  char- 
acteristic of  this  condition,  primarily  in- 
volves the  backs  of  the  hands;  the  face  and 
other  exposed  areas  of  the  body  may  be  simi- 
larly affected.  The  tongue  is  often  red,  and 
gastro-intestinal  symptoms  are  common. 
Nervous  system  symptoms  also  may  exist 
with  fatigue,  insomnia,  headache,  anorexia 
and  vertigo  being  the  most  frequent. 

Lupus  Erythematosus 

This  disease  may  be  classified  as  acute 
disseminated,  subacute  disseminated  and 
chronic  discoid.  The  discoid  and  dissemi- 
nated varieties  are  probably  related.6  Le- 
sions are  located  primarily  on  light-exposed 
areas  of  the  body,  especially  the  cheeks,  and 
exposure  to  the  sunlight  may  produce  seri- 
ous exacerbations  of  the  disseminated  va- 
riety. Further  clinical  description  will  not 
be  given,  as  most  physicians  are  familiar 
with  the  symptomatology  of  this  condition. 
Xeroderma  Pigmentosum 

This  rare  and  fatal  hereditary  disorder 
characterized  by  extreme  reactivity  to  sun- 
light first  appears  during  childhood.  Pa- 
tients develop  hyperpigmentation,  atrophy 
and  telangiectasis.  Their  skin  undergoes 
premature  actinic  degeneration  and  cutan- 
eous malignancies  rapidly  ensue.  Protection 
from  sunlight  is  extremely  important,  but 
these  patients  eventually  develop  metastases 
and  few  live  past  adolescence. 

Hydroa  Aestivale 

This  disease  occurs  almost  exclusively  in 
children  and  adolescents.  A vesicular  erup- 
tion, which  spreads  over  the  face  and  lateral 
aspect  of  the  arms,  tends  to  develop  in  sum- 
mer and  disappear  in  winter.  Except  when 
associated  with  congenital  porphyria,  this 
eruption  usually  clears  spontaneously  about 
the  time  of  puberty. 

Colloid  Milium 

This  light-induced  dermatosis  primarily 
afflicts  fair-skin  people  chronically  exposed 
to  intense  sunlight.  This  incidence  is  much 
higher  in  Texas  than  in  the  northern  United 
States.  It  was  commonly  seen  in  the  East 
Indies  during  World  War  II.  Its  victims  de- 
velop pseudovesicles  containing  colloid  ma- 
terial of  blood  protein  origin.  These  lesions 
usually  appear  on  the  dorsum  of  the  hands, 
face  and  neck.  Avoiding  sunlight  is  the  only 
satisfactory  treatment. 
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PROTECTIVE  MEASURES 
AND  TREATMENT 

Natural  Protection 

The  amount  of  natural  protection  afford- 
ed by  the  skin  depends  upon  three  factors : 
1)  surface  sweat;  2)  thickness  of  the 
stratum  corneum,  and  3)  amount  of  pigment 
in  the  epidermis. 

Sweat  protects  the  skin  by  absorbing 
ultraviolet  rays,  apparently  because  it  con- 
tains urocanic  acid.  The  stratum  corneum, 
which  tends  to  scatter  and  absorb  erythemo- 
genic  light,  thickens  after  exposure  to  the 
sun’s  rays.  In  dark-skin  individuals,  this 
layer  contains  many  melanin  granules;  thus 
Negroes  have  much  more  natural  protection 
than  Caucasians.  Pigment  in  the  basal  layer 
offers  only  slight  protection  to  the  epidermis 
since  damage  from  sunlight  occurs  above 
this  level  but  is  of  value  for  the  dermis. 
Chemical  Sunscreens 

Chemical  sunscreens  absorb  ultraviolet 
rays  and  dissipate  their  energy  in  a harm- 
less manner.  The  agent  most  commonly  used 
in  commercial  preparations  is  para-amino- 
benzoic  acid  (PABA)  or  one  of  its  deriva- 
tives. Although  most  commercially  available 
suntanning  formulations  enable  the  sun 
bather  to  receive  four  to  six  times  as  much 
exposure  without  getting  a sunburn,  they 
do  not  absorb  the  longer  photosensitizing 
and  suntanning  wave  lengths.  Benzophe- 
nones,  however,  have  an  exceptionally  wide 
absorption  spectrum  and  thus  are  more  sat- 
isfactory for  patients  who  want  or  need 
complete  protection  from  ultraviolet  rays.7 

Physical  Sunscreens 

These  opaque  chemicals,  which  scatter 
light  rather  than  absorb  it,  include  titanium 
dioxide,  talc,  kaolin,  zinc  oxide  and  betonite. 
Some  preparations  combine  one  of  these 
agents  with  a chemical  sunscreen.  The  dis- 
advantage is  that  these  formulations  are 
visible. 

Systemic  Agents 

Since  Page  reported  in  1951  that  quina- 
crine  effectively  controls  discoid  lupus  ery- 
thematosus,8 antimalarial  drugs  have  been 
widely  used  to  treat  patients  with  diseases 
caused  or  aggravated  by  sunlight  exposure. 
Their  use  is  contraindicated  in  patients  with 
porphyria  because  of  possible  severe  side 
effects.  Chloroquine  and  other  antimalarial 
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drugs  have  their  greatest  value  in  suppress- 
ing discoid  lupus  erythematosus  and  poly- 
morphic light-sensitive  eruptions,  but  also 
are  often  used  to  treat  patients  with  lupus 
erythematosus  of  the  subacute  or  the  acute 
disseminated  variety  after  controlling  the 
disease  with  systemic  steroids. 

When  one  antimalarial  drug  is  not  sup- 
pressive or  loses  its  effectiveness,  the  pa- 
tient may  benefit  by  changing  to  another 
of  these  agents.  The  one  most  widely  ad- 
ministered is  chloroquine.  Usually  small 
doses  are  effective.  Many  dermatologists 
give  their  patients  two  250  mg.  tablets  daily 
for  one  or  two  weeks  and  then  reduce  the 
dose  to  one  tablet  daily. 

SUMMARY 

Contrary  to  popular  public  opinion,  most 
effects  of  sunlight  on  the  skin  are  harmful 
rather  than  beneficial.  Detectable  degen- 
erative changes  in  skin  are  caused  by  cumu- 
lative injury  from  ultraviolet  rays  of  the 
sun.  The  extent  of  damage  apparently  is 
determined  by  total  amount  of  exposure  and 
the  degree  of  natural  and  artificial  protec- 
tion. 

Light-sensitivity,  a phenomenon  much 
more  common  than  many  physicians  suspect, 
is  manifested  in  polymorphic  light  eruptions, 
porphyria,  pellagra,  lupus  erythematosus, 
xeroderma  pigmentosum,  hydroa  aestivale 
and  colloid  milium. 

Patients  can  receive  partial  or  complete 
protection  from  damaging  ultraviolet  rays 
by  using  chemical  or  physical  sunscreens. 
Many  patients  with  a systemic  disease  ac- 
companied by  photosensitivity  also  will  ben- 
efit from  a local  steroid  or  an  antimalarial 
agent.  □ 
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Necrosis  of  Stomach  Wall 
Following  Gastric  Freezing, 
An  Unusual  Complication 


EDWARD  L.  MOORE,  M.D. 

Perforation  of  the  gastric  wall  after 
a freezing  procedure  is  reported. 

Disruption  of  the  stomach  wail  due  to 

necrosis  following  a gastric  freezing  pro- 
cedure is  hereby  reported.  An  opening  ap- 
proximately two  inches  in  diameter  de- 
veloped five  days  after  the  use  of  a double 
lumen  tube  (stomach  balloon). 

CASE  REPORT 

A 63-year-old  white  man  was  admitted  to 
Hillcrest  Medical  Center  because  of  a du- 
odenal ulcer.  He  gave  a typical  ulcer  history 
with  recurrent  symptoms  in  the  spring  and 
fall  of  each  year. 

There  was  no  history  of  bleeding,  per- 
foration or  obstruction,  but  roentgenograms 
had  shown  a definite  deformity  and  ulcer 
formation  in  the  duodenum  on  several  previ- 
ous occasions.  He  was  referred  by  his  family 
physicians  for  consideration  of  treatment  of 
the  ulcer  by  the  freezing  method. 

Physical  examination  revealed  the  follow- 
ing: weight  193,  height  5'7".  There  was 
tenderness  on  pressure  over  the  epigastrium. 
A few  rales  were  heard  in  his  chest  which 
disappeared  on  coughing. 
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Laboratory  findings  before  hypothermia 
were:  (1)  Hemoglobin  16.8 ; (2)  Hematocrit 
51  per  cent;  (3)  Serum  Calcium  and  Phos- 
phorous levels  were  normal;  (4)  Hollander 
test  revealed  a marked  increase  in  acid  con- 
tent; (5)  Insulin  tests  were  normal ; (6)  Uri- 
nalysis was  normal  except  for  a few  white 
blood  cells  and  an  occasional  red  blood  cell. 

On  March  21,  1963,  the  gastric  hypother- 
mia procedure  was  begun  at  12:15  p.m.  The 
volume  was  1200  cc.  Inflow  temperature 
was  minus  20  degrees  Centigrade  and  out- 
flow temperature  was  minus  11  degrees 
Centigrade.  The  process  was  discontinued 
at  1:00  p.m.  and  at  1:15  p.m.  the  tube  was 
removed.  No  difficulties  were  reported. 

At  10:15  p.m.  the  patient  vomited  a small 
amount  of  old  blood  but  otherwise  he  re- 
mained comfortable  until  the  next  morning 
when  he  complained  of  gas  pains  which  were 
relieved  when  he  eructated. 

During  the  next  five  days  he  complained 
periodically  of  pain  in  his  abdomen  for 
which  Demerol  was  administered  frequently. 
Milk  aggravated  his  gastric  complaints  caus- 
ing nausea  and  “gas  pains.” 

On  March  27th,  severe  pains  in  the  ab- 
domen caused  moaning  and  thrashing  about 
in  bed.  The  patient  was  perspiring  pro- 
fusely. The  abdominal  wall  was  rigid.  At 
8:00  p.m.  a roentgenogram  showed  free  air 
in  the  abdomen  and  it  was  obvious  the  pa- 
tient had  a generalized  peritonitis. 

He  was  taken  to  surgery  at  10 :20  p.m.  on 
the  same  day.  Exploration  revealed  more 

Oklahoma  State  Medical  Association 


Figure  1.  Opening  in  stomach— two  inches  in  di- 
ameter. 


than  1,000  cc.  of  dark  thin  liquid  in  the  ab- 
dominal cavity  which  was  aspirated.  The 
omentum  was  adherent  to  the  fundus  of  the 
stomach  with  fibrinous  adhesions.  The 
stomach  itself  was  very  edematous  and  hem- 
orrhagic with  areas  of  ecchymosis  through- 
out. The  distal  20  per  cent  of  the  stomach 
appeared  normal  to  palpation.  A necrotic 
area  about  two  inches  in  diameter  was  found 
high  and  posterior  in  the  fundus  (figures 
1 and  2).  The  diaphragm  in  this  area  was 
also  hemorrhagic.  The  stomach  wall  was 
three  times  normal  thickness  and  difficult  to 
repair  because  some  of  the  stitches  pulled 
out  as  closure  was  attempted.  The  patient 
had  a short  stocky  body  build  so  it  was  nec- 
essary to  remove  the  xyphoid  process  and 
loosen  the  left  lobe  of  the  liver  so  better 
exposure  could  be  obtained.  Palpation  of 
the  duodenum  revealed  scarring  and  deform- 
ity. No  other  pathological  findings  were 
present.  The  abdominal  wall  was  closed  with 
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Figure  2.  Stomach— showing  zone  of  hypothermia 
necrosis. 


wire  sutures  to  avoid  evisceration.  A suc- 
tion tube  was  placed  into  the  stomach  and 
kept  there  until  the  patient  began  to  pass 
flatus  freely. 

The  medical  consultant  digitalized  the  pa- 
tient the  next  day  and  assisted  in  his  care 
post-operatively. 

A stormy  post-operative  course  followed. 
He  had  a wound  separation  on  April  6,  1963. 
There  was  no  evisceration  of  abdominal  con- 
tents but  it  was  necessary  to  return  him  to 
surgery  for  closure.  Total  protein  measure- 


Figure  3.  Stomach — Hypothermic  necrosis,  showing 
vascular  dilatation  and  thrombosis  with  ecchymosis. 
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merits  at  this  time  were  decreased  and  the 
albumin-globulin  ratio  was  reversed.  On 
April  9th,  he  complained  of  a sharp  pain  in 
the  right  lower  chest  which  was  thought  to 
be  an  embolus.  X-ray  confirmed  this  sus- 
picion and  he  was  treated  with  heparin  and 
coumadin.  Later  he  developed  a staphlococ- 
cal  pneumonia  with  fluid  in  the  left  pleural 
cavity.  Cardiac  irregularity  developed  and 
was  treated  appropriately. 

He  was  discharged  from  the  hospital  in 
fairly  good  condition  on  April  26,  1963.  He 
still  complained  of  “gas  pains”  at  times,  but 
after  discharge  he  gradually  improved  and 
was  free  of  ulcer  symptoms  when  last  seen 
August  6,  1963. 

COMMENT 

Undoubtedly  this  complication  is  rare. 
Examination  of  the  stomach  at  surgery 
plainly  outlined  the  frozen  area  which  in- 
volved the  proximal  80  per  cent.  The  distal 
20  per  cent  of  the  stomach  wall  appeared 
normal  and  was  not  thickened,  edematous, 
hemorrhagic  or  ecchymotic.  Histologic 
studies  on  the  tissue  from  the  edges  of  dis- 
ruption showed  acute  focal  necrosis  with 
suppurative  focal  cellulitis,  extensive  capil- 
lary and  arterial  thrombosis,  intense  con- 


gestion and  focal  hemorrhages,  focal  degen- 
eration, necrobiosis  and  necrosis  of  parietal 
cells  (figure  3) . 

The  gastric  freezing  procedure  was  done 
according  to  the  usual  routine  without  vari- 
ation. In  fact,  as  a special  precaution,  the 
tube  was  not  removed  from  the  stomach  for 
15  minutes  after  the  freezing  in  order  to 
minimize  the  possibility  of  necrosis. 

I am  sure  there  have  been  other  perfora- 
tions of  the  stomach  following  gastrohypo- 
thermia  but  probably  none  that  involved 
such  a large  area. 

SUMMARY 

A case  of  necrosis  of  the  fundus  of  the 
stomach  following  treatment  of  a duodenal 
ulcer  by  the  gastric  freezing  method  has 
been  presented.  This  is  the  only  case  of  its 
kind  in  the  literature  to  date  and  emphasizes 
the  need  to  watch  for  this  complication  in 
the  gastric  freezing  procedure.  □ 

Utica  Spuare  Medical  Center,  Tulsa,  Oklahoma 

NOTE:  Since  this  paper  was  written,  the 
patient  has  complained  of  recurrent  pain  in 
the  epigastric  area.  On  January  2,  1964  radio- 
graphic  studies  revealed  the  presence  of 
small  duodenal  ulcers.  There  was  also  a 
pseudo-diverticulum  apparently  due  to  con- 
traction and  scarring. 
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Nephroptosis — 

A Possible  Cause  of  Hypertension 


JOHN  R.  DERRICK,  M.D. 

A relationship  between  nephroptosis  and 
hypertension  was  first  noticed  about 
25  years  ago.  Several  cases  recently 
indicate  that  this  condition  is  more  common 
than  generally  realized.  A technique 
for  diagnosis  of  this  condition  by  noting 
effects  of  postural  changes  on  the  renal 
artery  during  arteHography  is  discussed. 

IDIOPATHIC  fibromuscular  hyperplasia  of 
the  renal  arteries  was  first  described  in 
1938  by  Leadbetter  and  Burkland.2  Two 
years  later,  in  1940,  the  relationship  between 
nephroptosis  and  hypertension  was  first 
postulated  by  McCann  and  Romansky  who 
reported  five  female  patients  with  both  con- 
ditions.3 Since  these  reports,  there  has  been 
continuing  interest  in  the  problem.  Indeed, 
in  the  last  three  years  alone,  more  than  40 
cases  of  fibromuscular  hyperplasia  of  the 
renal  arteries  and  associated  hypertension 
have  been  reported,  but  few  of  these  had 
associated  nephroptosis.1- 4- 5 

The  purpose  of  this  report  is  to  present 
three  of  seven  cases  of  nephroptosis  with  as- 
sociated fibromuscular  hyperplasia  and  hy- 
pertension seen  at  The  University  of  Texas 
Medical  Center.  Experience  with  these  re- 
cent cases  indicates  that  the  occurrence  of 
hypertension  secondary  to  renal  ptosis  is 

This  paper,  from  the  Department  of  Cardiovascular  Surgery, 
University  of  Texas  Medical  Branch,  was  presented  at  the 
Oklahoma  City  Clinical  Society  meeting,  October  28-30,  1963. 
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more  common  than  is  generally  realized.  A 
technique  for  diagnosis  of  renal  ischemia  by 
noting  the  effects  of  postural  changes  on  the 
renal  artery  during  arteriography  will  be 
presented. 

CASE  HISTORIES 

Case  1.  A 23-year-old  white  married 
woman,  gravida  II,  para  II,  had  been  suc- 
cessfully treated  medically  for  hypertension 
in  October,  1961.  In  October,  1962  she  was 
admitted  to  the  medical  service  for  evalua- 
tion. Major  symptoms  were  severe  head- 
aches, and  dizziness.  Blood  pressure  was 
210/118  mm.  Hg.  A Grade  I retinopathy 
was  noted  on  fundoscopic  examination.  An 
abdominal  bruit  was  heard  over  the  right 
renal  area  near  the  midline. 

Intravenous  pyelogram  showed  no  ab- 
normalities except  for  some  delay  in  appear- 
ance of  the  dye  in  the  upper  collecting  sys- 
tems of  the  right  kidney.  Retrograde  trans- 
lumbar  aortogram  showed  the  origin  of  the 
renal  artery  to  be  much  higher  on  the  right 
side  and  the  right  kidney  to  be  much  lower 
in  the  pelvis  than  the  left  kidney.  Results 
of  a Regitine  test  were  negative  and  a How- 
ard test  showed  the  blood  volume  on  the 
right  side  to  be  50  per  cent  less  than  on  the 
left.  Creatinine  excretion  was  greater  on 
the  right,  but  sodium  excretion  was  less. 
Excretory  urogram  (Hypaque  wash-out) 
showed  decreased  renal  vascular  flow  on  the 
right. 

A revascularization  procedure  was  per- 
formed on  the  right  kidney  and  at  operation 
the  entire  renal  artery  was  found  to  be  in- 
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volved  to  the  bifurcation.  A successful  an- 
astomosis was  made  to  the  internal  iliac  ar- 
tery with  use  of  a vein  graft.  The  postopera- 
tive course  was  uneventful  and  by  the  sev- 
enth postoperative  day  the  blood  pressure 
was  stabilized  between  120/86  and  180/90 
mm.  Hg.  Before  the  patient  was  discharged 
from  the  hospital,  a retrograde  arteriogram 
showed  the  graft  to  be  patent.  Subsequent 
follow-up  studies,  including  Hypaque  wash- 
out in  January,  1963,  showed  no  evidence  of 
ischemia  on  the  right  side. 

Case  2.  A 22-year-old  white  married 
woman,  gravida  III,  para  III,  was  admitted 
to  the  hospital  in  September,  1962  for  hy- 
pertension, which  had  developed  gradually 
during  the  two  previous  months.  Chief  com- 
plaints were  nervousness  and  anxiety.  At 
first  examination,  blood  pressure  was  140/ 
105  mm.  Hg.  in  the  right  arm,  and  in  the 
left  arm  150/110  mm.  Hg.  Review  of  major 
systems  showed  no  notable  abnormalities. 

An  intravenous  pyelogram  showed  good 
dye  concentration  in  both  kidney  pelves.  The 
kidneys  were  about  equal  in  size,  although 
the  right  kidney  appeared  to  be  considerably 
lower  in  the  pelvis  than  the  left,  with  a 
“scalloped  effect”  of  the  right  ureter.  Dur- 
ing retrograde  arteriography,  an  appreciable 
drop  in  the  kidney  shadows  was  noted  when 
the  patient  was  raised  to  a semi-erect  po- 
sition, with  the  right  kidney  much  more 
mobile  than  the  left.  The  roentgenograms 
also  showed  the  origin  of  both  renal  arteries 
to  be  close  together,  although  both  were 
fairly  long  and  of  adequate  caliber. 

During  hospitalization  of  this  patient 
blood  pressure  recordings  were  made  every 
three  hours.  When  the  patient  was  recum- 
bent, pressure  in  the  right  arm  varied  from 
160/100  to  140/100  mm.  Hg.  After  ten  days 
of  bed  rest  with  the  foot  of  the  bed  elevated 
30  degrees,  the  pressure  gradually  dimin- 
ished to  a level  that  varied  from  130/90  to 
120/80  mm.  Hg.  Since  the  patient  showed 
only  minimal  signs  of  fibromuscular  hyper- 
plasia, an  abdominal  surgical  girdle  was  pre- 
scribed. On  follow-up  studies,  she  has  remain- 
ed normotensive. 

Case  3.  A 33-year-old  white  married 
woman,  gravida  III,  para  III,  was  admitted 
to  the  hospital  in  January,  1963  for  evalua- 
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tion  of  severe  hypertension  of  12  months’ 
duration.  Chief  complaints  were  fatigue, 
venous  distention,  episodes  of  loss  of  vision, 
edema  and  numbness  of  the  extremities,  nau- 
sea associated  with  vomiting,  dyspnea  and 
palpitations.  During  the  previous  two  years 
the  patient  had  lost  weight  (from  132  to  114 
pounds) . 

Blood  pressure  was  300/175  mm.  Hg.  and 
fundoscopic  examination  showed  a Grade 
II  retinopathy.  Intravenous  pyelogram 
showed  both  upper  collecting  systems  to  jp, 
within  normal  limits  with  prompt  bilateral 
excretion  of  the  contrast  medium.  A retro- 
grade arteriogram  showed  fibromuscular 
hyperplasia  of  the  right  kidney.  The  right 
kidney  was  9.5  cm.  in  length,  and  the  left 
kidney,  13  cm.  in  length.  The  right  kidney 
was  10  cm.  lower  in  the  abdomen  than  the 
left.  Hypaque  wash-out  study  showed  mark- 
edly decreased  renal  vascular  flow  on  the 
right  side. 

A revascularization  procedure  was  per- 
formed on  the  right  kidney  with  end-to-end 
anastomosis  of  the  right  renal  artery  to  the 
right  internal  iliac  artery,  with  vein  grafts 
of  both  vessels.  Postoperative  course  was 
uneventful  with  return  of  blood  pressure  to 
normotensive  levels.  Repeat  Hypaque  wash- 
out study  showed  good  revascularization  with 
normal  excretion  time.  At  the  last  follow- 
up visit  in  July,  1963,  the  patient  was  still 
normotensive  and  had  no  complaints. 

DIAGNOSTIC  PROCEDURES 

Although  excretory  urography  provides 
useful  information  in  differential  diagnosis, 
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retrograde  femoral  arteriography  is  the  de- 
finitive diagnostic  study.  In  the  three  cases 
cited,  the  Seldinger  technique  was  used.  In 
this  procedure,  the  percutaneous  femoral 
route  is  utilized,  with  a catheter  being  in- 
serted into  the  aorta  and  the  tip  positioned 
inside  of  or  adjacent  to  the  origin  of  the 
right  renal  orifice.  With  the  patient  in  the 
Trendelenberg  position,  25  cc.  of  76  per 
cent  contrast  medium  (Renografin)  is  in- 
jected and  serial  films  made  every  half  sec- 
ond. A second  injection  with  the  same  quan- 
tity of  contrast  material  is  then  made  with 
the  patient  in  the  erect  position. 

In  each  of  three  cases  the  renal  artery  in- 
creased considerably  in  length  with  signi- 
ficant narrowing  of  the  renal  artery  when 
the  patient  assumed  the  erect  position.  The 
lumen  of  the  renal  artery  was  measured  on 
the  roentgenogram  and  the  narrowing  usual- 
ly occurred  in  the  mid-portion.  In  general, 
roentgenographic  findings  as  to  location  and 
appearance  of  the  hyperplastic  lesion,  kid- 
ney size  and  appearance  and  density  of  the 
contrast  medium  presented  many  of  the  di- 
agnostic features  that  have  been  well-docu- 
mented in  previous  reports.1’ 1 

In  addition  to  conventional  means  of 
screening  patients  with  renovascular  hyper- 
tension, two  of  the  patients  reported  were 
studied  by  tissue  oxygen  tension  measure- 
ments. The  percutaneous  technique  for  this 
procedure  is  similar  to  that  used  for  renal 
biopsy  and  measurements  are  made  with  a 
Liston  modification  of  the  Clarke  electrode. 
The  needle  used  is  the  small  size  (#18), 
smaller  than  the  needle  ordinarily  used  for 
percutaneous  renal  biopsies.  Findings  ob- 
tained by  the  percutaneous  method  were 
later  confirmed  at  operation.  When  renal 


cortical  oxygen  tensions  were  recorded  at 
operation,  a marked  fall  in  renal  oxygen 
tension  with  the  kidney  in  the  pelvis  as  com- 
pared with  a higher  reading  with  the  kidney 
in  a reasonably  normal  position  was  demon- 
strated. Also,  after  a functioning  graft  was 
in  position,  repeat  measurements  showed 
elevation  of  the  renal  cortical  oxygen  tension. 

SUMMARY 

Three  patients  with  abnormal  renal  ex- 
cursion associated  with  fibromuscular  hy- 
perplasia of  the  renal  arteries  and  hyper- 
tension have  been  described.  All  of  the  pa- 
tients had  nephroptosis  on  the  right  side. 
All  were  white  females  with  multiple  preg- 
nancies. In  one  the  hypertension  was  cor- 
rected by  a surgical  girdle  and  in  the  other 
two  patients  revascularization  procedures 
were  necessary. 

Diagnosis  of  renal  ischemia  by  observing 
the  effects  of  postural  changes  on  the  renal 
artery  during  arteriography  has  been  dis- 
cussed and  preoperative  percutaneous  renal 
cortical  oxygen  tension  measurements  with 
repeat  measurements  at  operation  are  re- 
ported. □ 
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CALL  FOR  RESOLUTIONS 

The  Speaker  of  the  House  of  Delegates  of  the  Oklahoma  State 
Medical  Association  has  issued  a call  for  all  resolutions  to  be  con- 
sidered by  the  policy-making  body  at  its  annual  session,  scheduled 
for  May  1-2,  1964  in  Oklahoma  City. 

Resolutions  from  county  medical  societies,  or  from  individual 
OSMA  members,  must  be  received  by  the  Executive  Office  of  the 
association  by  April  1st  in  order  to  be  included  on  the  agenda. 
County  societies  are  urged  to  utilize  their  March  meetings  for 
the  purpose  of  drafting  resolutions. 
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Acute  Arsenic  Poisoning 
in  Children 


ROY  L.  ALEXANDER,  Jr.,  Ph.D. 

Accidental  'poisoning  in  young  children 
sometimes  presents  a considerable 
diagnostic  challenge.  Acute  arsenic 
poisoning  can  be  diagnosed  ivith 
relative  ease  and  prompt  treatment 
may  prevent  a possible  fatality. 

Surveys  OF  AVAILABLE  statistics  in- 
dicate that  poisoning  accounts  for  about 
five  per  cent  of  the  yearly  death  toll  in  chil- 
dren under  five  years  of  age  in  the  United 
States.  Of  the  total  number  (about  400)  of 
fatal  poisonings  each  year  in  this  age  group, 
approximately  five  per  cent  are  due  to  the 
ingestion  of  a substance  containing  arsenic. 
Metallic  arsenic  and  its  salts  are  present  in 
many  commercially  available  insecticides, 
herbicides,  cosmetics,  dyes,  paints,  and  es- 
pecially in  rodenticides  in  amounts  up  to  99 
per  cent  by  weight.  A study1  has  revealed 
that  in  12  southern  states  (Alabama,  Arkan- 
sas, Florida,  Georgia,  Louisiana,  Mississippi, 
North  Carolina,  Oklahoma,  South  Carolina, 
Tennessee,  Texas,  and  Virginia),  the  death 
rate  from  ingestion  of  arsenic  is  six  times 
that  of  the  rest  of  the  country.  Aside  from 
continuously  instructing  families  in  the  pre- 
vention of  poisonings  in  children,  the  family 
physician  and  pediatrician  must  be  able  to 
diagnose  acute  arsenic  poisoning  quickly  and 
start  treatment  as  soon  after  ingestion  as 
possible  if  fatalities  are  to  be  kept  to  a 
minimum. 
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CLINICAL  SYMPTOMS 

Symptoms  of  acute  arsenic  poisoning  may 
appear  immediately  following  ingestion  or 
there  may  be  a delay  of  several  hours  if  the 
stomach  contains  food.  It  is  particularly 
important  to  note  that  in  some  instances  of 
arsenic  poisoning,  the  earlier,  more  typical 
symptoms  of  poisoning  have  been  followed 
by  periods  of  normal,  asymptomatic  behav- 
ior. This  fact  plus  the  often  misleading  his- 
tory obtained  from  the  parent  have  some- 
times resulted  in  an  erroneous  diagnosis 
which  led  to  an  appreciable  delay  in  treat- 
ment of  the  patient.  The  usual  clinical  pic- 
ture is  that  of  a severe  gastroenteritis.  In- 
gestion of  arsenic  is  almost  always  followed 
by  projectile  vomiting  which  is  often  bloody 
or  green  due  to  the  presence  of  bile.  The 
breath  and  vomitus  may  have  the  odor  of 
garlic.  Severe  abdominal  pain  and  muscle 
cramping  may  occur.  There  may  be  a pro- 
fuse diarrhea  with  “rice  water”  or  bloody 
stools.  Hematuria,  albuminuria  and  oliguria, 
may  precede  severe  dehydration  and  shock. 
If  large  amounts  of  arsenic  have  been  ab- 
sorbed, the  patient  may  have  a rapid  weak 
pulse,  shallow  respiration,  low  blood  pres- 
sure, convulsions,  coma  and  eventually  res- 
piratory failure. 

DIAGNOSIS 

Diagnosis  of  acute  arsenic  poisoning  is 
made  on  the  basis  of  a suspected  history  of 
ingestion,  the  clinical  picture,  and  most  im- 
portant, the  positive  identification  of  arsenic 
in  gastric  contents  or  urine.  Since  repeated 
vomiting  usually  accompanies  this  type  of 
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poisoning,  it  is  possible  that  the  analysis  of 
gastric  content  for  arsenic  a few  hours  fol- 
lowing ingestion  may  be  negative.  The  urine 
should  be  analyzed  if  arsenic  is  not  demon- 
strated to  be  present  in  the  gastric  content. 
Arsenic  leaves  the  blood  rapidly  and  serum 
levels  cannot  be  relied  on  for  diagnostic 
purposes. 

A simple  procedure2  (Gutzeit’s  qualitative 
test)  for  determining  the  presence  of  arsenic 
in  urine  or  gastric  contents  can  be  carried 
out  quickly  in  any  small  laboratory  using 
routine  glassware  and  some  inexpensive 
chemicals.  This  test  will  give  a positive  color 
reaction  for  as  little  as  five-ten  micrograms 
of  arsenic.  The  normal  concentration  of  ar- 
senic in  urine  is  reported  to  be  five  to  20 
micrograms/100  ml.,3  consequently,  no  dif- 
ficulty should  be  experienced  in  demonstrat- 
ing increased  levels  in  the  urine  using  this 
test. 

TREATMENT 

If  the  ingestion  of  arsenic  is  suspected, 
gastric  aspiration  followed  by  intensive  lav- 
age should  be  instituted  as  soon  as  possible. 
Warm  milk  or  water  can  be  used  as  a lavage 
fluid.  A freshly  prepared  mixture  of  ferric 
hydroxide  and  milk  of  magnesia  are  believed 
to  be  more  effective  due  to  their  detoxifying 
action  on  arsenic  salts.  Gastric  aspiration 
and  lavage  are  contraindicated  if  the  patient 
is  convulsing.  Dimercaprol  is  a highly  effec- 
tive antidote  and  is  available  as  a ten  per 
cent  solution  in  peanut  oil4  for  intramuscu- 
lar injection.  If  the  history  and  symptoms 
of  the  patient  indicate  that  a relatively  small 
quantity  (less  than  1 mg. /Kg.  of  body 
weight)  of  arsenic  was  ingested,  the  recom- 
mended dosage  of  BAL  is  2.5  mg./Kg.  every 
four  hours  the  first  24  hours  and  two  daily 
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injections  thereafter  until  a test  for  arsenic 
in  the  urine  is  negative.  In  a patient  pre- 
senting severe  symptoms  of  poisoning,  the 
dosage  should  be  five  mg./Kg.  every  four 
hours  the  first  day  with  a gradually  dimin- 
ishing amount  on  successive  days  if  the  pa- 
tient shows  improvement.  Unpleasant  side 
effects  (irritability,  tachycardia,  vomiting 
and  fever)  of  BAL  may  be  alleviated  by  ad- 
ministering ephedrine  sulfate  orally  prior  to 
injection  of  the  Dimercaprol.  In  general,  the 
patient  should  receive  supportive  therapy 
and  should  be  watched  carefully  for  change 
in  status  during  treatment. 

PROGNOSIS 

The  prognosis  in  acute  arsenic  poisoning 
depends  largely  on  the  quantity  of  arsenic 
absorbed  from  the  gastrointestinal  tract,  the 
length  of  time  elapsing  before  treatment  is 
started,  and  the  general  physical  condition 
of  the  patient  prior  to  ingestion  of  the  pois- 
on. Statistics  on  the  fatality  rate  in  arsenic 
poisonings  in  children  are  not  readily  avail- 
able. Out  of  six  children  admitted  to  the 
Poison  Control  Center  at  Hillcrest  Medical 
Center  in  Tulsa  in  1962,  one  case  terminated 
in  death  eight  days  following  ingestion.  The 
lethal  dose  of  arsenic  trioxide  absorbed  into 
the  body  of  an  adult  is  about  100  to  200  mg. 
Quantities  as  low  as  one  to  two  mg./Kg.  of 
body  weight  may  be  lethal  in  children. 

The  physician  should  encourage  families 
with  small  children  to  refrain  from  using 
pesticides  which  contain  arsenic.  Many 
preparations  are  available  commercially 
which  have  ingredients  much  less  toxic  and 
yet  are  quite  effective  in  controlling  insects 
and  rodents.  The  same  might  be  said  for 
preparations  containing  thallium,  strych- 
nine, phosphorus,  antimony,  lead  and  organic 
phosphates.  Undoubtedly,  the  best  approach 
towards  poison  control  in  children  is  the 
continuous  education  of  parents  in  the  pre- 
vention of  poisonings  in  the  home.  □ 
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Hereditary  Factors  Associated  With 
Coronary  Artery  Disease 


MARY  BROWN,  B.S. 

A brief  review  of  the  literature  indicates 
that  certain  factors  which  seem  to  be 
hereditary  in  nature  have  been  associated 
with  coronary  artery  disease. 

Disease  of  the  coronary  arteries  leading 
to  inadequate  blood  supply  of  the  myocar- 
dium may  result  from  a number  of  patho- 
logical processes.  Syphilitic  aortitis,  rheu- 
matic arteritis,  polyarteritis  nodosa,  emboli 
from  subacute  bacterial  endocarditis,  vaso- 
spastic disease,  traumatic  lesions  and  con- 
genital malformations  are  infrequent  causes 
of  coronary  insufficiency  and  perhaps  ac- 
count for  less  than  one  per  cent  of  all  cases 
of  clinical  manifestation  by  myocardial  is- 
chemia. Arteriosclerosis  is  the  most  fre- 
quent pathological  process  affecting  the 
coronary  arteries  and  is  said  to  account  for 
at  least  95  per  cent  of  all  cases  of  myocardial 
damage  due  to  ischemia.1  Thus,  the  term 
coronary  artery  disease  has  become  virtual- 
ly synonymous  with  arteriosclerosis  of  the 
coronary  arteries.  In  this  paper,  coronary 
artery  disease  will  refer  to  intrinsic  disease 
of  the  coronary  arteries  due  to  arterio- 
sclerosis. 
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Recognition  of  coronary  artery  disease 
during  life  is  dependent  on  clinical  manifes- 
tations of  the  pathological  process,  yet  it  has 
been  demonstrated  that  the  pathological 
process  may  be  present  without  clinical  mani- 
festation.2’ 3 Recognition  of  this  disease  is 
further  complicated  by  lack  of  agreement 
on  the  criteria  for  diagnosis.  The  symptom 
complex  of  angina  pectoris  is  thought  by 
many  investigators  to  be  sufficient  evidence 
of  coronary  artery  disease,  while  others  rely 
on  electrocardiographic  evidence  of  myo- 
cardial ischemia  for  diagnosis.  Perhaps 
these  factors  account  for  some  of  the  dis- 
crepancy in  statistics  reported  by  various 
investigators. 

Numerous  factors  have  been  studied  and 
correlated  with  coronary  artery  disease  but 
the  exact  etiology  of  the  disease  remains  un- 
known. Discussion  of  the  numerous  theories 
which  have  been  proposed  is  beyond  the 
scope  of  this  paper.  However,  the  trend  has 
been  to  consider  it  as  a disease  with  multiple 
factors  contributing  to  its  development  rath- 
er than  a disease  with  a single  cause. 

Epidemiological  studies  have  indicated 
that  coronary  artery  disease  is  unevenly  dis- 
tributed throughout  the  world  and  that  the 
incidence  is  higher  in  populations  with  high- 
er standards  of  living.  “It  seems  to  follow 
inexorably  in  the  wake  of  industrial  and 
economic  advances.”4  In  the  United  States 
where  the  levels  of  industrialization  and 
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economic  advances  are  high,  the  exact  inci- 
dence is  unknown,  but  in  Framingham,  Mas- 
sachusetts the  increment  of  the  disease 
among  middle  aged  men  is  one  per  cent  per 
year.5  It  has  been  estimated  that  one  out  of 
every  three  or  four  in  the  United  States  will 
suffer  from  coronary  artery  disease  in  mid- 
dle age.  The  need  for  preventive  measures 
in  the  control  of  this  disease  is  obvious,  and 
in  order  to  be  effective,  such  measures  should 
be  directed  toward  susceptible  individuals. 
White6  has  emphasized  the  need  for  more 
studies  directed  toward  recognition  of  the 
individuals  who  are  “candidates”  for  coro- 
nary artery  disease. 

Current  investigations  seem  to  indicate 
that  heredity  is  less  significant  than  sex  in 
determining  the  “candidate,”  for  in  all 
studies  the  male  sex  is  more  frequently  af- 
fected by  this  disease.  Certain  factors  which 
seem  to  be  hereditary  in  nature  however 
have  been  associated  with  the  disease,  and 
when  recognized  may  serve  as  an  aid  in 
identifying  the  “candidate.”  A brief  review 
of  some  of  the  hereditary  factors  associated 
with  coronary  artery  disease  is  presented. 

FAMILIAL  INCIDENCE 

In  1930,  Herapath  and  Perry8  reported  a 
family  with  multiple  sudden  deaths  due  to 
coronary  artery  disease.  Numerous  studies 
since  that  time  have  indicated  that  familial 
occurrence  of  coronary  artery  disease  is 
common.  Thomas  and  Cohen9’10  found  that 
coronary  artery  disease  was  four  times  more 
frequent  among  the  children  of  affected  par- 
ents than  among  children  of  parents  not  so 
affected.  The  study  was  inconclusive  for 
the  presence  of  a single  autosomal  gene  in 
the  disorder.  Instead  it  was  proposed  that  a 
more  complex  etiology,  possible  multiple  ge- 
netic factors  with  modifying  environmental 
agents,  was  responsible  for  the  hereditary 
nature. 

Gertler  and  White  found  more  deaths  due 
to  coronary  artery  disease  in  families  of  the 
coronary  group  than  in  families  of  the  con- 
trol group  in  their  study.  In  the  coronary 
group  9.8  per  cent  of  mothers,  37  per  cent 
of  fathers  and  8.6  per  cent  of  siblings  died 
of  coronary  artery  disease,  while  in  the  con- 
trol group  only  7.7  per  cent  of  mothers,  18.5 
per  cent  of  fathers  and  one  per  cent  of  sib- 


lings died  of  the  disease.  The  study  again 
indicated  a strong  hereditary  influence  on 
the  development  of  coronary  artery  disease, 
however,  the  mode  of  gene  transference  and 
degree  of  penetrance  was  not  clarified. 

Few  investigations  of  the  incidence  of 
coronary  artery  disease  in  twins  have  been 
reported.  Harvald  and  Hauge,12  in  a pre- 
limiary  report  on  a study  which  they  are 
conducting,  indicate  that  the  concordance 
rate  is  not  significantly  different  among 
monozygous  and  dizygous  twins.  Conclusive 
evidence  for  the  mode  of  gene  transference 
or  the  lack  of  such  transference  must  await 
results  of  further  study. 

DISEASE  PREDISPOSING  TO  DEVELOPMENT 
OF  CORONARY  ARTERY  DISEASE 

Essential  hypertension,  diabetes  mellitus 
and  xanthomatosis  seem  to  predispose  to  de- 
velopment of  coronary  artery  disease.  Since 
these  diseases  are  thought  to  be  hereditary 
in  nature,  this  association  tends  to  further 
indicate  the  influence  of  heredity  on  coro- 
nary artery  disease. 

Familial  occurrence  and  hereditary  pre- 
disposition of  essential  hypertension  have 
been  substantiated  by  several  investiga- 
tors.12- 13> 14  Animal  experiments  have  indi- 
cated that  hypertension  accelerates  the  de- 
velopment of  atherosclerosis  in  certain  spe- 
cies. The  Framingham,  Massachusetts  study 
which  is  concerned  with  those  environmental 
and  personal  factors  associated  with  the  ap- 
pearance and  progression  of  cardiovascular 
disease  in  a cross-section  of  the  population 
aged  30  to  59,  has  indicated  that  coronary 
artery  disease  is  more  prevalent  in  hyper- 
tensive individuals,  the  incidence  being  98 
per  1,000.  The  incidence  in  persons  with 
normal  blood  pressure  was  found  to  be  26 
per  1,000. 

Inheritance  factors  in  diabetes  mellitus 
were  investigated  by  Pincus  and  White.15 
This  investigation  indicated  that  diabetes 
mellitus  is  transmitted  through  Mendelian 
recessive  genes.  Thomas  and  Cohen9  found 
that  whether  hypertension,  coronary  artery 
disease  or  diabetes  is  the  index  disorder,  the 
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others  are  more  prevalent  among  affected 
than  unaffected  groups  of  individuals. 

The  study  of  familial  xanthomatosis  by 
Adlersberg,  Parets  and  Boas16  supported  the 
theory  that  abnormal  lipid  metabolism  is 
transmitted  as  an  “incomplete”  dominant 
trait.  This  study  of  201  persons  indicated 
that  the  two  most  frequent  abnormalities 
among  members  of  xanthomatous  families 
are  elevated  serum  cholesterol  and  coronary 
atherosclerosis.  Coronary  artery  disease  was 
present  in  40  per  cent  of  the  group. 

An  additional  group  of  unselected  patients 
with  coronary  artery  disease  under  the  age 
of  50  years  was  studied.  The  families  of  some 
of  these  unselected  patients  were  studied 
and  in  30  per  cent  of  the  families,  all  or  most 
of  the  siblings  had  hypercholesterolemia.  The 
conclusion  was  that  the  tendency  of  coronary 
artery  disease  to  occur  in  several  members 
of  a family  can  be  explained  by  a hereditary 
disturbance  of  lipid  metabolism,  often  man- 
ifest as  hypercholesterolemia.  In  addition, 
it  was  suggested  that  familial  xanthoma- 
tosis is  the  most  severe  form  of  a hereditary 
disturbance  of  lipid  metabolism. 

Bloom,  Kaufman  and  Stevens17  stressed 
that  hypercholesterolemia  rather  than  xan- 
thomatosis is  the  principal  manifestation  of 
an  inherited  factor  which  produces,  under 
certain  conditions,  cutaneous  as  well  as  car- 
diovascular disease.  Thus,  faulty  genes  may 
be  directly  concerned  with  the  control  of 
lipid  metabolism  and  indirectly  concerned 
with  the  development  of  coronary  artery 
disease. 

PHYSIQUE  ASSOCIATED  WITH 
CORONARY  ARTERY  DISEASE 

Coronary  artery  disease  has  been  found 
more  frequently  in  “over  weight”  individ- 
uals. Goldsmith18  studied  individuals  with 
coronary  thrombosis  and  found  a mean  de- 
viation of  6.7  per  cent  from  the  average 
weight  for  height  and  age.  Levine  and 
Brown19  noted  that  the  person  with  coronary 
artery  disease  is  usually  a strong,  “well  set 
person,”  muscular  and  somewhat  over- 
weight. 

There  is  considerable  disagreement  as  to 
what  constitutes  average  weight  for  an  in- 

102 


dividual;  furthermore,  obesity  is  not  strictly 
hereditary.  Since  weight  is  not  constant  in 
any  individual,  it  becomes  a difficult  variable 
to  evaluate.  Body  type  and  anthropometric 
measurements  are  thought  to  be  hereditary 
in  nature  and  not  subject  to  great  changes. 
Hence,  body  type  seems  to  be  a more  useful 
measurement. 

Gertler  and  White,11  using  Sheldon’s  sys- 
tem of  somatotyping20  and  anthropometric 
measurements,  found  the  endomorphic  meso- 
morphic person  to  be  most  prone  to  coronary 
heart  disease.  In  the  group  affected  by  the 
disease,  44  per  cent  were  found  to  be  domi- 
nant mesomorphs  and  six  per  cent  dominant 
ectomorphs.  In  contrast,  22  per  cent  domi- 
nant mesomorphs  and  18  per  cent  dominant 
ectomorphs  were  found  in  the  non-affected 
or  control  group.  These  findings  tend  to 
substantiate  the  observations  of  Levine  and 
Brown  as  to  the  appearance  of  the  person 
with  coronary  artery  disease. 

ASSOCIATION  OF  ABO  BLOOD  GROUPS 

Since  blood  groups  are  genetically  deter- 
mined, attempts  have  been  made  to  further 
assess  the  hereditary  nature  of  coronary  ar- 
tery disease  by  associating  the  two.  It  has 
been  noted  that  there  are  more  blood  group 
A individuals  and  fewer  blood  group  0 in- 
dividuals affected  by  coronary  artery  dis- 
ease than  in  non-affected  or  control  groups 
of  individuals.11  Bronte-Stewart,  Botha  and 
Kurt21  in  their  investigation  of  people  with 
electrocardiographic  evidence  of  myocardial 
infarction  found  that  the  predominance  of 
blood  group  A and  B over  0 was  maintained 
in  individuals  below  70  years  of  age.  How- 
ever, in  the  group  with  angina  pectoris  and 
no  myocardial  infarction,  blood  group  dis- 
tribution was  not  statistically  different  from 
the  non-affected  or  control  group.  The  pres- 
ence of  a specific  blood  group  seems  of  ques- 
tionable value  in  identifying  the  “candidate” 
for  coronary  artery  disease. 

ASSOCIATION  OF  VARIOUS 
PHYSICAL  CHARACTERISTICS 

Various  physical  characteristics  of  the  in- 
dividual with  coronary  artery  disease  have 
been  observed.  Some  of  these  traits  may  or 
may  not  be  genetically  transmitted.  Wrist 
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size,  arcus  senilis  (arcus  cornea),  baldness, 
graying  of  hair  and  other  traits  have  been 
associated  with  the  individuals  affected  by 
the  disease. 

Wrist  size  has  been  said  to  be  a measure 
of  degree  of  mesomorphy.  Arcus  senilis, 
graying  of  hair  and  baldness,  may  be  con- 
sidered as  signs  of  aging.  Since  endo- 
morphic, mesomorphic  individuals  often 
appear  older  than  their  chronologic  age, 
these  characteristics  might  also  be  consid- 
ered to  be  a measure  of  mesomorphy.  Gert- 
ler  and  White,11  however,  found  no  signifi- 
cant difference  in  graying  of  hair  and  bald- 
ness between  the  group  affected  by  coronary 
artery  disease  and  the  non-affected  or  con- 
trol group.  Arcus  senilis  was  noted  in  only 
five  per  cent  of  the  patients.  From  these 
data  it  would  appear  that  such  traits  do  not 
correspond  to  the  degree  of  mesomorphy  and 
that  no  statistical  correlation  between  the 
traits  and  coronary  artery  disease  exists. 
On  the  contrary,  Pomerantz22  found  a sta- 
tistically significant  association  of  arcus 
senilis  and  coronary  heart  disease  in  age 
groups  below  55  years  of  age.  Adler sberg, 
Parets  and  Boas16  found  that  arcus  senilis 
was  present  in  18  per  cent  of  coronary  pa- 
tients below  age  50. 

The  interpretation  of  physical  character- 
istics is  highly  subjective;  perhaps  this  ac- 
counts for  the  varied  statistical  significance 
reported  by  different  investigators. 

DISCUSSION 

Numerous  problems  are  encountered  in 
evaluating  data  on  coronary  artery  disease. 
Most  investigations  in  the  past  have  been 
limited  to  the  survivors  of  myocardial  in- 
farction, since  the  nature  of  the  disease  is 
such  that  first  attacks  are  often  fatal.  Sam- 
ple bias  is  obvious  under  these  circumstances 
and  it  is  difficult  to  determine  whether  cer- 
tain factors  existed  before  the  disease  or 
resulted  from  the  disease  process.  Further- 
more, it  is  difficult  to  separate  genetic  fac- 
tors from  environmental  effects  in  the  study 
of  this  disease.  It  could  be  argued  that  fa- 
milial occurrence  of  coronary  artery  disease 
does  not  indicate  genetic  transmission  but 
rather  the  effects  of  environmental  and  cul- 
tural factors.  It  could  likewise  be  argued 
that  physique  may  be  altered  by  nutrition 
in  the  formative  or  early  period  of  life.  At 
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present  there  is  no  established  or  clarified 
mode  of  gene  transference  and  degree  of 
penetrance  in  this  disease.  The  possibility 
of  multiple  genetic  factors  with  modifying 
environmental  agents  as  proposed  by  Thom- 
as and  Cohen9  is  an  appealing  explanation 
for  the  hereditary  nature  of  the  disease. 
However,  more  investigation  is  needed  to 
clarify  the  herditary  aspects.  Systematic 
investigations  of  coronary  artery  disease  in 
other  series  of  identical  and  fraternal  twins 
could  aid  in  clarifying  the  role  of  heredity  in 
this  disorder. 

As  yet,  no  absolute  method  of  identifying 
an  individual  who  is  a “candidate”  for  coro- 
nary artery  disease  exists.  The  presence  of 
certain  hereditary  factors  seems  to  increase 
the  probability  of  the  development  of  the  dis- 
ease. A brief  discussion  of  some  of  these 
factors  has  been  presented.  □ 
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Experimental  Murine  Cryptococcosis 
With  Hodgkin’s  Serum 
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Same  serum  factor  present  in 
Hodgkin’s  serums  adversely  effects 
the  survival  of  mice  infected  with 
cryptococcus  neoformans. 


ABSTRACT 

The  INCREASED  susceptibility  of  pa- 
tients with  reticulo-endothelial  involve- 
ment1’ 2>  4 particularly  Hodgkin’s  disease,  to 
disseminated  cryptococcosis  stimulated  the 
present  study. 

Sera  from  patients  with  a wide  variety  of 
abnormalities,  ranging  from  severe  burns  to 
acute  infections,  to  lymphomas,  including 
Hodgkin’s  disease,  were  studied  to  determine 
their  effect  on  dissemination  of  cryptococ- 
cosis in  mice. 

The  results  demonstrated  that  when  or- 
ganisms of  a virulent  strain  of  Cryptococcus 
neoformans  were  suspended  in  serum  from 
patients  with  Hodgkin’s  disease  and  certain 
types  of  leukemia,  the  onset  of  death  in  mice 
inoculated  intraperitoneally,  was  signifi- 
cantly enhanced.  However,  this  enhance- 

*This  project  was  supported  by  American  Cancer  Society  In- 
stitutional Grant  Number  659,  and  by  the  Florence  L.  Fenton 
Memorial  Grant  for  Cancer  Research. 
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ment,  in  the  case  of  the  lymphoma  sera,  was 
completely  nullified  by  inactivating  the  se- 
rum in  a water  bath  at  56°  C for  thirty  min- 
utes, while  the  same  procedure  had  no  effect 
on  the  leukemia  serum. 

MATERIALS  AND  METHODS 

Cryptococcus  neoformans 

A number  of  patient-isolates  of  Crypto- 
coccus neoformans  were  obtained  from  the 
Oklahoma  City  V.  A.  Hospital.  One  strain, 
45-466-59,  was  procured  from  C.D.C.  in 
Chamblee,  Georgia.  All  cultures  were  main- 
tained on  mycophil  agar  slants. 

Animals 

The  animals  used  were  white  Swiss  mice, 
three  to  four  weeks  old,  with  an  average 
weight  of  11  to  12  grams. 

Preparation  of  organisms  for  inocula 
and  for  viable  counts 

Organisms  were  transferred  from  myco- 
phil agar  to  two  successive  broth  cultures. 
Counting  of  organisms  was  done  from  the 
second  broth  culture,  which  subsequently 
was  used  in  the  preparation  of  inocula. 
Method  for  viable  counts 

Living  C.  neoformans  cells  are  capable  of 
reducing  methylene  blue  dye  to  the  colorless 
form,  while  dead  cells  remain  blue.  A small 
portion  of  the  second  broth  culture  was  di- 
luted three  to  one  with  0.05M  methylene  blue 
prepared  in  physiological  saline  and  visual 
counting  was  done  under  high  power  using 
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a Petroff-Hauser  counting  chamber.  The 
results  obtained  by  this  method  were  checked 
against  those  obtained  on  the  same  cultures, 
at  comparable  times,  by  the  plate  dilution 
method.  The  difference  was  not  statistically 
significant.  Subsequently  all  counting  was 
done  by  the  direct  method. 

Mouse  virulence  studies 

A number  of  isolates  of  Cryptococcus  neo- 
f ormans,  most  of  them  from  patients,  were 
studied  to  determine  their  virulence  for  mice. 
This  was  done  by  observing  the  number  of 
mice  killed,  within  three  to  four  weeks,  by 
intraperitoneal  injection  of  a measured  num- 
ber of  yeast  cells,  suspended  in  0.5  ml  of  sa- 
line. Strain  45-466-59,  hereafter  referred  to 
as  “Y,”  was  highly  virulent  ( i.e .,  killed  12 
out  of  36  mice  in  24  days)  and  was  used  in 
all  subsequent  studies.  For  comparison,  a 
patient-isolate  “J,”  of  low  virulence  (i.e., 
killed  three  out  of  36  mice  in  24  days)  was 
also  used. 

Dosage  of  yeast  cells 

Pilot  runs  were  made  on  mice,  varying 
the  dosage  from  7.5  x 105  to  3 x 106  organ- 
isms in  0.5  ml  inoculum,  using  the  same  iso- 
lates checked  for  virulence.  It  was  found 
that,  within  this  range,  the  number  of  or- 
ganisms injected  intraperitoneally  did  not 
affect  the  rate  of  dissemination  of  crypto- 
coccosis and  that  the  death-rates  within  the 
interval  set  for  the  experiment  (four  weeks) 
could  be  reproduced. 

PROCEDURES  AND  RESULTS 

Testing  various  types  of  sera 

Serum  for  preliminary  testing  was  col- 
lected from  patients  with: 

1.  Cirrhosis  of  the  liver 


2.  Acute  haemophilia  and  uremia 

3.  Acute  salpingitis 

4.  Leukemia  (type  not  stated) 

5.  Acute  tuberculosis 

Cells  of  Cryptococcus  neof ormans,  isolates 
“Y”  and  “J,”  were  suspended  in  each  of  the 
above  sera,  as  well  as  in  pooled  normal  se- 
rum and  physiological  saline,  the  latter  be- 
ing used  as  controls.  These  suspensions 
were  injected  intraperitoneally  in  six  mice. 
Each  animal  received  an  inoculum  of  0.5  ml 
containing  7.5  x 105  organisms.  Records 
were  kept  on  death  rates,  as  well  as  of  the 
degree  of  dissemination  of  cryptococcosis. 
The  latter  was  measured  by  the  presence  and 
concentration  of  organisms  in  the  viscera, 
lungs  and  brain,  as  observed  in  wet  smears 
suspended  in  India  ink.  In  addition  to  the 
controls  mentioned  above,  normal  serum, 
which  was  obtained  by  pooling  sera  collect- 
ed for  blood  bank  serology  and  by  combining 
sera  collected  from  available  laboratory  per- 
sonnel, physiological  saline,  and  each  of  the 
pathological  sera  were  used  without  organ- 
isms. The  results  of  this  first  experiment 
indicated  that  it  made  no  difference  whether 
physiological  saline,  normal  serum  or  any 
of  the  other  sera  was  used  as  the  diluent. 
None  of  the  mice  injected  with  serum  in  the 
absence  of  C.  neof  ormans  died  during  the 
course  of  any  experiment. 

Additional  types  of  sera  tested 

The  second  group  of  sera  included  those 
from  patients  with: 

1.  Metastatic  lung  cancer 

2.  Lymphocytic  leukemia 

3.  Lung  cancer 

4.  Myelocytic  leukemia 

5.  Cryptococcosis  and  leukemia 


TABLE  1. 

Distribution  of  deaths  among  36  mice  inoculated  with  Cryptococcus  neoformans  suspended  in  lymphomea  serum 


(untreated  vs.  inactivated) 

by  time  of  death  in  days. 

Time  of  death 

Midpoint  of 

Untreated  serum 

Inactivated 

serum 

(Days  following  inoc) 

interval 

Deaths 

Survivors 

Deaths 

Survivors 

0-14 

7.25 

4 

11* 

0 

18 

15-29 

22 

10 

1 

13 

5 

30 

30 

1 

0 

3 

2* 

Total: 

15 

16 

*3 

died  within  24  hrs. 

(not 

from  Cryptococcosis) 

*2  survived 

Deaths— Average  No. 

days.  xx  = 18.6  days 

X2 

= 23.5  days 

Pooled  “t” 

= 2.4;  p < .01 

(one  tailed) 

(df=29) 
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Figure  I 


The  procedure  and  controls  in  this  case 
were  the  same  as  in  the  previous  experiment. 
The  onset  of  death  was  earlier  and  dissemi- 
nation of  cryptococcosis  enhanced  when  “Y” 
strain  was  suspended  in  Serum  No.  2 (lym- 
phocytic leukemia)  as  compared  with  the 
same  suspension  in  normal  serum  and  in 
physiological  saline  (figure  1).  This  dif- 
ference was  not  observable  when  “J”  was 
used  as  an  inoculum. 

There  was  neither  enhancement  of  dis- 
semination nor  earlier  onset  of  death  when 
organisms  were  suspended  in  the  other  four 
sera,  regardless  of  C.  neoformans  isolate 
used. 

Testing  of  lymphoma  and  related  sera 
The  group  of  sera  used  in  this  experiment, 
seven  in  all,  included: 

2 Lymphomas 
2 Lymphosarcomas 
1 Acute  lymphosarcoma 
1 Lymphatic  leukemia 


Figure  II 
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1 Leukemia — type  not  stated 

Again,  procedures  and  controls  were  the 
same  as  in  the  previous  experiments.  This 
time  it  was  observed  that  the  onset  of  death 
in  mice  was  advanced  five  to  seven  days 
when  organisms  of  a virulent  isolate  were 
suspended  in  the  two  lymphoma  sera,  and 
in  the  serum  of  the  patient  with  leukemia- 
type  not  stated,  as  compared  with  normal 
serum  or  physiological  saline  (figure  2). 
Enhancement  of  dissemination  was  decided- 
ly more  pronounced  when  lymphoma  sera 
were  used  as  diluents.  The  brains  of  these 
mice  were  heavily  invaded  at  the  time  of 
the  earliest  deaths  (days  15  and  16  following 
inoculation) . At  the  same  date,  the  brains 
of  mice  that  had  received  organisms  sus- 
pended in  the  leukemia  serum  showed  only 
slight  infiltration.  By  day  18,  when  the 
latter  first  manifested  marked  dissemination 
to  the  central  nervous  system,  three-fourths 
of  the  mice  receiving  the  organisms  suspend- 
ed in  lymphoma  sera  had  died. 

Effect  of  inactivating  the 
lymphoma  sera 

Once  it  was  established  that  lymphoma 
sera  advanced  the  onset  of  death  by  approx- 
imately five  days,  and  enhanced  the  rate  of 
dissemination  of  C.  neoformans  in  mice,  it 
was  decided  to  determine  the  effect  of  in- 
activating the  lymphoma  sera.  One  difficulty 
frequently  encountered  in  this  study  was 
that  of  obtaining  a second  serum  from  the 
same  individual.  Invariably,  the  patient  had 
gone  into  remission  and  been  discharged, 
was  receiving  vigorous  chemotherapy,  or 
had  died.  In  one  instance,  a repeat  was  ob- 
tained. The  sera  included: 

1 Lymphoma  (previous  patient) 

2 Lymphomas  (new  patients) 


Figure  III 
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1 Melanoma-leukemia  pool 

1 Leukemia  pool 

1 Leukemia  (same  patient  as  in  previous 
experiment — type  not  stated) 

Each  serum  was  divided  into  two  equal 
portions;  one  was  inactivated  (56°  C for 
30  minutes)  and  the  other  was  used  raw 
as  the  diluent.  The  procedure  was  the  same 
as  in  previous  experiments. 

The  results  showed,  in  the  case  of  all  three 
lymphoma  sera,  that  the  “enhancing  factor” 
was  destroyed  by  inactivating  the  sera  (fig- 
ure 3).  Statistical  analysis  on  pooled  sera, 
done  by  “students”  t-test  showed  that  the 
difference  was  highly  significant,  p<  .01. 
See  Table  1. 

Figure  4 shows  the  normal  serum  control 
and  the  leukemia  serum,  which  exhibited  an 
enhancing  effect.  It  is  clear  that  in  these 
cases  inactivating  the  serum  used  as  a 
diluent  did  not  suppress  dissemination  of  the 
infection ; if  anything,  there  appears  to  be  a 
slight  increase,  though  it  is  not  statistically 
significant. 

Figure  5 shows  a composite  chart  of  all 
three  lymphoma  sera  used  in  this  experi- 
ment, “raw”  and  inactivated.  Here,  too,  the 
difference  is  highly  significant. 

DISCUSSION 

The  increased  susceptibility  of  lymphoma 
patients  to  disseminated  cryptococcosis  is  in 
keeping  with  the  recent  findings  which  dem- 
onstrate that  these  individuals,  while  being 
normal  with  respect  to  the  production  of 
humoral  antibody,  are  poor,  or  even  lacking, 
in  the  ability  to  develop  delayed  hvpersensi- 


Figure  V 


tivity.3  In  this  connection,  it  is  noteworthy 
that  in  the  systemic  mycoses,  control  of  dis- 
semination coincides  with  the  appearance  of 
hypersensitivity  (delayed  type)  to  the  in- 
vading organism.  In  addition,  recent  im- 
munologic studies  carried  out  in  this  labora- 
tory show  that  Cryto  coccus  neof ormans 
does  stimulate  the  development  of  delayed 
hypersensitivity,  at  least  in  experimental 
animals. 

The  “enhancing  factor”  in  lymphoma  se- 
rum still  remains  to  be  characterized.  At  the 
moment  there  is  no  experimental  evidence 
as  to  the  nature  of  this  factor,  except  that 
it  is  heat  labile.  However,  the  most  likely 
explanation  is  that  the  substance  is  either  a 
product  of  abnormal  metabolism,  perhaps 
some  unusual  protein  that  counteracts  the 
non-specific  inhibitory  action  of  normal  se- 
rum against  cryptococcus,  or  an  as  yet  un- 


Figure  IV 
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identified  viral  agent.  Such  procedures  as 
ammonium  sulphate  precipitation,  dialyzing, 
electrophoretic  mobility  studies  and  passage 
of  the  raw  serum  through  a bacterial  filter 
prior  to  using  it  as  a diluent,  should  shed 
some  light  on  the  subject.  It  would  of  course, 
be  both  exciting  and  supportive  if  the  en- 
hancing factor  could  be  equated  with  the 
substance  or  agent  responsible  for  the  se- 
riously impaired  ability  of  lymphoma  pa- 
tients to  develop  delayed  hypersensitivity.  □ 


Doctor  Everett  Rhoades,  Captain,  U.S.A.F.,  is  due 
sincere  thanks  for  supplying  many  of  the  sera  used  in 
this  project. 
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ABSTRACTS 


CARDIAC  FINDINGS  IN  MUSCULAR  DYSTROPHY 

The  cardiac  findings  in  73  patients  with  muscular 
dystrophy  are  reported  in  this  paper.  Cardiograms 
were  obtained  on  16  patients  with  Duchenne  type  mus- 
cular dystrophy.  This  type  is  characterized  by  its  pre- 
dominance in  males,  onset  in  the  first  four  years  of 
life,  symmetrical  involvement  of  the  pelvic  girdle, 
pseudohypertrophy  in  80  per  cent  of  patients,  and  steady 
progression  to  death.  Of  these  patients  only  four  had 
normal  electrocardiograms.  The  most  common  ab- 
normality was  right  ventricular  conduction  delay. 

Electrocardiograms  in  four  patients  with  fascio- 
scapulohumeral  dystrophy  were  essentially  normal. 
This  type  occurs  in  both  sexes  with  a variable  age  of 
onset.  It  begins  in  the  face  and  shoulder  girdle  muscles 
and  may  be  asymmetrical.  Progression  is  slow  and  life 
expectancy  is  not  decreased. 

Twenty-six  patients  had  the  limb-girdle  form.  This 
type  occurs  in  either  sex,  usually  in  the  first  or  second 
decade  but  sometimes  later.  There  is  primary  involve- 
ment of  either  the  pelvis  or  shoulder  girdle  and  pro- 
gression is  variable.  Only  seven  of  these  patients  had 
normal  electrocardiograms.  Three  had  a history  of 
congestive  failure,  seven  had  sinus  tachycardia  and 
12  showed  right  ventricular  conduction  delay.  The  age 
and  duration  of  symptoms  were  similar  to  patients  with 
the  fascioscapulohumeral  form,  but  the  incidence  of 
electrocardiogram  abnormality  was  greater  in  the 
former  type. 

Dystrophia  myotonica  occurs  in  both  males  and  fe- 
males at  any  age.  There  is  myotonia  and  early  facial 
or  peripheral  weakness  with  wasting  of  the  muscles  of 
the  extremity  spreading  to  the  proximal  muscles.  Pro- 
gression is  steady  with  death  usually  in  middle  life. 
Cataracts,  testicular  atrophy,  and  frontal  baldness  are 
frequently  present.  Of  27  patients  with  this  disorder 
only  nine  had  unequivocally  normal  electrocardiograms. 
Two  patients  had  evidence  of  coronary  artery  disease. 
Prominent  among  the  electrocardiogram  abnormalities 
were  sinus  bradycardia,  prolongation  of  the  P-R  in- 
terval and  conduction  defects  of  left  ventricular  origin. 
The  latter  observation  contrasts  with  the  predominance 
of  right  ventricular  abnormalities  in  other  types. 

Cardiac  Findings  in  73  Patients  With  Muscular  Dys- 
trophy, Jack  D.  Welsh,  Thomas  N.  Lynn,  Gunter 
Haase,  Archives  of  Internal  Medicine,  112:  119-206, 
August,  1963. 

THE  IMPORTANCE  OF  CERVICAL  CYTOLOGY 

The  authors  report  nine  and  one-half  years’  experi- 
ence with  6,641  women  over  20  years  of  age  who  had 
cervical  cytology  as  part  of  the  routine  physical  ex- 
amination. Repeat  smears  were  done  on  4,666  women. 
In  the  first  group  there  were  51  patients  with  positive 
cytology.  These  patients  would  not  have  had  biopsies 
in  the  absence  of  a positive  result.  Of  the  51  patients, 
nine  had  invasive  carcinoma  of  the  cervix,  35  carci- 
noma in  situ,  five  carcinoma  in  situ  of  the  vaginal 
mucosa,  and  there  was  one  case  each  of  carcinoma 
of  the  fallopian  tube  and  carcinoma  in  situ  of  the 
endometrium. 


Forty  cases  had  abnormal  cytology  which  ranged 
from  16  cases  of  squamocellular  atypia  to  12  cases  of 
unexplained  abnormal  cytology.  No  positive  reports 
occurred  in  the  4,666  patients  who  had  repeat  cytology. 

Patients  reported  with  cytology  class  I and  II  are 
considered  normal  and  they  are  advised  to  return  in 
one  year.  In  those  with  class  III  reports,  steps  are 
taken  to  eliminate  vaginal  infection  and  trauma.  If 
the  cytology  does  not  revert,  they  are  treated  like  pa- 
tients with  class  IV  and  V cytology.  These  patients 
receive  a fractional  curretage  and  cold  knife  conization 
of  the  cervix.  Those  with  invasive  carcinoma  are  treated 
with  the  author’s  usual  method.  Total  abdominal  hys- 
terectomy is  recommended  for  carcinoma  in  situ  with 
the  removal  of  a one  to  two  inch  vaginal  cuff  and 
leaving  the  ovaries.  In  young  patients  who  have  not 
completed  their  families,  long  term  vigilance  consist- 
ing of  repeat  cytology  ever  three  months  for  one  year 
and  yearly  thereafter,  can  be  substituted.  When  patho- 
logic examination  of  the  conization  specimen  reveals 
atypical  cells,  repeat  smears  every  three  months  for 
a year,  twice  yearly  the  next  year  and  then  once 
yearly  thereafter,  is  used.  In  the  latter  two  cases,  if 
the  smears  become  positive,  reinvestigation  and  defini- 
tive treatment  is  indicated. 

The  authors  point  out  that  cervical  cytology  is  not 
t'me-consuming  nor  is  the  cost  prohibitive.  It  should 
be  part  of  the  routine  examination  of  every  woman 
over  20  years  of  age. 

Office  Cytology,  Joseph  W.  Kelso,  M.D.,  Joseph  W. 
Funnell,  M.D.,  The  American  Surgeon,  29:  212-215, 
March,  1963. 

RECENT  PUBLICATIONS 

The  Journal  welcomes  the  opportunity  to  list  current 
publications  by  any  Oklahoma  physician. 

Hepatic  Coma:  Treatment  Emphasizing  Merit  of  Peri- 
toneal Dialysis.  Lester  I.  Nienhuis,  American  Journal 
of  Surgery,  Dec.,  1963. 

Colon  Perforations  in  the  Newborn,  The  American  Sur- 
geon, December,  1963. 

Congenital  Atresia  of  the  Esophagus,  W.  R.  Richardson, 
Irwin  Brown,  G.  R.  Williams,  The  American  Surgeon, 
29:  3,  166-178,  March,  1963. 

Foundations  of  Biostatistics,  Ed  Brandt,  Oklahoma 
Journal  of  Public  Health,  7:  7-12,  July,  1963. 

Body  Temperature  Regulation  in  the  Normal  and  Cold 
Acclimatized  Cat,  T.  Adams,  Journal  Applied  Physi- 
ology, 18:  772,  1963. 

Serum  Protein  Change  in  Response  to  Positive  Tu- 
berculin Skin  Test  in  Humans,  George  C.  Klein,  Rob- 
ert Patnode,  Proceedings  of  the  Society  for  Experi- 
mental Biology  and  Medicine,  113:  627-630,  July,  1963. 
Respiration  and  GSR  as  functions  of  White  Sound  in 
schizophrenia,  V.  Pishkin,  D.  Hershiser,  Journal  Con- 
sult Psychology,  27:  4,  330-337,  1963. 

Reprints  of  most  of  the  above  publications  are  usually  avail- 
able on  request  from  the  senior  author,  c/o  Mrs.  Joan  Camp- 
bell, Veterans  Administration  Hospital,  921  N.E.  13th  Street, 
Oklahoma  City,  Oklahoma. 
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Dean’s  Message 


As  late  as  1956  there  were  less  than  50 
persons  working  toward  advanced  degrees 
in  the  University  of  Oklahoma  Graduate 
College  division  at  the  Medical  Center.  To- 
day there  are  177,  and  in  the  past  decade 
the  Medical  Center  has  made  a steady  con- 
tribution to  the  supply  of  basic  science  teach- 
ers needed  to  help  educate  future  physicians. 

The  first  degree  of  Doctor  of  Philosophy 
in  the  Medical  Sciences  was  awarded  by  our 
institution  in  1955,  four  years  after  the  pro- 
gram was  initiated.  Fifty-six  of  these  de- 
grees have  now  been  conferred.  One  of  the 
graduates  is  deceased.  Of  the  remainder,  at 
least  20  are  presently  affiliated  with  the 
Medical  Center,  and  12  others  hold  science 
teaching  positions  in  other  Oklahoma  col- 
leges. The  majority  are  participating  in 
some  area  of  medical  education  here  and 
elsewhere. 

The  latest  development  in  the  graduate 
program  came  in  January  of  this  year  when 
authority  was  granted  to  award  the  Ph.D. 
in  medical  physiology,  the  fifth  medical 
school  department  authorized  to  grant  the 
degree  in  its  specific  field.  Others  are  bio- 
chemistry, communication  disorders,  phar- 
macology and  preventive  medicine.  Other 
departments  of  the  School  of  Medicine  also 
offer  the  more  general  degree  of  Doctor  of 
Philosophy  in  the  Medical  Sciences. 


Authorization  of  the  medical  physiology 
degree  recognizes  that  the  Department  of 
Physiology  has  the  faculty  resources  neces- 
sary to  offer  highly  specialized  training  to 
graduate  students  and  to  prepare  them  to 
impart  to  future  physicians  the  basic  knowl- 
edge of  processes  in  the  human  organism 
which  are  distorted  in  disease. 

Expansion  of  the  graduate  program  has 
been  possible  with  very  little  increase  in 
physical  facilities  and  without  additional 
cost  to  the  graduate  college  of  the  univer- 
sity, partly  because  of  collaborative  work 
with  related  and  affiliated  institutions.  For 
example,  medical  school  faculty  appoint- 
ments are  held  by  Oklahoma  Medical  Re- 
search Institute  and  Civil  Aeromedical  Re- 
search Institute  scientists  highly  qualified 
in  biochemistry,  pharmacology,  physiology, 
and  preventive  medicine. 

The  graduate  offerings  in  the  medical  sci- 
ences have  been  extended  at  no  expense  to 
the  teaching  program  for  medical  students. 
Present,  as  well  as  future  medical  students, 
who  are  dependent  upon  graduate  schools 
for  their  pre-clinical  teachers,  benefit  from 
the  participation  of  graduate  students  in 
laboratory  teaching  and  from  the  general 
strengthening  of  the  basic  science  depart- 
ments. 
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THE  ANNUAL  MEETING:  RENAISSANCE  '64 

'Return  to  Fundamentals  Highlights  Annual  Meeting  Program' 


What  better  way  to  sharpen  scien- 
tific skills,  renew  friendships,  and 
catch  a few  well-earned  days  away 
from  the  old  routine,  than  to  attend 
the  1964  Annual  Meeting  of  the  Okla- 
homa State  Medical  Association? 

And  this  year’s  meeting,  set  for 
May  1-3  in  Oklahoma  City,  will  be 
something  special — Renaissance  ’64 
—an  event  you  won’t  want  to  miss. 
It  will  be  held  Friday,  Saturday  and 
Sunday  at  the  Skirvin  Hotel  and 
Skirvin  Tower. 

Several  important  changes  in  the 
usual  annual  meeting  format  have 
resulted  from  a special  study  com- 
mittee’s recommendations  last  year. 
First,  the  marathon  House  of  Dele- 
gates meeting  has  been  split  into  a 
two-day  session,  with  the  opening 
meeting  scheduled  for  Friday  morn- 


ing, May  1st,  and  the  closing  ses- 
sion booked  for  the  following  morn- 
ing. Reference  committees  of  the 
House,  which  will  receive  and  make 
recommendations  on  all  reports  and 
resolutions,  will  convene  at  5:00  p.m. 
Friday  evening. 

The  gap  between  the  conclusion 
of  the  opening  session  of  the  House 
of  Delegates  (around  noon)  and  the 
convening  of  the  reference  commit- 
tees will  make  it  possible  for  mem- 
bers of  the  House  to  attend  the  Fri- 
day afternoon  scientific  sessions. 
Also,  since  all  business  of  the  House 
should  be  completed  by  noon  Satur- 
day, policy-makers  will  be  free  to 
attend  the  important  Saturday  after- 
noon scientific  program. 

Continuity  of  programming  will  be 
another  basic  change  in  the  1964 


annual  meeting  plans.  General  Chair- 
man R.  R.  Hannas,  Jr.,  M.D.,  Sen- 
tinel, and  the  program  committee 
headed  by  Irwin  H.  Brown,  M.D., 
Oklahoma  City,  have  placed  special 
emphasis  on  developing  “coordinat- 
ed” sessions  for  Friday  and  Satur- 
day afternoons. 

The  two  afternoon  meetings,  which 
provide  the  backbone  of  scientific 
activities,  have  been  termed  “A 
thoughtful  return  to  fundamentals 
basic  to  modern  medical  practice.” 

Blood  Pressure  Mechanisms 

From  1-5  p.m.  Friday,  a compre- 
hensive course  on  blood  pressure 
mechanisms  will  be  featured. 

Ben  I.  Heller,  M.D.,  Professor  and 
Head  of  the  Department  of  Clinical 
(Continued  on  Page  112) 


"HEALTH  PROTECTION  WEEK"  SET  FOR  APRIL  12th-18th 


A comprehensive  public  informa- 
tion program— including  press  re- 
leases, TV  and  radio  spot  announce- 
ments, special  programs,  and 
posters  for  all  physicians’  waiting 
rooms  (see  cover) — will  herald  the 
OSMA’s  second  annual  observance 
of  “Health  Protection  Week”  during 
the  period  April  12th-18th,  1964. 

In  cooperation  with  the  Oklahoma 
State  Health  Department,  the  OSMA 
Council  on  Public  Health  is  follow- 
ing the  directive  of  the  House  of 
Delegates  which  voted  last  May  to 
continue  the  annual  effort  to  improve 
the  immunization  status  of  Okla- 
homans against  such  illnesses  as — 
smallpox,  diphtheria,  whooping 
cough,  polio  and  tetanus. 

The  public  information  project  will 


be  geared  to  acquaint  Oklahoma 
families  with  the  five  diseases,  the 
startling  low  level  of  immunization 
in  the  state  and  nation  and  the  im- 
portant necessity  for  citizens  to  visit 
their  family  physicians  in  order  to 
bring  their  levels  of  protection  up  to 
date. 

Waiting  room  posters  and  health 
record  cards  will  be  mailed  to  all 
OSMA  members  on  April  2nd  for  use 
during  the  project.  Hayden  H.  Dona- 
hue, M.D.  Chairman  of  the  OSMA 
Council  on  Public  Health,  said,  “The 
posters  are  extremely  good  and  es- 
sential to  the  success  of  the  project, 
but  top  results  can  only  be  obtained 
by  the  physicians  and  their  em- 
ployees actually  ‘selling’  immuniza- 
tion to  all  patients  entering  their 
offices.” 


Other  promotions  to  be  used  in- 
clude— possible  radio  tapes  recorded 
by  the  popular  TV  series  personali- 
ties Ben  Casey  and  Doctor  Kildare. 
These  tapes,  if  secured  in  time,  will 
be  sent  to  the  57  radio  stations  in 
Oklahoma  for  use  as  spot  announce- 
ments. Moreover,  several  television 
interviews  are  being  arranged  in  co- 
operation with  Oklahoma  City  tele- 
vision stations.  Other  sections  of 
the  state  are  expected  to  follow  suit. 

According  to  Doctor  Donahue, 
“ ‘Health  Protection  Week’  will  go  a 
long  way  toward  not  only  educating 
the  public  on  the  value  of  safe,  ef- 
fective immunizations,  but  can  serve 
as  an  effective  public  relations  ve- 
hicle if  all  physicians  cooperate  in 
the  program.”  □ 
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(Continued  from  Page  111) 

Pathology  at  the  O.U.  School  of  Med- 
icine, will  preside  over  the  after- 
noon program,  which  will  consist  of: 
1:00  p.m.  “Factors  Regulating  Blood 
Pressure’’ 

Francis  J.  Haddy,  M.D.,  Pro- 
fessor of  Physiology,  O.U. 

1:30  p.m.  “Abnormal  Blood  Pres- 
sure” 

Doctor  Haddy 

2:00  p.m.  “Case  Presentations” 

Victor  Rohrer,  M.D.,  Presiding, 
Clinical  Assistant  in  Medicine, 
O.U. 

W.  O.  Smith,  M.D.,  Associate 
Professor  of  Medicine,  O.U. 
Ben  I.  Heller,  M.D.,  Professor 
of  Clinical  Pathology,  O.U. 
Gilbert  S.  Campbell,  M.D.,  Pro- 
fessor of  Surgery,  O.U. 

Joseph  M.  White,  M.D.,  Profes- 
sor of  Anesthesiology,  O.U. 

3:05  p.m.  “The  Management  of  Ab- 


normal Blood  Pressure” 

John  P.  Colmore,  M.D.,  Asso- 
ciate Professor  of  Medicine, 
O.U. 

3:45  p.m.  “Panel:  Blood  Pressure 

Problems” 

Doctor  Heller,  Presiding 
Panelists:  Doctors  Colmore, 

Campbell,  Haddy,  White  and 
Webb  M.  Thompson,  M.D.,  As- 
sistant Professor  of  Pediatrics, 
O.U. 

Applied  Basic  Advances 

Clinical  application  of  recent  de- 
velopments in  medical  science  will 
highlight  the  Saturday  afternoon  por- 
tion of  the  OSMA  program.  Sched- 
uled from  1-5  p.m.  in  the  Venetian 
Room  of  the  Skirvin  Hotel  will  be 
the  following  presentations,  under 
the  direction  of  R.  R.  Hannas,  M.D.: 
1:05  p.m.  “The  Diverse  Clinical  Man- 
ifestations of  Porphyrin  Meta- 
bolic Disorders  — A Multiple 
System  Disease” 

Harold  O.  Perry,  M.D.,  Mayo 


Clinic,  Rochester,  Minnesota 
1:45  p.m.  “The  Cell  As  It  Is  Known 
To  Be — The  Unit  Membrane” 

J.  David  Robertson,  M.D.,  As- 
sistant Professor  of  Neuropa- 
thology, Harvard  Medical  School, 
Boston,  Massachusetts 


2:50  p.m.  “Pulmonary  Circulation” 
Gilbert  S.  Campbell,  M.D.,  Pro- 
fessor of  Surgery,  O.U. 

3:30  p.m.  “Panel:  Clinical  Implica- 
tions of  the  Above  Subjects” 
Moderator:  Doctor  Hannas 
Panelists:  Doctors  Perry,  Camp- 
bell, Robertson  and  C.  G.  Gunn, 
M.D.,  Associate  Professor  of 
Medicine,  O.U. 

Shirt-Sleeve  Sessions 

Saturday  morning  will  provide  op- 
portunity for  physicians  to  partici- 
pate in  informal  workshop  sessions 
devoted  to  dermatology,  diagnostic 
radiology,  laboratory  procedures  and 
office  gynecology.  From  9:30-11:30 
a.m.,  the  four  separate  meetings 
will  be  conducted  simultaneously. 

“Common  Dermatological  Prob- 
lems” will  feature  audience-partici- 
pation discussions  on  such  subjects 
as  tinea,  psoriasis,  allergic  derma- 
titis, warts  and  other  dermatoses,  to 
be  coordinated  by  Thomas  E.  Nix, 
Jr.,  M.D.,  (Moderator),  Oklahoma 
City,  Harold  O.  Perry,  M.D.,  Ro- 
chester, Minnesota,  Phyllis  E.  Jones, 
M.D.,  Oklahoma  City,  and  William 
E.  McCreight,  M.D.,  Oklahoma  City. 

The  “Diagnostic  Radiology”  ses- 
sion will  feature  the  following  pres- 
entations and  speakers:  “Plain  Film 
Diagnosis  of  the  Herneated  Lumbar 
Disc” — Sidney  Traub,  M.D.,  Profes- 
sor and  Head  of  the  Department  of 
Radiology,  O.U.;  “Plain  Film  Diag- 
nosis of  the  Acute  Abdomen”— Don- 
ald G.  Clements,  M.D.,  Tulsa; 
“Bronchiolar  Carcinoma”  — E.  H. 
Kalmon,  M.D.,  Oklahoma  City: 
“What’s  New  in  Pediatric  Ra- 
diology”— Charles  E.  Shopfner,  M.D., 
Associate  Professor  of  Radiology, 
O.U.,  Oklahoma  City;  and  a “Prob- 
lem Film  Clinic”  where  registrants 
may  discuss  their  own  films  with 
the  panel  of  lecturers. 


Center  of  annual  meeting  activities  for  the  OSMA’s  1964  session,  sched- 
uled for  May  lst-3rd,  will  be  Oklahoma  City’s  popular  Skirvin  Hotel  and 
Skirvin  Tower.  Excellent  room  accommodations  are  available  for  physicians 
at  the  Skirvin  Tower,  Broadway  at  Park  Avenue,  or  at  the  nearby  Huckins 
Hotel,  Broadway  at  Main,  or  at  the  Sheraton-Oklahoma  Hotel,  Sheridan  at 
Harvey.  Physicians  should  write  directly  to  the  hotels  for  reservations. 
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One  of  America’s  top  entertainment  groups,  Joe  Reichman  and  his  or- 
chestra, will  headline  the  OSMA’s  main  social  event  of  the  year,  the  Annual 
President’s  Inaugural  Dinner-Dance  on  Saturday  night,  May  2nd,  at  the 
Skirvin  Tower’s  beautiful  Persian  Room.  Tickets  for  the  social  hour,  prime 
rib  dinner,  and  dance  are  now  on  sale  at  the  bargain  rate  of  $7.50  each. 


“Office  Gynecology”  offers  pres- 
entations on:  “The  Sterile  Couple”— 
Earl  M.  Bricker,  Jr.,  M.D.,  Okla- 
homa City;  “The  Use  of  Pessaries” 
—Robert  W.  Dean,  M.D.,  Tulsa; 
“Diagnosis  and  Treatment  of  Vagin- 
al Discharge”— Farris  W.  Coggins, 
M.D.,  Oklahoma  City;  and,  “Cy- 
tology”— Walter  K.  Hartford,  M.D., 
Oklahoma  City. 

“Clinical  Laboratory  Tests”  will 
be  a two-hour  curbstone  consultation 
on  the  reliability,  interpretation  and 
justification  of  clinical  laboratory 
tests.  Problem  cases  and  new  and 
old  techniques  will  be  discussed  by 
a panel  consisting  of  Raymond  F. 
Hain,  M.D.,  Oklahoma  City;  Jess  D. 
Green,  Jr.,  Bartlesville;  Jess  Hens- 
ley, M.D.,  Assistant  Professor  of 
Pathology,  O.U.;  and  Theodore  W. 
Violett,  M.D.,  Oklahoma  City. 

Motion  Picture  Clinic 

On  Friday  morning,  May  1st,  pro- 
gram committee  member  M.  Joe 
Crosthwaite,  M.D.,  has  planned  mo- 
tion picture  clinics  to  be  held  simul- 
taneously in  meeting  rooms  on  the 
second  and  fourteenth  floors  of  the 
Skirvin  Hotel. 

Subjects  include  “Resuscitation  of 
the  New-Born,”  “Essentials  of  Neu- 
rological Examinations,  ” “ Current 

Trends  in  the  Clinical  Management 
of  Diabetes,”  “No  Real  Pathology,” 
and  “The  Essentials  of  External 
Cardio-Pulmonary  Resuscitation” 
(which  will  be  accompanied  by  a 
practice  manikin). 

Business  Side  of  Medical  Practice 

For  the  bedraggled  doctor-entre- 
preneur, a two-hour  program  is  of- 


fered on  Sunday  morning,  May  3rd, 
from  10:00  a.m.  until  noon  in  the 
Venetian  Room  on  the  fourteenth 
floor  of  the  Skirvin  Hotel. 

“The  Business  Side  of  Medical 
Practice”  will  feature  a two  hour 
teaching-audience  participation  ses- 
sion presented  by  Clayton  L.  Scrog- 
gins, Cincinnati,  Ohio  professional 
business  consultant. 

Mr.  Scroggins  operates  the  17-year- 
old  professional  practice  manage- 
ment firm  bearing  his  name.  He  is 


a graduate  of  Ohio  Wesleyan  Uni- 
versity, an  Editorial  Consultant  for 
Medical  Economics  Magazine,  author 
of  articles  for  Medical  Economics, 
the  Journal  of  the  AMA  and  AMA 
News,  and  a popular  lecturer  to  med- 
ical groups  and  medical  schools.  He 
is  a past-president  of  the  National 
Society  of  Professional  Business  Con- 
sultants. 

The  speaker  will  make  presenta- 
tions on  “Increasing  Productivity,” 
“Personnel  Management,”  and  “As- 
sociation Practice  vs.  Solo  and  Group 
Practice,”  plus  general  remarks  re- 
lated to  good  business  management 
practices.  Question  and  answer  ses- 
sions will  follow  each  formal  pres- 
entation. 

Peter  E.  Russo  Memorial 

Sunday  morning  program  plans 
also  include  an  unusual  diversion 
from  ordinary  annual  meeting  fea- 
tures. In  honor  of  the  late  president- 
elect of  the  OSMA,  Peter  E.  Russo, 
M.D.,  Oklahoma  City,  the  First  An- 
nual OSMA  Conference  on  Medicine 
and  Religion  will  be  conducted  from 


Last  Call  For  Resolutions 

Marshall  0.  Hart,  M.D.,  Speaker  of  the  OSMA  House  of  Delegates,  has 
reminded  all  county  medical  society  officers  that  April  1st  is  the  cutoff 
date  for  receipt  of  resolutions  to  be  considered  by  the  House  of  Delegates 
on  May  1st  and  2nd.  Moreover,  he  suggested  that  county  leaders  appoint 
local  resolutions  committees  to  draft  resolutions  for  approval  of  the  county 
societies  at  their  regular  March  meetings. 

As  resolutions  from  county  societies  and  individual  members  are  received 
at  the  OSMA  headquarters  office,  they  will  be  mimeographed  and  mailed 
to  all  county  society  presidents,  thereby  permitting  local  groups  to  instruct 
or  advise  their  official  delegates  in  advance  of  the  annual  meeting.  All  reso- 
lutions and  committee  reports  received  prior  to  the  publication  deadline 
of  the  April  Journal  will  be  published  therein. 
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8:00  a.m.  until  9:30  a.m.  in  the 
Persian  Room  of  the  Skirvin  Tower. 

The  Speaker  of  the  AMA  House  of 
Delegates,  Milford  0.  Rouse,  M.D., 
Dallas,  Texas,  will  present  medi- 
cine’s viewpoint  toward  “treatment 
of  the  whole  man— mental,  physical, 
social  and  spiritual.” 

Presenting  the  ministers’  views 
will  be  Chaplain  Armen  Jorjorian, 
St.  Luke’s  Episcopal  Hospital,  Hous- 
ton, Texas. 

Promotional  plans  for  this  impor- 
tant session  of  the  annual  meeting 
call  for  issuing  an  open  invitation  to 
the  general  public  as  well  as  to 
clergymen  and  the  medical  profes- 
sion. The  morning  program  will  be 
preceded  by  brief  devotional  serv- 
ices. 

Allen  E.  Greer,  M.D.,  Oklahoma 
City,  and  his  OSMA  Medicine  and 
Religion  Committee,  are  in  charge 
of  arrangements. 

Inaugural  Dinner-Dance 

OSMA’s  presidential  gavel  will 
change  hands  on  Saturday  night  at 
the  Skirvin  Tower’s  Persian  Room 
when  Harlan  Thomas,  M.D.,  Tulsa, 
succeeds  Joe  L.  Duer,  M.D.,  Wood- 
ward, as  president  of  the  association. 

The  event  will  begin  at  6:30  p.m. 
with  an  association-wide  social  hour 
and  reception,  to  be  followed  by  the 
dinner  and  inaugural  ceremonies  at 
7:30  p.m.,  and  by  dancing  to  the  de- 
lightful tunes  of  the  nationally  fa- 
mous Joe  Reichman  Orchestra  at 
9:00  p.m. 

Even  non-dancers  will  want  to 
stay  for  the  show  provided  by  the 
favorite  of  the  Waldorf  Astoria  in 
New  York,  the  Palmer  House  in 
Chicago  and  the  Mark  Hopkins  and 
Fairmont  Hotels  in  San  Francisco. 
In  addition  to  his  masterful  role  as 
bandleader,  Joe  Reichman  is  a bril- 
liant humorist  and  has  been  called 
the  “Pagliacci  of  the  Piano.” 

Tickets  for  the  entire  evening— 
which  cover  the  cocktail  party,  din- 
ner, and  dance— are  now  on  sale  at 
the  OSMA  headquarters  building, 


Box  18696,  Oklahoma  City,  at  $7.50 
per  person. 

Other  Events 

Rounding  out  the  three-day  med- 
ical spectacular  are  the  following 
events : 

—The  OSMA  Board  of  Trustees 
will  meet  at  1:00  p.m.,  April  30th, 
in  the  Venetian  Room  of  the  Skirvin 
Hotel,  for  its  annual  session. 

—The  Woman’s  Auxiliary  to  the 
OSMA  will  conduct  its  annual  meet- 
ing simultaneously  with  the  OSMA 
event,  and  will  again  sponsor  the 
popular  “Physicians’  Hobby  Show” 
which  can  be  seen  throughout  the 
meeting  on  the  second  floor  of  the 
Skirvin  Hotel. 

— The  Oklahoma  Medical  Political 
Action  Committee  has  scheduled  a 
Sunday  luncheon,  May  3rd. 

—Specialty  societies,  such  as  the 
Oklahoma  Chapters  of  the  American 
College  of  Chest  Physicians  and  the 
American  College  of  Surgeons,  have 
arranged  special  meetings,  and 
other  groups  are  expected  to  follow 
suit.  □ 

Association  of  Blood 
Banks  to  Meet  In 
Oklahoma  City 

The  Sixth  Annual  Meeting  of  the 
South  Central  Association  of  Blood 
Banks  will  convene  in  Oklahoma 
City’s  Skirvin  Hotel  on  March  27th. 
The  two-day  session  is  open  to  all 
members  of  the  medical  profession, 
administrative  or  technical  person- 
nel and  members  of  biological  or 
chemical  sciences  interested  in  blood 
banking. 

An  outstanding  program  featuring 
fourteen  prominent  speakers  from 
over  the  nation  will  be  offered.  Top- 
ics to  be  covered  include:  “Platelet 
Transfusions:  Plasmapheresis  and 

Plateletpheresis  as  a Routine  Opera- 
tion in  a Children’s  Hospital  Blood 
Bank,”  “Heart-Lung  Machines,  Blood 
Primes  and  Blood  Substitute 
Primes,”  “Open  Heart  Surgery  Elim- 
inating the  Need  for  Fresh  Heparin- 
ized Blood,”  “NIH  Standards— Cur- 


rent Changes  and  Future  Trends,” 
“Survey  of  the  Education  Program 
of  the  American  Association  of  Blood 
Banks,”  “The  South  Central  Clear- 
inghouse,” “The  National  Clearing- 
house,” “Insurance  with  a Complete 
Blood  Bank  Laboratory  Form,” 
“Relative  Merits  of  Glass  Contain- 
ers and  Plastic  Bags  for  Blood 
Transfusion,”  “The  Inter-relation- 
ship of  Serum  Immunoglobulins  and 
Isohemagglutinins,”  “Modern  Con- 
cepts of  Immunology”  and  “The 
Hepatitis  Viruses  of  Man:  Current 
Status  of  Tissue  Culture  Studies  and 
Serological  Detection.” 

A technical  workshop  will  be  con- 
ducted the  final  afternoon  of  the 
meeting. 

Complete  details  of  the  program 
may  be  secured  from  Mrs.  Florence 
Del  Prete,  Secretary,  South  Central 
Association  of  Blood  Banks,  3600 
Gaston  Avenue,  Dallas  10,  Texas.  □ 

Oklahoma  Plastic 
Surgeons  Organize 

Oklahoma’s  plastic  surgeons  have 
formed  a new  organization  to  be 
known  as  The  Oklahoma  Society  of 
Plastic  Surgeons,  Inc. 

Purpose  of  the  group  is  to  encour- 
age and  stimulate  research,  teach- 
ing as  applied  to  the  specialty,  and 
guidance  in  practice,  according  to 
Robert  A.  McLauchlin,  M.D.,  Secre- 
tary-Treasurer, Oklahoma  City.  Plans 
are  being  formulated  for  an  annual 
meeting  in  March. 

Officers  and  Directors  Named 

In  addition  to  Doctor  McLauchlin, 
other  officers  named  are:  Gilbert  L. 
Hyroop,  M.D.,  President,  Oklahoma 
City;  George  H.  Kimball,  M.D.,  Vice- 
President,  Oklahoma  City;  and 
James  Kelley,  M.D.,  Historian,  Tulsa. 

Serving  as  d;rectors  of  the  organi- 
zation are  the  officers  and  Hubert 
M.  Anderson,  M.D.,  Oklahoma  City; 
John  F.  Burton,  M.D.,  Oklahoma 
City;  Jim  G.  Duckett,  M.D.,  Okla- 
homa City;  Herbert  J.  Forrest,  M.D., 
Tulsa;  William  J.  Forrest,  M.D., 
Oklahoma  City;  and  Herbert  Krav- 
itz,  M.D.,  Oklahoma  City.  □ 
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“Operation  Waiting-Room"  Produces 
Ten  Thousand  Letters  A Day! 


If  members  of  the  Oklahoma  State 
Medical  Association  are  responding 
to  the  Council  on  Public  Policy’s 
“Operation-Waiting  Room”  project, 
there  are  10,000  letters  arriving  in 
the  offices  of  Oklahoma’s  Congress- 
men and  Senators  every  day,  voic- 
ing opposition  to  H.R.  3920,  the  Med- 
icare Bill. 

The  reception  room  poster,  “What 
Does  Medicare  Offer  You,”  and  the 
accompanying  folder,  “Take  A Look 
At  Medicare,”  will  do  an  effective 
job  if  given  even  a token  push  by 
physicians  and  their  employees.  Five 
letters  a day  from  every  OSMA 
member’s  office  will  produce  10,000 
a day  collectively. 

Actually,  the  volume  of  mail  re- 
sulting to  date  from  the  special  pro- 
motion is  not  known,  but  many 
county  medical  society  officers  and 
committeemen  are  reporting  excel- 
lent cooperation  from  physicians  and 
enthusiastic  response  from  friends 
and  patients.  While  the  OSMA  is 
undoubtedly  far  short  of  the  opti- 
mum goal,  there  is  good  reason  to 
believe  that  an  effective  letter-writ- 
ing program  is  underway. 

“The  public  will  recognize  the 
fallacies  of  the  Medicare  scheme  and 
take  action,”  says  Doctor  Rex  Ken- 
yon, Council  on  Public  Policy  Chair- 
man, “if  we  doctors  will  first  edu- 
cate ourselves,  then  take  on  the  re- 
sponsibility of  discussing  the  issue 
with  our  non-medical  friends  at  every 
opportunity. 

“There  are  many  ways  to  accom- 
plish our  objective  of  raising  a mas- 
sive ground  swell  of  opposition  to 
H.R.  3920,”  he  continued,  “but  ‘Op- 
eration Waiting-Room’  is  believed  to 
be  the  most  convenient  and  direct 
method.” 


Extra  quantities  of  the  OSMA 
folder,  “Take  A Look  At  Medi- 
care,” are  available  at  cost  from 
the  OSMA  Executive  Office,  Box 
18696,  Oklahoma  City.  The  price 
is  $1.00  per  100  folders,  shipped 
prepaid. 


“Operation  Hometown” 

The  AMA’s  more  comprehensive 
grass  roots  campaign  program,  “Op- 
eration Hometown,”  is  also  making 
progress  in  many  county  medical 
societies. 

Special  kits  for  county  chairmen 
have  been  mailed  from  OSMA  head- 
quarters, and  follow-up  materials 
will  be  supplied  as  warranted  by 
the  situation.  Despite  excellent  co- 
operation, generally,  Doctor  Kenyon 
reports  that  a few  county  society 
presidents  have  not  yet  reported 
their  Legislative  Committee  chair- 
men, and  the  program  is  stymied  in 
certain  areas  for  this  reason. 

“ ‘Operation  Hometown’  is  nothing 
to  shy  away  from,”  Kenyon  says. 
“It  is  a simple  program,  neatly  sub- 
divided to  facilitate  the  delegation  of 
responsibility,  and  the  kit  contains 
many  helpful  aids  to  keep  the  pro- 
gram from  occupying  too  much  of 
any  individual’s  time.  Once  the 
chairman  parcels  out  the  materials 
to  six  subcommittee  chairmen  (for 
letter  writing,  congressional  contact, 
materials  distribution,  speakers  bu- 
reau, liaison  with  other  groups,  and 
press  relations),  it  then  becomes  a 
simple  problem  of  bringing  the 
team  captains  together  routinely  to 
keep  interest  up  and  the  program 
alive.” 

Kenyon  points  out  that  the  “Op- 
eration Hometown”  program  will  ob- 
viously have  to  be  tailored  to  the 
particular  needs  in  a given  county, 
and  no  county  society  is  being  asked 
to  “buy  the  whole  package.” 

Outlook 

The  House  Ways  and  Means  Com- 
mittee will  reportedly  vote  on  H.R. 
3920  during  the  month  of  March, 
and  there  is  an  air  of  optimism  in 
the  AMA  camp  that  it  will  be  killed 
in  committee  for  the  time  being. 
However,  the  outcome  of  the  vote 
should  not  bring  a halt  to  the  public 
education  efforts  of  organized  medi- 
cine, because  the  political  considera- 
tions of  an  election  year  and  the  de- 


Professional  Liability 
Conference  Held 

The  mounting  problem  of  profes- 
sional liability  lawsuits  against  Okla- 
homa physicians  brought  county 
medical  society  leaders  and  mem- 
bers of  the  OSMA  Board  of  Trustees 
together  with  insurance  company  of- 
ficials on  March  8th,  when  the  Coun- 
cil on  Insurance  of  the  association 
conducted  a special  conference  in 
Oklahoma  City.  About  fifty  physi- 
cians registered 

John  M.  Campbell,  Assistant  Sec- 
retary of  the  St.  Paul  Fire  and  Ma- 
rine Insurance  Company,  appeared 
on  the  program  with  Don  Clifford, 
superintendent  of  the  company’s 
claim  department.  They  discussed 
the  background  and  revealed  the 
ten-year  experience  of  the  associa- 
tion-approved carrier,  which  has  been 
unfavorable  in  recent  years. 

Claims  reporting  and  processing, 
the  establishment  of  reserves  for 
losses,  out-of-court  settlements  vs. 
courtroom  defense,  and  the  “cli- 
mate” for  malpractice  claims  in 
Oklahoma  were  among  the  other  sub- 
jects covered  by  speakers. 

Attorneys  and  local  employees  of 
the  St.  Paul  Company  were  featured 
speakers,  and  the  physicians  also 
heard  from  OSMA  president  Joe  L. 
Duer,  M.D.,  and  from  Dave  B.  Lhe- 
vine,  M.D.,  whose  OSMA  Council  on 
Insurance  cooperated  with  the  in- 
surance company  in  organizing  the 
program. 

Following  the  meeting  and  a din- 
ner for  all  registrants,  the  Council 
on  Insurance  huddled  with  insurance 
company  executives  to  map  out  a 
claims  prevention  program  to  reduce 
the  number  of  unmeritorius  claims, 
and  to  consider  the  adequacy  of 
present  insurance  rates. 

The  Council  on  Insurance  will  re- 
port more  fully  on  the  meeting  to 
the  House  of  Delegates  and  to  the 
membership  through  subsequent  is- 
sues of  the  Journal.  □ 

termined  attitude  of  opponents  are 
sufficient  reasons  to  make  Medicare 
legislation  a constant  and  continu- 
ing threat.  □ 
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The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 

(Formerly  Beverly  Hills  Clinic  and  Sanitarium ) 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Bulidings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  W All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 


PSYCHIATRY 

A.  J.  Schwenkenberg,  M.D. 

Joseph  L.  Knapp,  M.D. 
Jackson  H.  Speegle,  M.D. 
Fred  H.  Jordan,  M.D. 


PSYCHIATRY 
Joseph  H.  Lindsay,  M.D. 
John  T.  Holbrook,  M.D. 
PSYCHOLOGY 

Traudi  E.  Jordan-Diener,  Ph.D. 
W.  R.  Garretson,  M.  A. 


1353  N.  Westmoreland  'm'  Dallas  11,  Texas  FE  1-8331 
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General  Practitioners  Meet  in  Tulsa 


Oklahoma’s  Chapter  of  the  American  Academy  of  General  Practice 
met  in  Tulsa,  February  3rd  and  4th,  1964  in  the  Mayo  Hotel.  Over  400 
physicians  and  their  wives  attended  the  two-day  convention. 

Pictured  above  (left  to  right)  are:  C.  Riley  Strong,  M.D.,  El  Reno,  who 
was  named  President-Elect  of  the  group;  Arnold  G.  Nelson,  M.D.,  Mid- 
west City,  Vice-President;  Nolen  Armstrong,  M.D.,  Oklahoma  City,  retiring 
President;  Thomas  Taylor,  M.D.,  Tulsa,  who  was  installed  as  President; 
and,  Albert  Ritt,  M.D.,  St.  Paul  Minnesota,  National  President  of  the 
A.A.G.P.,  who  was  keynote  speaker  at  the  annual  banquet.  Seated  (left  to 
right)  are:  Mrs.  C.  Riley  Strong,  Mrs.  Arnold  Nelson,  Mrs.  Nolen  Armstrong 
and  Mrs.  Thomas  Taylor.  Newly  elected  Secretary-Treasurer,  not  pictured, 
is  Howard  Mauldin,  M.D.,  Oklahoma  City. 


Attendance  Of  Regional 
PG  Courses  Runs 
Far  Ahead  of  1963's 

To  date,  Regional  Postgraduate 
Education  Courses  have  been  held 
in  Ada,  Altus,  Lawton  and  Bartles- 
ville. Combined  total  registration 
hit  156  physicians  as  compared  to 
109  registrants  attending  last  year’s 
first  four  courses— an  increase  of 
45  participants  or  a 41  per  cent  gain. 

While  one-half  of  the  scheduled 
courses  have  been  conducted,  four 
remain  to  be  held.  The  next  course 
is  scheduled  for  March  24th  in  Du- 
rant, Oklahoma.  The  meeting  will 
be  held  at  Dunn’s  Steak  House  and 
the  educational  subject  to  be  cov- 
ered is  “The  Central  Nervous  Sys- 
tem.” The  Durant  course  was  orig- 
inally scheduled  for  Texhoma  Lodge, 


but  had  to  be  changed  as  a result 
of  management  conflicts  at  the  lodge. 

In  addition  to  the  March  24th 
course,  the  following  regional  post- 
graduate meetings  are  to  be  con- 
ducted on  the  following  dates,  with 
corresponding  subjects  offered  and 
at  the  location  indicated: 

March  31 — “The  Central  Nervous 
System’  ’ —Woodward . 

April  21— “The  Colon”— Enid. 

April  28 — “The  Pancreas”— Miami. 

The  remaining  programs  will  be- 
gin at  4:30  p.m.  with  two  hours  of 
lecture  followed  by  dinner  and  an- 
other two-hour  period  of  lecture  and 
discussion.  A registration  fee  of 
$7.50  covers  dinner  and  the  scientific 
program.  Pre-registration  can  be 
made  by  mailing  a check  to  the 
OSMA  Executive  Office— designating 
the  location  of  the  course  prefer- 
red. □ 


Automotive  Crash 
Injury  Study 
Underway  in  Oklahoma 

On  July  14th,  1963,  the  Board  of 
Trustees  of  the  Oklahoma  State  Med- 
ical Association  endorsed  an  Auto- 
motive Crash  Injury  Research  pro- 
gram sponsored  by  the  Cornell  Aero- 
nautical Laboratory,  Inc.,  of  Cornell 
University.  The  OSMA  Council  on 
Public  Health  requested  the  endorse- 
ment and  since  July  14th,  the  Coun- 
cil has  been  cooperating  in  the  study, 
along  with  the  Oklahoma  State  Health 
Department,  Oklahoma  State  High- 
way Patrol  and  the  Oklahoma  State 
Hospital  Association. 

The  purpose  of  the  research  study 
is  to  obtain  reliable  data  on  the  fre- 
quency, nature,  and  specific  causes 
of  injury  to  occupants  of  passenger 
cars  and  trucks  involved  in  acci- 
dents. Medical  data  submitted  by 
physicians  treating  accident  victims 
is  matched  with  information  on  in- 
jury causes  and  accident  data  sup- 
plied by  state  patrol  officers  and  is 
submitted  to  Cornell  for  analysis  and 
statistical  tabulation. 

To  obtain  an  adequate  volume  of 
representative  cases  without  impos- 
ing too  great  a load  on  any  single 
individual  or  group,  the  study  calls 
for  the  rotation  of  ten  sampling  areas 
over  a two  and  one-half  year  period. 
The  ten  areas  correspond  to  the 
Oklahoma  Highway  Patrol  districts. 

Since  January  1st,  1964,  active 
case  research  studies  have  been  un- 
derway in  Highway  Patrol  districts 
four  and  seven  and  will  continue 
through  June  30th.  Districts  four  and 
seven  are  comprised  of  the  following 
Oklahoma  counties:  (Four)  Caddo, 
Comanche,  Tillman,  Jackson,  Cotton, 
Jefferson,  Stephens  and  Grady;  (Sev- 
en) Kay,  Osage,  Noble,  Pawnee  and 
Payne. 

According  to  a recent  report  to 
the  OSMA  from  Mr.  John  R.  Fitz- 
gerald, Field  Representative  for 
Cornell  Aeronautical  Laboratory, 
“Case  studies  in  Oklahoma  since 
January  1st,  are  producing  medical 
statistics  which  promise  to  improve 
treatment  of  auto  crash  victims 
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through  more  definite  knowledge  of 
the  nature  and  scope  of  the  problem. 
The  Trauma  Committee  of  the  Ameri- 
can College  of  Surgeons  has  ex- 
pressed great  enthusiasm  over  this 
project.” 

The  automotive  crash  injury 
spokesman  commended  Oklahoma 
physicians  for  their  unselfish  co- 
operation thus  far  in  the  project  and 
stressed  the  time  Oklahoma  phy- 
sicians had  taken  to  complete  acci- 
dent questionnaires. 

Mr.  Fitzgerald  told  OSMA  staff 
executives  he  would  supply  a more 
comprehensive  report  in  the  next 
few  months.  □ 

Trustees  to  Meet 
On  March  22nd 

OSMA  President  Joe  L.  Duer, 
M.D.,  has  announced  a special  meet- 
ing of  the  Board  of  Trustees  of  the 
Oklahoma  State  Medical  Association, 
to  be  held  on  March  22nd  at  4:30  p.m. 
in  the  Holiday  Inn,  U.S.  Highway  81 
(south),  Enid,  Oklahoma. 

The  principal  purpose  of  the  meet- 
ing will  be  to  discuss  recent  develop- 
ments in  connection  with  the  associ- 
ation-approved professional  liability 
insurance  program  (see  article  on 
page  115).  However,  other  matters 


of  immediate  importance  will  also 
be  presented. 

During  the  meeting  of  the  Coun- 
cil on  Insurance,  March  8th,  it  was 
requested  that  a policy-level  decision 
be  expedited  in  advance  of  the  next 
scheduled  meeting  of  the  Trustees 
(April  30th).  □ 

New  OSMA 
Committee  Appointed 

The  appointment  of  a new  OSMA 
Committee  on  Interprofessional  Re- 
lations was  announced  recently.  Un- 
der the  chairmanship  of  Orange  M. 
Welborn,  M.D.,  Ada,  the  Committee 
will  be  comprised  of  the  following 
individuals: 

Maxwell  A.  Johnson,  M.D.,  Tulsa; 
Frank  W.  Clark,  M.D.,  Ardmore; 
Walter  H.  Dersch,  Jr.,  M.D.,  Shat- 
tuck;  Fred  W.  Becker,  M.D.,  Altus; 
Francis  R.  First,  M.D.,  Checotah; 
P.  D.  Casper,  M.D.,  Midwest  City; 
Francis  A.  Davis,  M.D.,  Shawnee; 
and,  Thomas  C.  Points,  M.D.,  Okla- 
homa City. 

Among  the  problems  to  be  ex- 
plored by  the  new  committee  are: 
osteopathic  relations,  relations  with 
other  professional  and  paramedical 
groups,  physician  ownership  of  phar- 
macies, and  the  chiropractor  prob- 
lem. 

Doctor  Welborn  and  R.  R.  Hannas, 
M.D.,  OSMA  Vice-President,  attend- 


ed the  AMA  Congress  on  Medicine 
and  Pharmacy,  March  12th  and  13th, 
in  Chicago.  □ 

Oklahoma  City  Attorneys 
Represent  Professions 
Before  IRS 

Two  Oklahoma  City  tax  attorneys, 
Messrs.  Edwin  Burch  and  John 
Speck,  appeared  on  behalf  of  Okla- 
homa professional  groups  before  a 
public  hearing  conducted  recently  by 
the  Internal  Revenue  Service. 

IRS  has  proposed  new  regulations 
which  will,  in  effect,  destroy  the 
value  of  Oklahoma’s  Professional 
Corporation  Act  (Oklahoma  Legisla- 
ture, 1961).  In  brief,  the  federal  of- 
ficials have  said  that  a professional 
corporation  cannot  hope  to  meet  the 
definition  of  a regular  business  cor- 
poration, and  cannot,  therefore,  be 
given  any  tax  advantages.  At  stake 
in  the  argument  is  whether  or  not 
professional  people  are  to  be  able  to 
establish  tax-deferred  pension  plans 
as  businessmen  have  long  been  able 
to  do. 

The  Oklahoma  State  Medical  Asso- 
ciation and  other  professional  groups 
have  filed  a joint  statement  in  op- 
position to  the  proposed  regulations. 
More  than  four  hundred  persons  ap- 
peared at  the  IRS  hearings  to  ob- 
ject to  the  arbitrary  ruling.  □ 


COMING  YOUR  WAY 

"Renaissance  '64"  ...  A new  look  Annua! 
Meeting  of  the  Oklahoma  State  Medical  Association. 
Featuring  two  all-afternoon  courses  on  blood  pres- 
sure mechanisms  and  applied  basic  advances,  plus 
four  shirt-sleeve  short  courses,  medical  motion  pic- 
tures, a big  bonus  program  on  the  business  side  of 
medical  practice,  and  other  outstanding  events. 
Added  extras:  President's  Inaugural  Dinner-Dance, 
specialty  society  meetings,  hobby  show,  technical 
and  scientific  exhibits,  memorial  program  on  medi- 
cine and  religion  and  many  others. 

Read  about  Renaissance  '64  in  this  Journal  and 
in  next  month's  special  issue.  Plan  to  attend,  doctor. 

Watch  For  The  April  Issue 
OSMA  Journal 
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DEATHS 


FLOYD  S.  NEWMAN,  M.D. 

1906-1964 

Floyd  S.  Newman,  M.D.,  58-year- 
old  Shattuck  physician,  died  in  Okla- 
homa City  February  14th,  1964. 

Doctor  Newman  and  his  two  sur- 
viving brothers,  Doctors  Roy  E.  and 
M.  H.  Newman,  jointly  operated  the 
hospital  founded  in  Shattuck  by  their 
father  0.  C.  Newman,  M.D.,  about 
50  years  ago. 

A 1931  graduate  of  the  University 
of  Tennessee  School  of  Medicine, 
Doctor  Newman’s  specialty  was 
E.E.N.T. 


ERNEST  B.  DUNLAP,  M.D. 

1881-1964 

A pioneer  Lawton  physician  and 
surgeon,  Ernest  B.  Dunlap,  M.D., 
died  in  Atlanta,  Georgia  February 
18th,  1964.  The  retired  physician 
practiced  medicine  over  50  years, 
primarily  in  Lawton. 

Born  in  Eden,  Alabama,  July  24th, 
1881,  Doctor  Dunlap  graduated  from 
the  University  of  Alabama  School  of 
Medicine  in  1906.  In  1908,  he  be- 
came associated  with  his  father,  the 
late  P.  G.  Dunlap,  M.D.,  in  Lawton. 
Doctor  Dunlap  was  a member  of  the 
first  class  to  be  examined  for  a li- 
cense to  practice  medicine  in  Okla- 
homa. 

Recognizing  his  years  of  profes- 
sional service,  the  Oklahoma  State 
Medical  Association  had  presented 
Doctor  Dunlap  with  a Life  Member- 
ship and  a Fifty-Year  Pin. 


JOHNNIE  ANDREW  ORBIN,  M.D. 

1928-1964 

Johnnie  Andrew  Orbin,  M.D.,  Ok- 
lahoma City  physician,  died  Febru- 
ary 9,  1964. 

The  36-year-old  general  practitioner 
was  born  in  Tulsa.  In  1957  he  grad- 
uated from  the  University  of  Okla- 
homa School  of  Medicine.  His  prac- 
tice was  established  in  Oklahoma 
City  a year  later. 


ERNEST  W.  REYNOLDS,  M.D. 

1888-1964 

Tulsa  obstetrician,  Ernest  W.  Reyn- 
olds, M.D.  died  in  Tulsa  February 
21st,  1964. 

A native  of  Leoti,  Kansas,  the  75- 
year-old,  semi-retired  physician  was 
a graduate  of  the  University  Medical 
College  of  Kansas  City.  Doctor 
Reynolds  practiced  for  32  years  in 
Bristow  before  moving  to  Tulsa. 

Doctor  Reynolds  was  presented  a 
Life  Membership  in  the  Oklahoma 
State  Medical  Association  in  1956  in 
appreciation  for  his  loyalty  to  the 
profession.  □ 


HOWARD  L.  HENNESSEY,  M.D. 

1924-1964 

Howard  L.  Hennessey,  M.D.,  Mid- 
west City  physician,  died  March  1st, 
1964. 

The  39-year-old  doctor  was  a native 
of  Okarche,  Oklahoma  and  graduated 
from  the  University  of  Oklahoma 
School  of  Medicine  in  1954.  After 
taking  his  internship  at  Mercy  Hos- 
pital in  Oklahoma  City,  Doctor  Hen- 
nessey established  his  practice  in 
Midwest  City. 


DANIEL  L.  PERRY,  M.D. 

1900-1964 

Daniel  L.  Perry,  M.D.,  63-year-old 
retired  Tulsa  physician  died  Janu- 
ary 28th,  1964  in  San  Diego,  Califor- 
nia. 

A native  of  Greenwood,  Arkansas, 
Doctor  Perry  graduated  from  the 
University  of  Oklahoma  School  of 
Medicine  in  1926.  He  practiced  in 
Cushing,  Oklahoma  from  1927  until 
1941  when  he  entered  the  United 
States  Army  Medical  Corps.  Follow- 
ing his  service  he  joined  his  brothers, 
Doctors  Hugh,  Fred  and  James  T. 
Perry  in  practice  in  Tulsa. 

In  recognition  of  his  service  to 
the  profession,  the  Oklahoma  State 
Medical  Association  awarded  Doctor 
Perry  a Life  Membership  in  1952.  □ 


BOOK  REVIEWS 

SYNOPSIS  OF  NEUROLOGY,  by 
Francis  M.  Forster.  St.  Louis, 
Missouri,  The  C.  V.  Mosby  Com- 
pany, 1962,  pp.  223,  $6.75. 

This  concise,  Synopsis  of  Neurol- 
ogy, by  a well-known  neurologist 
presents  in  logical  sequence  a brief, 
succinct,  description  of  the  com- 
mon as  well  as  the  unusual  problems 
in  neurology. 

The  first  three  chapters  are  de- 
voted to  the  evaluation  of  the  pa- 
tient with  neurological  disorder.  A 
step  by  step  description  of  the  neu- 
rological history  and  examination  as 
well  as  the  utilization  of  the  clinical 
diagnostic  tests  is  presented. 

Part  2 of  the  synopsis  consists  of 
descriptions  of  the  more  common 
disorders  such  as  vascular  disease, 
headache  and  epilepsy.  Other  dis- 
orders of  the  central  nervous  system 
are  also  described.  The  disorders 
are  presented  in  a uniform  style. 

A rather  complete  and  useful  in- 
dex as  well  as  authoritative  refer- 
ences follow  each  chapter  as  sources 
for  further  reading.  All  in  all,  the 
synopsis  fulfills  the  objective  of  a 
neurologist  who  has  indeed  compiled 
a synopsis  of  neurology.— J.  T.  Jab- 
bour,  M.D.  □ 


THE  SKIN:  A HANDBOOK,  by  Rich- 
ard L.  Sutton,  Jr.,  Garden  City, 
New  York,  Doubleday  & Company, 
Inc.,  1962,  pp.  350,  $4.95. 

This  volume  represents  the  effort 
of  a prominent  dermatologist  and 
author  to  translate  into  simplified 
language  a dermatological  text.  The 
volume  preserves  completeness  to 
the  point  of  covering  rare  and  ob- 
scure disorders  of  skin  and  yet  dis- 
cusses these  problems  in  essentially 
non-technical  language.  However, 
the  very  completeness  renders  it  un- 
suitable for  laymen  since  although 
the  language  is  not  technical  the 
subject  is.  Hence  the  book  may  be 
useful  in  ancillary  medical  fields 

(Continued  on  Page  120) 
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(nursing,  psychology,  etc.)  but  would 
be  too  difficult  for  non-medical  per- 
sons and  too  casual  for  physicians  — 
Mark  .4.  Everett,  M.D.  □ 


STRECKER’S  FUNDAMENTALS  OF 

PSYCHIATRY,  by  Manuel  M. 

Pearson.  6th  edition.  Philadelphia, 

Pennsylvania,  J.  B.  Lippincott 

Company,  1963,  pp.  274,  $6.75. 

The  emphasis  in  this  book  is  to- 
ward eliminating  body-mind  dualism 
in  the  thinking  of  physicians.  The 
book  is  easily  read  and  its  content 
emerges  from  lecture  material  pre- 
sented to  medical  students.  Thus  the 
reader  is  made  aware  of  concepts 
useful  to  the  general  practitioner 
and  to  those  interested  in  the  so 
called  “psychosomatic”  illnesses. 

Among  the  sixteen  chapters  are 
sections  of  descriptive  nosology  of 
the  mental  illnesses  as  well  as  units 
dealing  with  such  subjects  as  psy- 
chodynamics, drug  treatment,  psy- 
chotherapy, disasters  and  methods  of 
examination.  In  addition  the  reader 
is  given  material  to  illustrate  the 
general  scope  of  mental  problems  in 
relation  to  medical  practice  and  to 
social  ills. 

There  are  few  and  relatively  un- 
important corrections.  For  instance, 
on  page  204  a footnote  reference  is 
inaccurately  cited  in  regard  to  in- 
sulin therapy.  Some  phychopharma- 
cologists  would  expect,  even  in  so 
brief  a review,  that  the  physician  be 
made  aware  of  more  distinctions  be- 
tween an  antidepressant  and  a psy- 
chic energizer. 

All  told  the  book  is  very  fine.  It 
serves  as  a good  redaction  of  clinical 
psychiatry.  It  serves  also  as  a good 
means  to  bridge  general  medicine 
and  the  specialty  of  psychiatry.  It 
can  be  recommended  to  practition- 
ers, medical  students  and  residents. 
— Chester  M.  Pierce,  M.D.  n 


IMMEDIATE  opening  for  General 
Practitioner.  Practice  established. 
Fine  office  space  available.  New 
hospital  open  only  to  M.D.s.  Assume 
practice  at  no  obligation.  Contact 
Norman  A.  Cotner,  M.D.,  Grove, 
Oklahoma, 

G.P.  INTERESTED  in  general  sur- 
gery, available  for  practice  October 
1,  1864.  Graduate  of  University  of 
Iowa  School  of  Medicine.  Medical 
serv  cc  completed.  Contact  William 
E.  Hall,  M.D.,  1022  Callanan  Dr., 
Des  Moines,  Iowa. 

COMPLETELY  EQUIPPED  gen- 
eral practice  available  in  Norman, 
Oklahoma.  Office  equipment  includ- 
ing x-ray  and  ECG  for  sale;  clinic 
building  for  lease;  patient  records 
available.  Equipment  and  building 
available  due  to  unexpected  death 
of  Robert  Ryan,  M.D.  If  interested, 
contact  Mrs.  Robert  Ryan,  1017  Jen- 
kins, Norman  or  Grady  Ryan,  M.D., 
Box  97,  Lindsay,  Oklahoma. 

AVAILABLE  July  1,  1964,  1959 
graduate  of  the  University  of  Texas. 
Residency  in  Ob-GYN.  Contact  Joe 
Don  Hughes,  M.D.,  1128  Winnie,  Gal- 
veston, Texas. 

OPENING  for  GP  in  established 
practice,  northwest  Oklahoma  City. 
Large  office  space,  share  reception 
room  with  two  other  doctors.  Ex- 
cellent opportunity.  Contact  David 
A.  Campbell,  M.D.,  2733  W.  Britton 
Rd.,  Oklahoma  City. 

FOR  SALE:  X-Ray  Patrician  200 
MA  with  all  accessories  except  mo- 
tor drive.  Attractive,  well  cared 
for,  and  efficient  machine,  two  years 
old.  Discount  of  30  per  cent  off  1961 
price.  $1,000  down,  will  finance  bal- 
ance, including  installation,  if  de- 
sired. Contact  Key  A,  The  Journal, 
Oklahoma  State  Medical  Association, 
P.O.  Box  18696,  Oklahoma  City,  Okla- 
homa. 


BIG  SAVINGS  on  “Returned-To- 
New”  and  surplus  equipment.  Re- 
conditioned, refinished,  guaranteed. 
X-Ray,  examining  tables,  autoclaves, 
ultrasonics,  diathermies,  or  tables, 
or  lights,  and  more.  Largest  stock  in 
the  Southwest.  WANTED:  Used 
Equipment.  TeX-RAY  Co.,  3305  Bry- 
an, Dallas.  (Open  to  the  profession 
Wednesdays,  Thursdays,  9-5.  Other 
hours  by  arrangement.) 

EXCELLENT  opportunity  for  Gen- 
eral Surgeon  and  General  Practi- 
tioner in  established  group.  Ideal 
community  for  family.  Contact  W.  S. 
Harrison,  M.D.,  The  Chickasha  Clin- 
ic, Chickasha,  Oklahoma. 

CLINIC  BUILDING  for  lease,  1250 
square  feet  floor  space,  air-condi- 
tioned. Located  Pryor,  Oklahoma. 
Open  hospital  available.  Contact 
Warren  G.  Gwartney,  M.D.,  2570 
South  Harvard,  Tulsa,  Oklahoma. 

IDEAL  opening  for  young  doctor 
in  well  established  medical  clinic, 
sharing  recept  on  room  and  equip- 
ment with  three  other  doctors.  Won- 
derful location  on  North  May  Ave- 
nue, Oklahoma  City.  Contact  Frank 
D.  Thompson,  3115  N.  Pennsylvania, 
Oklahoma  City,  JA  5-5700  or  JA  4- 
9552. 

WANTED  M.D.,  all  phases  of  prac- 
tice with  thriving,  completely  equip- 
ped clinic.  Industrial  area  in  North 
Texas  with  90  per  cent  hospitaliza- 
tion and  medical  insurance  coverage. 
Start  on  salary  or  percentage  basis. 
Write  Key  C,  The  Journal,  Oklahoma 
State  Medical  Association,  P.O.  Box 
18696,  Oklahoma  City. 

GENERAL  practitioner,  age  34,  de- 
sires associate  general  practitioner 
in  South  Oklahoma  City.  Supportive 
salary  and/or  percentage  until  es- 
tablished. Contact  Key  M,  The  Jour- 
nal, Oklahoma  State  Medical  Associ- 
ation, P.O.  Box  18696,  Oklahoma 
City,  Oklahoma. 
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March  should  be  followed  by  an  exclama- 
tion point.  All  over  the  state  Doctors’  Day 
plans  are  in  final  stages;  large  and  small 
auxiliaries  look  forward  to  this  annual  op- 
portunity to  honor  our  doctor  husbands  with 
dinners,  exhibits,  science  fairs,  special  fav- 
ors on  hospital  trays,  and  red  carnations  in 
abundance. 

We  have  several  times  in  the  past  referred 
to  the  origin  of  Doctors’  Day  because  new 
members  and  non-members  often  ask  how 
it  came  to  be  celebrated.  The  commemora- 
tion of  Doctor  Crawford  Long’s  successful 
use  of  anesthesia  is  the  date  chosen  for  the 
observance.  The  Woman’s  Auxiliary  to  the 
Southern  Medical  Association  originated  the 
celebration  as  part  of  its  annual  program  of 
sponsored  activities.  From  its  beginning  in 
the  southern  states,  the  custom  has  spread 
until  it  is  international. 

For  any  Program  Chairman  who  feels  lo- 
cal interest  in  her  auxiliary  members  in  med- 
ical history,  we  recommend  two  books,  both 
by  the  same  author,  Howard  W.  Haggard, 
M.D. : The  Lame,  the  Halt  and  the  Blind,  and 
The  Doctor  in  History.  The  second  volume 
is  superior  in  content  and  interest  and  con- 
tains some  repetition  of  the  first.  Doctor 
Haggard  was  a professor  of  pathology  whose 
avocation  was  medical  history;  his  choice  of 
subjects  and  illustrations  are  excellent.  Doc- 
tor Robert  Lang,  Executive  Secretary  of  the 
Academy  of  Medicine,  has  held  training  ses- 
sions in  two  Oklahoma  cities  for  the  county 
societies.  At  each  session  he  distributed 
packets  of  new  material  available  from  the 
AMA  and  compiled  to  help  establish  speak- 
ers’ bureaus  throughout  the  country.  In  ad- 
dition to  suggested  helps  and  outlines  for 
interviews  with  news  media,  three  volumes 
have  been  published  in  paperback  form: 

1.  Financing  Medical  Care — An  Appraisal 
of  Foreign  Programs;  Helmut  Shoeck, 
Editor. 

2.  Federalized  Health  Care  for  the  Aged : 
— A Critical  Symposium. 

3.  The  Case  Against  the  King- Anderson 
Bill  (H.R.  3920). 

The  first  book  is  the  finest  source  book 
possible,  extending  the  argument  that  we 
need  to  know  thoroughly  the  background  of 
other  countries,  particularly  through  the 
eyes  of  other  professions,  in  order  to  speak 
effectively  and  to  debate  soundly  any  com- 
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ments  we  receive.  Included  are  appraisals 
on  Britain,  France,  Germany,  Austria, 
Sweden,  Switzerland,  and  Australia.  This 
volume  includes  appraisals  of  journalists, 
economists,  politicians,  and  actuaries,  and 
is  one  of  the  finest  we  can  recommend. 

The  second,  Federalized  Health  Care  for 
the  Aged ? (and  Doctor  Lang  suggests  we 
use  “Aging”  when  we  speak,  instead  of 
“Aged”)  gives  us  pertinent  reasons  and  ar- 
guments to  use.  Each  of  us  is  guilty  of 
speaking  and  writing  in  cliches,  especially 
on  a topic  with  which  we  are  closely  bound. 
Studying  this  book  will  help  freshen  our  ap- 
proach and  improve  our  points. 

The  last  book  we  recommend  is  the  pub- 
lished Statement  of  the  AMA  before  the 
House  Ways  and  Means  Committee  for  the 
88th  Congress.  Most  auxiliaries  and  societies 
have  copies  of  this  complete  report;  how- 
ever, this  book  is  compact  and  indexed  for 
quick  reference. 

It  is  unfortunate  that  every  society  and  its 
auxiliary  cannot  hear  Doctor  Lang.  He 
urged  that  in  addressing  groups  we  be  well- 
prepared  in  advance,  that  we  know  the  size, 
the  intellectual  level  and  broad  interests  of 
the  group  in  advance.  “You  do  not  sell  an 
idea  because  of  how  it  affects  you,”  Doctor 
Lang  said.  “Know  your  audience  and  ap- 
proach them  in  a way  that  will  help  them 
apply  the  facts  to  their  own  situation.” 

In  developing  your  speech,  Doctor  Lang 
commented,  we  must  speak  up  for  what  we 
think  is  right,  explaining  early  in  a speech 
that  a federalized  program  is  not  planning 
for  medicine  alone,  that  every  federal  foot- 
hold is  reaching  into  the  heart  of  the 
economy.  One  question  which  is  forever  ap- 
plicable is  this:  Will  this  help  to  build  a na- 
tion in  which  I want  my  children  or  my 
grandchildren  to  grow  up? 

He  recommended  that  it  is  not  only  what 
we  say — but  more  importantly,  Hoiv  we  say 
it,  that  achieves  favorable  results.  We  feel 
that  each  organization  in  the  state,  whether 
it  is  or  is  not  planning  a Speaker’s  Bureau, 
obtain  the  packet  for  its  own  programs  and 
reference.  □ 
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“Blessed  Are  The  Poor;  They’ll  Elect  Me.” 

So  said  an  editorial  writer  for  the  Chicago 
Tribune,  who  brandished  his  pen  against  the 
practicalities  of  President  Johnson’s  “War 
on  Poverty.”  Observing  that  poverty  cannot 
be  budgeted  out  of  existence,  the  writer  re- 
called the  sand-on-the-beach  quotation  of 
Alice  In  Wonderland: 

“If  seven  maids  with  seven  mops 
Swept  it  for  half  a year, 

Do  you  suppose,”  the  walrus  said, 
“That  they  could  get  it  clear?” 

The  new  multi-million  dollar  Hissom  Me- 
morial Center,  Sand  Springs,  opened  its  doors 
to  mentally  retarded  children  in  early  March. 
Designed  to  eventually  house  more  than  600 
patients,  the  state-owned  institution  began 
operations  with  only  ten  per  cent  of  its  ca- 
pacity case  load,  those  children  most  severe- 
ly in  need  of  care  and  training.  Physicians 
will  have  the  opportunity  to  inspect  the  fa- 
cilities at  an  open  house  planned  for  the  near 
future.  The  center  is  operated  by  the  De- 
partment of  Public  Welfare  and  is  managed 
by  Joseph  C.  Denniston,  M.D.,  Medical  Di- 
rector. 

Doctor  Walter  E.  Brown,  Tulsa,  has  been 
named  Chairman  of  the  Oklahoma  Section 
of  the  United  States  Committee  of  the  World 
Medical  Association  for  1964.  He  is  a past- 
president  of  the  OSMA  and  is  currently  serv- 
ing as  an  editor  of  the  OSMA  Journal. 

Assassin’s  Assassin  Jack  Ruby  is  causing  a 
stir  with  the  National  Epilepsy  League, 
headquartered  in  Chicago.  It  seems  that  his 
defense  attorney,  the  noted  malpractice  law- 
yer Melvin  Belli,  is  alleging  that  Ruby  is  a 
“psychomotor  epileptic,”  and  as  such  cannot 
be  held  responsible  for  the  killing  of  Ken- 
nedy assassin  Lee  Harvey  Oswald.  League 
leaders  say  the  connotation  that  an  epileptic 
is  a potential  murderer  will  do  irreparable 
damage  to  many  innocent  victims  of  the 
malady ; that  epilepsy  is  not  to  be  associated 
with  mental  illness. 

60,000  physicians  call  cigarette  smoking 
dangerous.  A nationwide  survey  of  physi- 


cians conducted  by  the  medical  journal  Mod- 
ern Medicine  revealed  that  95  per  cent  of 
all  physician  respondents  declared  they  be- 
lieve cigarette  smoking  is  a health  hazard. 
Of  the  192,000  private  practice  doctors 
polled,  60,202  replied.  As  to  their  own  hab- 
its, 52  per  cent  reported  they  do  not  smoke 
at  all.  Of  the  22.5  per  cent  who  admitted  to 
smoking  cigarettes,  89  per  cent  consider  the 
habit  hazardous.  Interestingly,  chest  sur- 
geons and  pathologists  rank  lowest  as  ciga- 
rette smokers,  15.6  per  cent  and  16  per  cent 
respectively.  How  do  Oklahoma  physicians 
measure  up?  The  report  showed  that  18.6 
per  cent  smoke  a pipe,  25.5  per  cent  smoke 
cigarettes,  16.3  per  cent  smoke  cigars,  and 
51.6  per  cent  do  not  smoke  at  all.  Many  Okla- 
homa doctors  have  “kicked  the  habit,”  since 
79.9  per  cent  reported  being  smokers  in  the 
past. 

The  A.C.H.  Hospital  of  Shawnee,  Oklahoma 

has  been  selected  as  one  of  76  hospitals  in 
the  nation  for  inclusion  in  a survey  by  the 
American  Medical  Association’s  Commission 
on  the  Cost  of  Medical  Care.  The  hospital 
portion  of  the  AMA’s  study  is  designed  to 
sample  60,000  patients  discharged  during 
the  years  1946,  1954  and  1961. 

70  Per  Cent  of  Oklahoma’s  population  were 
protected  by  health  insurance  in  1962,  ac- 
cording to  a February,  1964  report  of  the 
Health  Insurance  Institute.  The  national 
average  is  76  per  cent. 

Doctor  Charles  E.  Martin,  Perry,  was  named 
his  city’s  outstanding  citizen  for  1963,  at  the 
recent  annual  dinner  of  the  Perry  Chamber 
of  Commerce. 


MEETINGS 


March  19-22  PG  Course,  Gyn.  Pathology, 
Radio-Therapy  and  Endocrin- 
ology, Dept,  of  OB-GYN,  Bay- 
lor Univ.,  Houston 

April  3-4  16th  Annual  Midwest  Cancer 
Conference,  Hotel  Broadview, 
Wichita,  Kansas 

April  6-10  American  College  of  Physi- 
cians, Atlantic  City,  New  Jer- 
sey 

May  1-3  OSMA  Annual  Meeting,  Skir- 

vin,  Oklahoma  City 
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Areawide  Planning  Council 
For  Hospitals  and  Related 
Health  Facilities 

SiNCE  THE  first  editorial  published  on 
this  subject  in  the  March  issue  of  the  Journ- 
al of  the  Oklahoma  State  Medical  Associa- 
tion, the  Oklahoma  Hospital  Association  has 
formally  announced  the  creation  of  the  Okla- 
homa Health  Facilities  Information  Serv- 
ice. As  indicated  in  last  month’s  discussion, 
the  formation  of  such  a Service  was  under 
advisement  and  the  Hospital  Association 
now  states  that  the  purpose  of  the  organi- 
zation is  to  “identify  selected  data  relative 
to  hospital  planning  utilization  and  hospital 
operation  that  is  essential  to  improving  ex- 
isting methods  of  hospital  and  related  in- 
stitution planning.”  Along  the  lines  out- 
lined in  last  month’s  discussion,  the  Hospital 
Association  will  encourage  the  formation  of 
a local  hospital  planning  council  in  any  area 
where  a new  hospital  is  contemplated  or 
where  any  extensive  remodeling  or  revamp- 
ing of  an  existing  institution  is  considered. 
This  council  would  then  apply  to  the  State 
organization,  as  set  up,  for  information  rela- 
tive to  the  needs  of  the  given  area  as  to  num- 
ber of  beds,  etc.,  and  theoretically,  the  local 
council  would  make  use  of  this  information 
or  not,  as  they  see  fit. 

On  Sunday,  May  15,  Mr.  James  Harvey, 
President  of  the  Oklahoma  Hospital  Asso- 
ciation, and  Kirk  T.  Mosley,  M.D.,  head  of 
the  Oklahoma  State  Department  of  Health, 
met  with  the  Socio-Economic  Council  of  the 
OSMA  and  as  a result  of  a lengthy  confer- 
ence, with  many  questions  asked  and  appar- 
ently satisfactorily  answered,  the  Council 
voted  to  go  on  record  as  being  in  favor  of 
the  operation  of  the  Oklahoma  Health  Fa- 
cilities Informational  Service  as  outlined  to 
them. 

It  thus  becomes  apparent  that  the  State 
Health  Department  has  little  or  no  part  in 
the  operation  of  this  particular  Service,  but 
it  is  most  important  to  remember  that  the 
State  Health  Department  controls  the  dis- 
bursement of  funds  through  the  Hill-Burton 
Plan.  The  Health  Department  in  effect  op- 
erates a Hill-Burton  Agency  for  the  State 
of  Oklahoma.  Doctor  Mosley  has  expressed 
complete  satisfaction  with  the  planned  Serv- 
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ice  of  the  Oklahoma  Hospital  Association  in 
this  new  setup,  and  it  is  assumed  that  the 
Health  Department  will  base  future  grant- 
ing of  funds  to  any  given  area  in  the  State 
to  a great  extent  on  the  recommendation  of 
the  Oklahoma  Health  Facilities  Informa- 
tional Service.  If  this  is  not  the  case,  then 
Doctor  Mosley  has  not  made  the  position  of 
the  Health  Department  clear  in  this  pro- 
posed system. 

In  a letter  directed  to  the  Executive  Sec- 
retary of  the  OSMA  dated  March  5,  Mr. 
Cleveland  Rodgers,  the  Executive  Director  of 
the  Oklahoma  Hospital  Association,  says  in 
regard  to  the  new  Informational  Service, 
“The  staff  of  the  local  planning  council  will 
assist  in  writing  the  entire  report  with  the 
exception  of  the  recommendations.” 

The  Hospital  Association  envisages  that 
once  the  organization  is  established  that  fi- 
nances will  be  secured  to  assure  the  organi- 
zation’s continuance,  possible  sources  of 
financing  cited  are  Oklahoma  Hospital  As- 
sociation, Oklahoma  Blue  Cross  Plan,  insur- 
ance companies  and  some  Foundations  in- 
terested in  health  and  hospital  work. 

Thus  it  is  that  Areawide  Hospital  Plan- 
ning has  come  to  Oklahoma  in  a very  defi- 
nite manner,  and  has  been  given  tacit  ap- 
proval in  a sort  of  Johnny-come-lately  man- 
ner by  the  Socio-Economic  Council  of  the 
Oklahoma  State  Medical  Association.  It  is 
hoped  that  more  data  will  be  available  for 
presentation  to  the  House  of  Delegates  at 
the  Annual  Meeting  in  Oklahoma  City  next 
month. — Walter  E.  Brown , M.D.  □ 

Tulsan  Delegate  To  BMA 

Edward  L.  Moore,  M.D.,  Tulsa  surgeon, 
has  been  named  an  AMA  Delegate  to  the 
British  Medical  Association  by  F.  J.  L.  Blas- 
ingame,  M.D.,  AMA  Executive  Vice-Presi- 
dent. He  appeared  before  the  BMA  House 
of  Delegates,  at  its  April  2-5  meeting  in 
Northhampton,  England.  □ 
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I had  no  delusions  about  the  magnitude  of  this  job  when  I as- 
sumed the  duties  of  this  office  one  year  ago,  nor  do  I feel  that  the 
problems  have  diminished.  The  original  tasks  I assigned  myself  were 
to  awaken  the  membership  to  the  issues,  and  to  instill  a realistic  at- 
titude and  approach  to  our  problems.  I have  tried  never  to  lose  sight 
of  these  basic  ideas.  How  well  I have  succeeded  should  begin  to  be- 
come manifest  at  the  annual  meeting.  I hope  to  see  a good  attend- 
ance. I hope  to  see  everyone  at  work — giving  their  time,  thoughts 
and  energies  to  our  problems. 

I wish  to  emphasize  once  again  that  we  are  faced  with  many 
problems,  and  that  WE  need  to  provide  answers  for  them  rather  than  to  wait  until  an- 
swers are  given  from  other  sources  which  we  can  neither  accept  nor  tolerate.  It  appears 
to  me  that  this  concept  has  been  the  least  understood  of  my  ideas  and  philosophies.  I 
have  been  accused  of  being  FOR  many  of  the  prevalent  ideas.  Nothing  is  farther  from 
the  truth.  As  a matter  of  fact  I have  urged  the  membership  to  be  FOR  their  own  pol- 
icy, not  merely  just  against  another;  to  have  a sane  workable  policy  and  answer,  not 
an  idealistic,  impractical  statement  which  sounds  good  but  is  not  acceptable,  even  by  our 
own  membership,  and  least  of  all  by  a critical,  cynical  public! 

It  still  seems  to  me  that  we  are  spending  too  much  time  and  energy  in  an  attempt 
to  maintain,  or  regain,  a “status  quo” — when  it  is  obvious  that  in  an  age  when  move- 
ments become  virtual  deluges  there  can  be  no  “status  quo.”  We,  and  all  of  the  freedom 
loving  peoples  of  America  are  fighting  for  our  very  lives,  not  just  attempting  to  prevent 
abrasions,  contusions,  and  lacerations.  A rugged  oak  can  be  uprooted  and  destroyed  by 
a flood,  whereas,  a living,  working,  animated,  purposeful  human  being  might  safely  land 

somewhere  down  the  stream! 

^ ^ ^ ^ ^ ^ ^ 

As  a last  word,  this  year’s  experiences  can,  and  will  never  be  forgotten.  They 
have  reaffirmed  my  faith  and  convictions  that  members  of  my  profession  are  individ- 
uals of  the  highest  character,  and  with  the  greatest  ideals  and  philosophies  of  any  group ; 
that  these  ideals  and  philosophies  must  be  preserved.  We  are  the  last  intact  group 
free  of  socialization  and  regimentation. 

To  all  of  the  diligent  and  dedicated  workers  who  labored  so  faithfully,  I shall  be 
undyingly  grateful.  Without  them  I could  have  accomplished  nothing.  Time  alone  will 
disclose  the  final  results  of  our  work. 

To  the  membership,  may  I say  it  has  been  a great  privilege,  and  my  greatest  honor 
to  have  served  you.  As  for  myself,  I can  only  say,  “I  tried.” 

I’LL  SEE  YOU  AT  THE  ANNUAL  MEETING. 

/'4L*4/kQ. 
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THE  RADIOCARDIOGRAM 


GALEN  P.  ROBBINS,  M.D. 
Wm.  BEST  THOMPSON,  M.D. 
WILLIAM  S.  MYERS,  M.D. 


Blood  flow  through  the  heart  folloived 
by  movement  of  a radioisotope  mixed 
in  the  blood  past  a probe  placed  over  the 
heart  gives  very  useful  information 
about  the  cardiac  output,  coronary  blood 
flow  and  congenital  anomalies  with 
cardiac  output. 

The  PRECORDIAL  isotopic  indicator  di- 
lution curve  (radiocardiogram)  is  a graphic 
recording  of  the  passage  of  an  isotopically 
labelled  bolus  of  indicator  through  the  right 
heart,  into  the  lungs,  back  into  the  left  heart 
and  a smaller  portion  back  again  into  the 
coronary  vascular  bed  before  recirculation 
occurs.1  Thus  there  are  three  theoretical 
contributions  to  the  radiocardiogram — the 
area  contributed  by  the  right  heart  passage, 
the  area  contributed  by  the  left  heart  pas- 
sage and  the  additional  area  contributed  by 
isotope  passing  back  into  the  coronary  cir- 
culation. The  latter  is  included  in  the  left 
heart  peak  in  such  a manner  that  its  esti- 
mation is  possible  only  indirectly. 

The  time  of  onset  of  isotopic  appearance 
in  the  coronary  circulation  has  been  related 
to  the  isotopic  arrival  at  some  point  in  pe- 
ripheral arteries  such  as  the  abdomen  or  cer- 
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ebrum.2’ 3 Utilizing  such  a point  as  a refer- 
ence permits  the  drawing  of  an  extrapola- 
tion of  the  left  heart  curve  minus  the  coro- 
nary contribution.  More  recently  it  has  been 
suggested  that  the  greater  the  coronary 
blood  flow,  the  more  protracted  will  be  the 
downslope  of  the  observed  disappearance  of 
washout  from  the  left  heart  peak.  Thus  a 
comparison  of  this  slope  with  that  of  a pe- 
ripheral artery  gives  an  index  of  the  coro- 
nary blood  flow.  Investigations  have  sug- 
gested that  the  downslope  of  the  primary 
passage  of  indicator  through  the  cerebral 
circulation  may  be  the  same  as  that  of  a pe- 
ripheral artery.  Thus  the  “Mena  Index”  of 
coronary  blood  flow  is  a comparison  of  the 
downslopes  of  the  left  heart  and  the  head 
or  a peripheral  artery.4 

TECHNIQUE 

Our  equipment  consists  of  two  scintilla- 
tion probes  with  2"  x 2"  sodium  iodide  crys- 
tals, two  Tracerlab  ratemeters,  attached  to 
the  Texas  Instrument  “Servoriter”  with  dual 
pens  and  10  inch  recording  width.  Approxi- 
mately 30  microcuries  of  I131  Hippuran  or 
Albumin  is  introduced  suddenly  into  the 
median  basilic  vein  and  with  the  precordial 
probe  crystal  applied  directly  to  the  chest 
wall  over  the  heart  and  a second  probe  with 
a collimator  orifice  one  inch  in  diameter  and 
one  and  one-half  inches  recess  to  the  crystal 
is  placed  at  the  right  temple.  The  precordial 
curve  is  recorded  at  1,000,000  cts./min.  and 
the  head  curve  300,000  cts./min.  full  width 
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Figure  6 


seconds 


Radio  cardiogram  / ROBBINS,  et  al. 

on  the  recording  paper.  A time  constant  of 
0.1  second  is  ordinarily  used.  The  curve  is 
allowed  to  run  for  about  three  minutes  or 
until  there  has  been  time  for  a third  recir- 
culation peak  in  the  recording.  This  level  is 
taken  as  “equilibrium.”  At  this  point  the 
P31  is  reasonably  distributed  throughout  the 
blood  volume  and  some  is  in  the  kidneys  and 
probably  an  additional  fluid  partition  as  yet 
undefined.  If  significant  blood  volume  de- 
rangement is  suspected  I131  Albumin  is  used 
instead  of  Hippuran  so  that  blood  volume 
may  be  measured  accurately.  Otherwise  the 
blood  volume  is  estimated  from  standard 
blood  volume  charts  based  on  height  and 
weight. 

The  formula  used  for  calculating  cardiac 
output  is  as  follows: 

C.O.  (Liters/Min.)  = 

1.2  x hgt.  of  curve  (in.)  at  equilibrium 
x blood  volume  (liters) 

area  (Sq.  In.)  under  the  entire  curve 
extrapolated  to  the  baseline 
“Cardiac  Index”  = C.O. /Body  surface  area  (Sq. 

Meters). 

The  latter  expression  enables  one  to  com- 
pare the  cardiac  output  from  patient  to  pa- 
tient regardless  of  body  size. 

Our  method  of  securing  an  index  of  the 
coronary  blood  flow  from  these  curves  has 
included  the  techniques  of  Johnson2  and 
Sevelius.3  We  have  also  utilized  the  “Mena 
Index.”  Our  own  modifications  of  both  meth- 
ods have  included  replotting  of  the  right  and 
left  heart  peaks  on  semilog  paper.  The  right 
heart  downslope  is  extrapolated  to  the  base- 
line. The  left  heart  peak  is  replotted  from 
the  area  above  this  extrapolated  line.  The 
downslope  of  the  entire  left  heart  peak  is 
fitted  to  a straight  line  on  semilog  paper. 
The  downslope  is  expressed  as  2.313/time 
(min.)  to  fall  from  100  per  cent  to  10  per 
cent  of  maximum  count  rate.  The  head  curve 
is  similarly  replotted  on  semilog  paper  and 
the  downslope  of  the  head  curve  is  likewise 
calculated.  When  the  downslope  of  the  left 
heart  is  more  gradual  than  the  downslope  of 
the  head  curve,  Mena’s  coronary  index  is 
secured  from  the  ratio  of  the  two  down- 
slopes.  Even  so,  there  remain  both  theo- 
retical and  technical  obstacles  to  the  meas- 
urement of  coronary  blood  flow. 

At  present  no  effort  is  being  made  in 
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our  laboratory  to  estimate  coronary  blood 
flow  in  the  presence  of  congestive  heart  fail- 
ure because  the  protracted  washout  phase 
undoubtedly  receives  a significant  contribu- 
tion from  recirculation  of  the  isotope  back 
to  the  right  heart. 

An  engineering  group  is  now  offering  its 
services  for  calculation  of  coronary  blood 
flow  from  the  radiocardiogram  according  to 
the  latest  modification  of  Sevelius.5  This 
promises  to  be  the  most  satisfactory  of  all 
approaches  used  thus  far. 

RESULTS  AND  DISCUSSION 

Estimates  of  cardiac  output  utilizing  the 
I131  Hippuran  and  calculating  on  the  basis 
of  predicted  blood  volume  in  outpatients 
after  a few  minutes  of  rest  in  the  office  yield 
cardiac  indices  substantially  in  agreement 
with  values  predicted  from  other  methods. 
There  are  obvious  theoretical  drawbacks  to 
using  Hippuran  because  no  true  equilibrium 
can  be  obtained.  However,  one  is  certainly 
more  at  ease  in  using  the  larger  dose  of  I131 
required  to  get  the  most  satisfactory  curves 
knowing  that  it  will  be  rapidly  excreted.  The 
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School  of  Medicine,  Galen  P.  Robbins,  M.D., 
has  been  certified  by  the  American  Board 
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icine at  the  University  of  Oklahoma  School 
of  Medicine. 

Doctor  Robbins  is  an  Associate  Fellow 
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Wm.  Best  Thompson,  M.D.,  graduated 
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sor of  Medicine.  He  is  certified  by  the  Amer- 
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William  S.  Myers,  M.D.,  a 1957  gradu- 
ate of  the  Boivman  Gray  School  of  Medicine, 
limits  his  practice  to  his  specialty,  cardi- 
ology. He  is  Instructor  in  Medicine  at  the 
University  of  Oklahoma  Medical  Center. 
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Patient 

Age 

Sex 

Control 

C.I. 

Treatment 

C.I. 

Initial 

ML. 

CBF 

% c.o. 

CBF  After  1 Week 
ML.  % C.O. 

Percent  of 
Control  CBF 

JR 

30 

M 

3.99 

3.25 

123 

1.41 

172 

2.44 

173 

WEK 

36 

M 

5.80 

6.40 

163 

1.57 

377 

3.31 

211 

ODC 

40 

F 

5.13 

4.94 

132 

1.57 

105 

1.30 

83 

LG 

43 

M 

4.36 

6.94 

128 

1.30 

170 

1.48 

114 

JL 

52 

M 

4.70 

5.09 

178 

1.99 

541 

5.54 

278 

EM 

62 

M 

2.68 

2.92 

26 

.49 

65 

1.14 

232 

WDR 

65 

F 

4.49 

4.47 

207 

2.83 

296 

4.07 

179 

HK 

69 

F 

5.09 

4.82 

348 

4.38 

386 

5.12 

117 

JH 

73 

M 

3.43 

5.95 

132 

2.03 

443 

3.91 

194 

EG 

49 

M 

4.67 

4.60 

298 

3.10 

445 

4.72 

152 

CBF : Coronary  Blood  Flow.  C.I.:  Cardiac  Index.  C.O.:  Cardiac  Output 

Figure  8 


Hippuran  gives  an  excellent  comparative  in- 
dex in  any  one  patient.  Repeat  cardiac  out- 
puts in  the  same  patient  have  correlated 
closely.  Such  studies  as  comparing  cardiac 
output  before  and  after  digitalization  in  the 
decompensated  patient  have  shown  the  an- 
ticipated rise  in  cardiac  output. 

Perhaps  most  striking  from  the  stand- 
point of  the  clinician  is  the  characteristic  ap- 
pearance of  normal  curves  as  opposed  to 
those  seen  in  anxiety  neurosis,  right  and  left 
heart  failure,  valvular  heart  disease  and  both 
right  to  left  and  left  to  right  intravascular 
shunts. 

Figure  1 shows  a characteristic  normal 
curve  from  a 16-year-old  boy.  The  right 
heart  peak  has  been  separated  from  the 
“combined”  left  heart  and  coronary  peak. 
Washouts  in  both  components  are  linear  on 
semilog  paper. 

Figure  2 shows  an  early  left  heart  failure 
in  an  older  patient  with  enlargement  of  the 
left  ventricle.  The  cardiac  index  is  abnormal- 
ly low;  the  left  heart  curve  indicates  delay 
of  the  isotope  in  either  the  left  heart  cham- 
bers or  lung  with  a prolonged  disappearance 
slope. 

Figure  3 shows  more  advanced  conges- 
tive failure  with  prolonged  passage  times 
for  both  the  right  heart  and  left  heart.  This 
patient  had  severe  valvular  heart  disease. 

By  contrast,  figure  4 shows  the  radiocar- 
diogram of  a 26-year-old  woman  who  had 
classic  anxiety  neurosis  with  neurocircula- 
tory  asthenia.  She  was  euthyroid.  The 
characteristic  features  are  the  rapid  transit 
time  and  the  high  cardiac  index. 

We  have  been  most  interested  in  the  recog- 
nition of  left  to  right  shunts  by  means  of 
the  radiocardiogram.  Three  patients’  curves 
are  shown  in  figures  5,  6 and  7,  all  of  whom 
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had  pulmonary  to  systemic  flow  ratios  of  3 :1 
or  greater.  Another  patient  not  shown  who 
has  a coronary  arteriovenous  fistula  proven 
by  angiography  and  a left  to  right  shunt 
based  on  catheterization  data  (1.10:1  pul- 
monary/systemic flow  ratio)  also  has  shown 
similar  findings  of  a left  to  right  shunt.  The 
larger  shunts  show  a very  characteristic  ap- 
pearance with  a shortened  circulation  time 
between  the  right  and  left  heart  peaks  and 
a gradual  washout  in  the  phase  of  recircu- 
lation. In  the  less  characteristic  coronary 
arteriovenous  fistula,  there  was  a tiny  peak 
visible  just  prior  to  the  usual  recirculation 
and  then  there  appeared  to  be  a continuing 
v/ashout  beyond  this  point. 

At  present,  we  are  utilizing  the  coronary 
blood  flow  measurements  to  secure  a base- 
line for  long  term  follow-up  studies.  We 
have  found  it  useful  in  estimating  the  ef- 
ficacy of  coronary  dilator  therapy.  It  is 
reassuring  if  a normal  value  is  obtained  in 
the  “problem  case”  with  non-specific  T-wave 
changes  in  the  electrocardiogram.  Figure  8 
shows  typical  data  from  a study  of  a timed- 
release  preparation  of  pentraerythritol  te- 
tranitrate  (Tetrasule  80®).  Our  original 
data  was  obtained  by  the  techniques  of  John- 
son and  Sevelius.  In  recent  months  Sevelius 
has  adopted  a technique  which  is  much  more 
reproducible  utilizing  an  entirely  new  math- 
ematical concept  to  quantitate  coronary  blood 
flow  as  well  as  the  coronary  blood  volume 
monitored.5  The  “Mena  Index”  is  simpler 
but  the  downslope  of  the  head  curves  does 
not  appear  to  be  invariably  more  rapid  than 
that  of  the  left  heart  from  our  own  observa- 
tions. 

The  usefulness  of  the  cardiac  index  pre- 
operatively  may  be  illustrated  by  the  case  of 
K.L.R.,  a 44-year-old  male  who  had  had  a 
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myocardial  infarction  three  years  previous- 
ly. Because  of  a normal  heart  size  and  ab- 
sence of  dyspnea,  edema  and  orthopnea,  the 
cardiac  index  of  2.96  1/min/m2  was  ignored 
(normal  in  our  lab  3.5  to  4.5  1/min/m2). 
The  patient  underwent  surgical  operation 
for  a Leriche  Syndrome  without  digitaliza- 
tion and  on  the  fourth  post  operative  day 
classical  findings  of  congestive  failure  en- 
sued. Digitalization  restored  a normal  car- 
diac index.  Low  cardiac  indices  and  also 
curves  with  delayed  passage  times  have  sub- 
sequently been  interpreted  as  an  indication 
for  prophylactic  digitalization. 

SUMMARY 

Our  experiences  with  the  radiocardiogram 
in  over  300  outpatients  seen  in  a cardio- 

MEDICAL  ASSISTANTS 

Lake  Murray  Lodge  in  Ardmore  will  be 
the  scene  of  the  16th  Annual  Meeting  of  the 
Oklahoma  State  Medical  Assistants  Society, 
May  2nd  and  3rd.  1964.  Registration  opens 
officially  at  11  a.m.  on  Saturday,  May  2nd, 
with  the  medical  assistants  of  Ardmore  phy- 
sicians acting  as  general  convention  hostess- 
es. Roger  Reid,  M.D.,  advisor  to  the  state 
society  as  well  as  to  the  Ardmore  group, 
will  give  the  welcoming  address  to  the  first 
general  session  Saturday  at  1 p.m.,  followed 
by  the  official  response  by  Mrs.  Gene  O’Brien, 
Oklahoma  City,  state  president-elect.  Cur- 
rent president,  Mrs.  Avis  Ragan  (formerly 
of  Enid,  now  of  Oklahoma  City)  will  pre- 
side over  delegates  from  the  seven  county 
organizations,  who  will  dispose  of  official 
business,  elect  new  officers,  and  submit  the 
names  of  four  state  physicians  to  serve  on 
the  state  advisory  board. 

A Problem  Clinic  and  Workshop  is  sched- 
uled for  4 p.m.  Saturday  afternoon,  with  Don 
Mannerberg,  M.D.,  Ardmore  physician  mod- 
erating. Mrs.  Bonnie  Glover,  state  treasurer 
and  executive  secretary,  will  coordinate  dis- 
cussions by  medical  assistant  panel  partici- 
pants, representing  various  types  of  medical- 
practice  groups  over  the  state.  Those  par- 
ticipating on  the  panel  are:  Mrs.  Jo  Alex- 
ander of  Marietta  (single-doctor  office)  ; Mrs. 
Lorraine  Cox  of  Blackwell  (two-doctor  of- 
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vascular  clinic  have  shown  it  to  be  clinically 
useful  in  demonstrating  abnormalities  of 
cardiac  output,  impending  and  overt  heart 
failure  and  cardiac  anomalies  with  left  to 
right  shunts.  Indices  of  coronary  blood  flow 
derived  from  the  radiocardiogram  are  valu- 
able as  a relatively  simple  means  of  evaluat- 
ing the  efficacy  of  coronary  dilator  therapy 
and  may  aid  with  diagnosis  in  “problem 
cases”  of  coronary  artery  disease.  □ 
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1111  North  Lee,  Oklahoma  City,  Oklahoma 

PLAN  MAY  MEETING 

fice)  ; Mrs.  Bobbie  Antrim  of  Oklahoma 
City  (clinic  practice)  ; and  Mrs.  Hazel  Wade, 
R.N.  of  Tulsa  (hospital  practice). 

Representatives  of  the  Medical  Service  So- 
ciety of  Oklahoma  will  host  a social  hour  im- 
mediately preceding  the  Saturday  night  buf- 
fet dinner  at  7 p.m.  where  Mrs.  Junia  Shir- 
ley, general  convention  chairman,  will  wel- 
come the  group  and  introduce  guest  speaker, 
Ralph  W.  Murphy,  M.D.,  Ardmore  physician. 

Following  Sunday  buffet  breakfast  at  8 
a.m.,  the  House  of  Delegates  will  reconvene 
for  business  windup.  Donald  E.  Kizer, 
Ph.D.,  of  the  Samuel  Roberts  Noble  Founda- 
tion (Ardmore)  will  act  as  luncheon  guest 
speaker.  New  officers  will  be  installed  at 
the  final  session  prior  to  adjournment  at 
3 p.m. 

Registration  fee,  including  Saturday  eve- 
ning buffet,  Sunday  breakfast  and  luncheon, 
is  $10  for  members  of  the  Oklahoma  State 
Medical  Assistants  Society,  and  fee  for  non- 
members is  $12.50.  All  registrants  for  the 
meeting  will  be  housed  in  the  Deluxe  Villas, 
which  are  priced  at  $13.50  (one  to  four  per- 
sons) and  $19  (one  to  six  persons) . Reserva- 
tions for  housing  should  be  made  direct  to 
Lake  Murray  Lodge,  Ardmore,  Oklahoma. 
Advance  registration  for  the  convention  may 
be  sent  to  Mrs.  Bonnie  Glover,  Treasurer, 
Route  #1,  Inola,  Oklahoma.  □ 
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The  Family  as  the  Unit 
of  Health  Care 

Observations  in  a Rural  State 


ROBERT  C.  LOWE,  M.D. 

PEARL  D.  FISHER,  Ph.D. 

Assuming  that  “ the  family ” has  meaning 
in  health  care,  the  more  consistent  its 
expression  in  the  use  of  diverse  medical 
care  resources,  the  more  frequent  the 
use  of  those  resources  is  likely  to  be. 

A MAJOR  PART  of  the  continuing  discus- 
sion and  philosophical  speculation  on  the 
long  term  viability  of  general  medical  prac- 
tice and  its  relationship  to  specialization 
deals  with  the  role  of  the  physician  as  the 
“family  doctor.”  It  has  been  stated1  that  the 
weakening  of  intrafamilial  ties,  along  with 
the  growth  of  physician  specialization,  has 
minimized  the  role  of  the  family  as  a unit 
in  the  use  of  physicians  and  in  the  practice 
of  medicine.  On  the  other  hand,  more  de- 
tailed consideration  of  the  family  in  relation 
to  health2  suggests  that,  while  the  family 
structure  has  changed  in  response  to  alter- 
ations in  the  socio-economic  characteristics 
of  the  culture,  the  result  is  essentially  the 
addition  of  a different  type  of  family,  lead- 
ing to  a greater  range  in  family  form.  Asso- 
ciated with  a decrease  in  the  number  and 
family  size  of  the  “extended  family,”  i.e. 
several  generations  living  near  together  and 
bound  by  close  ties,  the  so-called  “nuclear 

From  the  Department  of  Medicine,  Preventive  Medicine  and 
Public  Health,  University  of  Oklahoma  School  of  Medicine. 
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family,”  consisting  of  parents  and  a limited 
number  of  minor  children,  associated  with 
a greater  degree  of  geographic  dispersion 
and  independence  of  its  secondary  related 
sub-families,  has  increased  to  become  the 
dominant  pattern.  Nevertheless,  the  basic 
intrafamilial  relationships  and  functions 
persist  and  are  judged  to  be  actually  in- 
creased, in  regard  to  the  development  and 
maintenance  of  health,  because  of  the  great- 
er relative  isolation  of  the  nuclear  family 
in  the  meaningful  circumstances  of  its  living. 

Ultimately,  the  continuing  existence  and 
maturation  of  the  “family  doctor”  phenom- 
enon depends  upon  the  way  in  which  phy- 
sicians are  used,  as  well  as  upon  its  further 
professional  definition  and  developmental 
efforts.3’ 4 It  should  become  clear  that  the 
term  “general  physician”  or  any  of  its 
synonyms  or  modifications  are  not  neces- 
sarily identical  with  the  implied  meaning  of 
the  term  “family  doctor.”  The  latter  depends 
upon  a particular  pattern  of  physician  use 
coupled  with  an  appropriate  pattern  of  phy- 
sician response.  The  absence  of  either  fac- 
tor prohibits  the  actual  or  potential  func- 
tions of  the  physician-family  combination. 
The  degree  to  which  both  function  and  are 
mutually  compatible,  within  professionally 
determined  limits,  will  define  the  scope  of 
family  health  care  by  the  “family  physician.” 
One  would  expect  a degree  of  variation  ex- 
tending from  one  extreme,  in  which  the  form 
alone  is  present,  through  a range  in  which 
the  initiative  to  action  is  shared  by  the  fam- 
ily with  the  physician  within  the  limits  im- 
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posed  by  family  attitudes  and  choices  in  the 
disposition  of  available  income.  Maternal 
and  child  health  functions  of  the  practicing 
physician  are  examples  of  this  phenomenon. 

It  is  possible  that  changes  in  family  form, 
or  other  concomitant  changes,  might  be 
shown  to  have  contributed  to  significant 
change  in  physician  use,  especially  in  dense- 
ly populated  urban  and  metropolitan  areas, 
in  proportion  to  the  elaboration  of  specialty 
practice  and  the  multiplication  of  alternate 
physician  choices.  Nevertheless,  the  proba- 
bility of  such  change,  to  an  extent  sufficient 
to  render  the  above  concept  of  the  “family 
physician”  inoperative,  should  not  be  taken 
for  granted.  For  such  a change  to  occur  as  a 
logical  and  stable  development,  a relatively 
high  level  of  objective  comprehension  of 
health,  ill-health  and  of  the  complex  social 
organization  that  has  developed  for  its  care 
must  be  postulated  for  the  public  other  than 
the  health  professions.  It  is  more  probable 
that  beyond  a certain  point  nothing  more 
than  a varying  degree  of  subjective  sophisti- 
cation can  be  anticipated. 

Pertinent  observations  on  the  actions  of 
families  in  search  of  medical  care  which,  in 
sum,  would  present  at  least  a partial  descrip- 
tion of  the  mode  and  variations  of  a pattern 
are  difficult  to  obtain.  This  is  particularly 
true  for  populations  whose  actions  are  un- 
affected by  organized  sources  and  methods 
of  payment  for  care  which  in  themselves 
affect  the  pattern  of  those  actions.  For  these 
reasons,  an  analysis  is  presented  here  of 
data  from  household  interviews  in  a recent 
survey  which  meet  certain  criteria  for  a 
family  making  primary  contact  with  medical 
resources  for  individual  care  during  the  re- 
call period.  The  area  within  which  the  sur- 
vey took  place,  its  context  and  the  popula- 
tion were  such  that  a relatively  high  degree 
of  homogeneity  was  expected  in  regard  to  a 
number  of  factors,  some  of  which  might  be 
relevant  to  the  subject  of  this  type  of  study. 
The  observations  which  provided  the  data 
were  made*  in  a setting  in  Oklahoma  (1962) 
defined  by  the  Bureau  of  Census  criteria  as 
wholly  rural  (semi-isolated)  with  a popula- 
tion density  of  8.3  per  square  mile  accord- 

*The  survey  was  done  by  members  and  graduate  students  of 
the  Department  of  Sociology  of  the  University  of  Oklahoma  in 
the  summer  of  1962,  supported  in  part  of  a Public  Health  Serv- 
ice grant. 
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ing  to  the  1960  census.  The  population  of 
the  area  had  available,  with  generally  easy 
accessibility,  the  medical  and  general  hos- 
pital resources  of  six  communities.  One  of 
the  smaller  resource  communities,  with  three 
physicians,  was  centrally  located  in  the  area 
and  the  rest  were  contiguous  to  the  periphery 
of  the  area.  The  number  of  physicians  per 
community,  by  telephone  directory  count, 
varied  from  two  to  55  totaling  73.  Forty-two 
per  cent  characterized  their  practice5  as  gen- 
eral and  approximately  ten  per  cent  and  50 
per  cent,  respectively,  as  part-time  and  full- 
time specialty  practice.  Over  80  per  cent  of 
the  general  physicians  were  under  60  years 
of  age.  All  families  in  the  area  lived  within 
25  miles  of  at  least  one  of  the  community  re- 
sources and  the  majority  had  a choice  of  two 
or  more,  with  at  least  five  general  physici- 
ans, within  that  distance. 

A “family”  was  defined,  for  this  study, 
as  the  presence  of  the  two  spouses  living  to- 
gether with  or  without  the  presence  of  one 
or  more  dependent  children  and  with  or 
without  other  related  individuals.  The  fe- 
male spouse  was  the  respondent  in  all  fami- 
lies included  in  the  final  group. 

It  is  not  possible  to  assume  a consistent 
understanding  and  use  of  the  term  “family 
doctor”  or  apparently  related  terms.  There- 
fore, the  definition  used  here  is  based  on  the 
consistent  primary  use  of  the  same  physician 
by  one  or  more  members  of  a family  on  more 
than  one  occasion  during  the  recall  period  of 
six  months  preceding  the  interview.  The 
few  instances  in  which  one  parent  used  a 
physician  other  than  the  one  used  consistent- 
ly by  other  family  members  are  not  included 
in  this  category.  When  multiple  use  of  phy- 
sicians was  by  dependent  children  only,  the 
family  was  excluded  unless  at  least  one  par- 
ent was  found  to  have  used  an  identified 
physician  within  the  six  months  immediate- 
ly preceding  the  recall  period. 

This  method  of  defining  the  “family”  and 
the  “family  doctor”  isolated  62  families  in 
two  categories,  namely,  a “family  doctor” 
category  of  families  and  a “mixed  doctor” 
category  of  families.  Forty-two  (70  per 
cent)  of  the  families  fell  in  the  first  cate- 
gory, showing  a consistent  multiple  primary 
use  of  the  same  physician.  Twenty  (30  per 
cent)  families  fell  in  the  second  category, 
showing  multiple  primary  use  of  different 
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“Family  Doctor”  Families: 


Respondent 
Age  Group 

No. 

Spouses 

and 

others 

Dependent  Children 
Less  than  14  Yrs. 

Dependent  Children 
15/24  Yrs. 

(years) 

Family 

Ind.  Cond. 

PPC 

Ind. 

Cond. 

PPC 

Ind. 

Cond. 

PPC 

15-34 

17 

34 

29 

23  (7ob) 

33 

36 

28 

2 

0 

0 

35-44 

10 

20 

16 

14  (1  obi 

21 

13 

12 

8 

7 

7 

45-54 

4 

8 

6 

6 

5 

1 

1 

7 

6 

5 

55+ 

“Mixed  Doctor” 

11 

Families: 

27 

32 

27 

~ 

~ 

~ 

* 

15-34 

9 

18 

10 

8 (2  ob) 

22 

13 

9 

3 

2 

2 

35-44 

1 

2 

2 

1 

3 

2 

2 

2 

1 

1 

45-54 

3 

6 

3 

3 

5 

4 

3 

3 

2 

2 

55+ 

7 

15 

21 

19 

— 

— 

— 

— 

— 

— 

TABLE  I 


Reported  Illness  Condition  and  Primary  Physician  Contacts  (PPC)  by  Family  Categories, 
Respondent  Age  Group  and  Family-Member  Group  for  Families  from  a Rural  Area  of  Oklahoma— 1962 


physicians.  Primary  agency  referrals  and 
the  use  of  different  physicians  while  away 
from  home,  for  reasons  other  than  seeking 
medical  care,  were  excluded  in  the  differen- 
tiation of  the  family  categories  and  in  sub- 
sequent considerations. 

Table  I presents  the  relevant  data,  i.e.  the 
number  of  families,  individuals,  reported 
illness  conditions  and  primary  physician  con- 
tacts (PPC)  in  the  two  categories  of  fami- 
lies. The  form  of  tabulation  combines  the 
data  for  each  individual  with  that  of  other 
individuals  in  the  same  family-membership 
position  in  each  family,  grouped  according 
to  the  age  of  the  respondent.  The  latter  is 
taken  to  be  a closer  estimate  of  family  age. 
The  data  for  the  male  spouse  is  grouped  with 
that  of  the  respondent.  Such  a tabulation 
presents  illness  and  physician  use  as  a family 
phenomenon  as  well  as  one  affecting  the 
various  family-member  groups. 

Underlying  the  evaluation  of  these  find- 
ings and  their  analysis  is  the  general  prob- 
lem of  obtaining  complete  information  on 
family  sickness  by  means  of  such  survey 
methods.  These  problems  have  been  exten- 
sively studied  by  others  in  regard  to  obtain- 
ing dependable  rates  for  specific  diseases.6’ 7 
This  was  not  the  primary  objective  of  the 
survey  from  which  the  present  family  data 
was  abstracted.  Its  objective  was  the  study 
of  overt  actions  in  relation  to  illness.  It  is 
assumed  that  the  technical  aspects  of  inter- 
viewing and  of  the  interviewing  mechanics 
were  handled  so  as  to  minimize  their  con- 
tribution to  distortion.  Under  these  circum- 
stances, the  respondent’s  reporting  of  sick- 
ness data  can  be  assessed  as  an  act  relevant 
to  other  overt  health  care  actions  within  the 


family  and  between  the  family  and  outside 
resources.  The  particular  additional  overt 
action,  in  this  study,  is  the  primary  phy- 
sician contact. 

Table  II  presents  the  reported  rates  (num- 
ber per  100  individuals)  for  non-obstetric  ill- 
ness conditions  and  for  non-obstetric  pri- 
mary physician  contacts  (PPC)  in  families 
grouped  by  respondent  age  periods  and  in 
family-member  groups.  The  gross  rates  for 
all  families  with  dependent  children  and  for 
those  without  are  calculated  directly  from 
their  respective  combined  data  in  Table  I. 
When  separated  into  the  two  family  cate- 
gories, the  rates  for  the  “family  doctor”  and 
“mixed  doctor”  families  with  dependent  chil- 
dren are  adjusted  to  the  age  distribution  of 
the  member  groups  of  all  of  the  families 
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with  dependent  children  in  order  to  make 
them  more  directly  comparable.  Those  for 
the  female  and  male  spouse  groups  are  ad- 
justed to  the  respondents’  age  groups  for  all 
families. 

The  most  obvious  result  is  the  apparent 
difference  in  the  over-all  level  of  the  rates 
in  the  two  family  categories  with  dependent 
children.  The  rate  of  reported  illness  condi- 
tions in  the  “family  doctor”  families  (76.4) 
is  eight  per  cent  greater  than  that  for  the 
combined  families  and  that  for  the  “mixed 
doctor”  families  is  13  per  cent  less.  These 
differences  are  not  statistically  significant. 
On  the  other  hand,  the  primary  physician 
contact  rate  of  the  “family  doctor”  families 
differs  by  less  than  ten  per  cent  from  that 
of  the  combined  families  (57.9)  whereas  the 


difference  for  the  “mixed  doctor”  category 
is  twice  as  great.  The  latter  can  be  consid- 
ered to  be  a significant  difference.  In  con- 
trast to  these  findings  are  the  very  similar 
rates  of  the  families  of  respondents  55  years 
of  age  and  over  in  which  there  were  no  de- 
pendent children  in  the  homes. 

There  are  no  consistent  differences  for 
the  family-member  groups  of  the  “family 
doctor”  families  from  the  combined  rates  of 
the  respective  family-member  groups.  How- 
ever, the  rates  reported  for  illness  conditions 
in  the  family-member  groups  of  the  “mixed 
doctor”  families  are  consistently  low  and 
show  somewhat  less  variation  than  in  the 
former  family  category.  The  significant  dif- 
ference for  the  total  PPC  in  this  category 
appears  to  result  largely  from  distributed 
differences  which  become  significant  in 
combination. 


Spouses  and 

Re. 

Male 

Dependent  Children 

others 

spondent 

Spouses 

<14  yrs. 

15/24  yrs. 

Total 

Gross  Rates: 

1 

| 

Respondent 

1 

| 

Age  (yrs.) 

1 

15-54  yrs. 

15-55+ 

i 

Illness- 

1 

Conditions 

S3. 6 

1 100.0 

85.5  | 

77.5 

72.0 

70.8 

PPC 

51.1 

67.7 

64.5  | 

61.8 

64.0 

57.9 

55+  yrs. 

i 

i 

Illness- 

1 

Conditions 

109.5 

— 

— 

— 

128.6 

PPC 

128.6 

— 

— 

— 

109.5 

Age  Adjusted 

Rates: 

1 

1 

15-54  yrs. 

i 

i 

Illness- 

1 

| 

Conditions 

i 

i 

*“F.D.” 

S7.5 

1 80.2 

48.5  | 

86.4 

69.3 

76.4  z = 

+ 1.17  p = 

.242 

**“M.D.” 

55.2 

! 109.0 

20.1  ] 

60.5 

60.0 

61.3  z = 

—1.53  p = 

.126 

PPC 

i 

i 

i 

i 

i 

*“F.D.” 

56.0 

i 

68.0 

36.0  ! 

71.7 

63.6 

63.7  z = 

+ 1.29  p = 

.098 

“M.D.” 

36.9 

67.4 

20.1  j 

50.0 

46.7 

44.3  z gg 

—2.07  p - 

.019 

55+  yrs. 

i 

l 

Illness- 

1 

1 

Conditions 

i 

i 

i 

i 

i 

“F.D.” 

110.8 

i 

| 125.3 

149.1  ! 

— 

— 

110.8 

“M.D.” 

126.2 

j 133.4 

56.1  ! 

— 

— 

126.2 

PPC 

i 

l 

i 

i > 
i 

“F.D.” 

100.0 

l 

95.1 

i 

138.3  j 

— 

— 

100.0 

“M.D.” 

111.8 

! 111.0 

56.1 

— 

— 

111.8 

^“Family  Doctor”  Families 
‘Mixed  Doctor”  Families 

TABLE  II 

Reported  Rates  (per  100  Individuals)  of  Non-obstetric  Illness-Conditions  and  of  Primary 
Physician  Contacts  for  Families  and  Family-Member  Groups 


132 


Oklahoma  State  Medical  Association 


In  the  families  of  respondents  in  the  older 
age  group,  programs  of  financial  assistance 
probably  influence  the  levels  of  the  rates  of 
physician  use  to  some  extent  but  there  was 
no  evidence  to  suggest  any  differential  ef- 
fect between  the  two  categories.  It  may  be 
pertinent  that  in  the  “family  doctor’’  fami- 
lies with  dependent  children  the  adjusted 
rates  of  reported  illness  conditions  and  of 
primary  physician  contacts  of  the  male 
spouse  were  found  to  be  60  per  cent  of  the 
respondent  rates.  In  the  “mixed  doctor” 
category  they  were  approximately  20  per 
cent.  In  the  older  families  without  dependent 
children  in  the  homes  these  percentages 
doubled  (120  per  cent  and  145  per  cent)  in 
the  former  category  and  (40  per  cent  and 
50  per  cent)  in  the  latter.  The  age  distribu- 
tion of  the  male  spouses  in  all  respondent 
age  groups  in  both  categories  was  very  sim- 
ilar for  each  category  and  contributed  little 
if  anything  to  the  observed  rate  differences. 
The  change  of  the  male  spouse  rates,  in  re- 
lation to  the  change  in  those  for  the  female 
spouse-respondent,  in  the  “family  doctor” 
families  is  of  such  degree  as  to  equalize  or 
reverse  their  relative  magnitudes  observed 
in  the  younger  families  with  dependent  chil- 
dren. A similar  degree  of  change  was  not 
found  for  the  male  spouses  of  the  “mixed 
doctor”  families. 

DISCUSSION 

These  sixty-two  families  represent  40  per 
cent  of  all  similar  “families”  from  the  sur- 
vey, each  making  at  least  one  primary  phy- 
sician contact  in  the  six  month  period.  The 
“family  doctor”  category  represented  30  per 
cent  of  families  with  respondents  15-54  years 
of  age  and  dependent  children;  and  20  per 
cent  of  those  of  respondents  55  years  of  age 
and  over  without  dependent  children  in  the 
home.  These  figures  cannot  be  taken  to  rep- 
resent the  general  level  of  consistent  use  of 
the  same  physician  in  primary  contacts  in 
this  setting  because  the  working  definition 
was  based  on  multiple  use  during  the  six 
month  period.  In  this  connection,  it  was 
found  that  almost  two-thirds  of  the  primary 
physician-patient  combinations  in  the  “fam- 
ily doctor”  category  and  less  than  one-third 
in  the  “mixed  doctor”  families  and  in  those 
making  one  contact,  with  dependent  chil- 


dren, were  referred  to  by  the  respondent  as 
family  doctor  contacts.  In  the  older  age 
groups  of  families,  in  all  three  instances, 
approximately  one-third  of  such  combina- 
tions were  referred  to  in  this  manner  in 
each. 

The  form  should  not  be  mistaken  for  the 
substance,  nor  should  the  differences  in 
form  be  accepted  as  conclusive  evidence  that 
a similarity  of  function  in  the  use  of  phy- 
sicians is  absent.  The  quantitative  analysis 
of  illness  and  primary  physician  contact 
rates  in  these  families  reveals  two  different 
levels  of  use  when  the  families  are  divided 
into  two  categories  on  the  basis  of  the  man- 
ner in  which  physicians  are  used  by  or  for 
family  members  in  making  initial  illness- 
physician  contacts.  The  over-all  difference 
in  the  PPC  rates  is  of  such  degree  as  to  prac- 
tically preclude  its  being  a chance  event  gen- 
erated solely  by  the  methods  used  in  family 
selection  and  separation. 

It  was  assumed  initially  that,  everything 
else  being  similar,  there  would  be  no  reason 
to  anticipate  a real  difference  in  the  fre- 
quency of  reported  illness  in  different  fami- 
lies solely  because  of  the  manner  in  which 
physician  resources  were  used  in  primary 
contacts.  Comparison  of  age-adjusted  report- 
ed illness  condition  rates  for  each  of  the  two 
family  categories  with  the  total  for  both 
groups,  showed  that  neither  differed  sig- 
nificantly from  the  average.  On  the  other 
hand,  it  was  initially  anticipated  that  there 
would  be  a lower  primary  physician  contact 
rate  in  the  “mixed  doctor”  family  category 
because  of  the  additional  expected  factor,  in 
this  setting,  of  a higher  proportion  of  more 
distant  physician  use  by  such  families.  A 
significantly  lower  rate  was,  in  fact,  found. 

There  remains  the  question  as  to  what 
factors,  other  than  the  mode  of  physician 
use  itself,  might  separately  or  jointly  con- 
tribute to  the  differences  noted.  There  are 
several  relevant  items  that  could  do  so,  more 
or  less  substantially.  Among  these  are  (1) 
differences  in  the  differential  or  selective 
perception  and  recall  of  illness  and  report- 
ing by  respondents,  which  is  likely  to  be  less 
pronounced  when  illness  is  associated  with 
physician  use;  (2)  actual  differences  in  the 
frequency  of  non-obstetric  illness  conditions 
with  an  associated  lesser  frequency  of  pri- 
mary physician  contacts;  (3)  personal  and/ 
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or  other  available  financial  resources  which, 
in  the  case  of  the  former  at  least,  must  be 
considered  in  likely  association  with  com- 
pensating decisions  within  the  family  in  re- 
gard to  family-member  use  of  physicians, 
and  the  level  of  living  with  its  implicit  rela- 
tionship to  educational  accomplishments  and 
the  general  level  of  health  information ; and 
(4)  “convenience,”  when  defined  as  “near- 
by,” in  relation  to  the  location  of  the  phy- 
sician or  physicians  of  choice. 

It  is  generally  recognized7  that  family  ill- 
ness reporting  varies  with  the  family  status 
of  the  respondent  and  among  respondents 
of  similar  family  relationship  (s) . The  con- 
sistent use  of  the  female  spouse,  as  the  re- 
spondent, who  in  the  younger  families  still 
functions  also  in  the  actual  maternal  role, 
would  be  expected  to  increase  the  homo- 
geneity of  the  data  obtained  on  all  families. 
It  was  noted,  in  preliminary  studies  of  all 
interviews  in  the  survey,  that  the  reporting 
pattern  of  all  current  illness  on  themselves 
and  other  family  members  by  respondents 
who  reported  certain  illness  conditions  in 
themselves*  had  significantly  higher  report- 
ing rate  for  themselves  and  lower  for  the 
family  as  a whole  than  did  respondents  not 
reporting  such  conditions  in  themselves.  In 
the  two  family  categories  in  the  present 
study  the  former  type  of  respondent  was 
about  equally  represented  in  each,  the  pro- 
portions being  41  per  cent  in  the  “family 
doctor”  category  and  53  per  cent  in  the 
“mixed  doctor”  families.  The  observed  dif- 
ference of  the  rates  of  reported  illness  con- 
ditions in  the  two  categories  of  families  with 
dependent  children  was  found  to  be  associ- 
ated with  a persistence,  in  the  “mixed  doc- 
tor” category,  of  the  reporting  pattern  of 
what  had  been  designated  in  the  prior  study 
as  the  “index  respondent.”  It  did  not  ap- 
pear to  persist  in  the  respondents  reporting 
in  the  “family  doctor”  category.  Neither  was 
it  evident  in  the  reporting  of  the  primary 
physician  contacts  in  either  family  category, 
suggesting  that  the  association  of  physician 
use  with  the  occurrence  of  illness  introduces 
a factor  contributing  to  more  equivalent  re- 
porting in  all  families. 

*The  types  of  conditions  reported  were  allergies  (particularly 
upper  respiratory),  frequent  headaches  (including  migrainous 
type),  obesity,  certain  long  term  gastrointestinal  conditions  and 
nervousness. 
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Other  factors  for  which  data  was  avail- 
able, and  which  might  bear  on  the  results, 
included  family  cash  income  and  respondent 
levels  of  formal  educational  accomplishment. 
The  distribution  of  families  with  dependent 
children,  in  respect  to  the  medians  of  income 
and  education,  was  not  different  for  the  two 
categories  of  families.  The  age-adjusted  pri- 
mary physician  contact  rates  for  all  condi- 
tions in  each  family  category  showed  no  dif- 
ference, in  that  the  proportions  above  and 
below  the  medians  were  not  different  in 
either  category.  The  same  result  was  found 
in  regard  to  the  educational  levels  of  the  re- 
spondents, although  satisfactory  age  adjust- 
ments were  limited  by  the  small  number  of 
families  in  the  “mixed  doctor”  group  and  the 
concentration  at  the  level  of  highschool  com- 
pletion. 

An  interesting  and  possibly  pertinent  re- 
versal of  rate  was  observed  between  adults’ 
and  children’s  PPC  rates  in  the  whole  group 
of  families  with  dependent  children  when 
the  data  for  adults  and  children  were  studied 
separately.  With  respondent  educational 
levels  of  less  than  12  years,  the  gross  adult 
PPC  rate  was  83.3  and  that  of  the  depend- 
ent children  was  54.2.  Above  this  educa- 
tional level  (12  years  or  more)  the  adult 
PPC  rate  was  43  per  cent  lower  (48.1)  and 
that  for  the  dependent  children  was  40  per 
cent  greater  (75.4).  The  small  number  of 
families  in  the  “mixed  doctor”  group  could 
not  provide  dependable  results  on  the  asso- 
ciation between  the  combination  of  educa- 
tional and  cash  income  levels  and  the  PPC 
rates  for  adults  and  children  separately. 
However,  if  it  is  assumed  that  the  average 
family  in  this  type  of  setting  functions,  in 
regard  to  individual  illness  care  actions, 
within  limits  imposed  by  attitudes  towards 
other  needs  and  wants  and  other  factors 
bearing  on  spending  decisions,  including  an- 
ticipated income,  the  above  findings  suggest 
the  likely  influence  of  educational  levels  with- 
in these  limits.  Whether  a difference  in  this 
regard  existed  in  these  families  between  the 
“family  doctor”  mode  of  primary  contact 
and  total  physician  use  and  the  “mixed  doc- 
tor” type  cannot  be  stated.  The  results,  ob- 
tained when  the  data  was  studied  on  this 
basis,  did  suggest  that  the  increase  of  the 
rate  for  dependent  children  in  the  latter 
category  derived  from  a smaller  reduction 
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of  the  PPC  rate  for  the  adults  and  a greater 
increase  in  the  rate  for  dependent  children 
in  association  with  the  income  levels  above 
the  median  for  the  whole  group. 

Finally,  the  matter  of  “convenience”  ap- 
peared to  be  significantly  associated  with 
the  higher  primary  contact  rates  of  the 
“family  doctor”  category  of  families  with 
dependent  children.  Sixteen  per  cent  of  pri- 
mary physician  contacts  by  these  families 
were  found  to  have  taken  place  beyond  the 
nearest  resource  community  or  communi- 
ties. On  the  other  hand,  one-third  of  such 
contacts  for  the  dependent  children  and  two- 
thirds  of  those  for  adults  of  the  “mixed 
doctor”  families  took  place  beyond  the  near- 
est resource  communities.  There  were  no 
differences  noted  between  the  two  categories 
of  families  in  the  older  age  group,  approxi- 
mately fifty  per  cent  traveling  beyond  the 
nearest  resources  for  their  primary  phy- 
sician contacts. 

SUMMARY 

Data  from  a group  of  62  families  from  a 
survey  done  in  a rural  setting  was  studied. 
The  families,  selected  on  the  basis  of  mul- 
tiple primary  physician  contacts,  were  found 
to  differ  significantly  in  their  rates  of  such 
contacts  when  separated  and  grouped  ac- 
cording to  whether  the  pattern  of  physician 
usage  was  consistent  initial  contact  with 
the  same  physician  or  the  use  of  more  than 
one.  All  of  the  dependent  children  were  in- 
cluded in  forty-seven  of  these  families  and 
the  difference  in  the  over-all  rate  of  primary 


physician  contacts  appeared  to  affect  all 
family-member  groups  similarly.  The  rele- 
vant actions  were  subject  to  little  distortion 
by  methods  and  sources  of  physician  re- 
imbursement which  would  tend  to  alter  the 
pattern  of  use  as  well  as  the  frequency.  The 
data  gave  no  reason  to  consider  the  differ- 
ences between  the  two  categories  of  families 
as  being  associated  with  differences  in  fam- 
ily cash  income  or  with  the  educational  level 
of  the  female-spouse  respondent.  “Conveni- 
ence,” in  the  sense  of  “near-by”  physician 
location  with  reference  to  the  family  resi- 
dence, was  significantly  associated  with  the 
differences. 

The  study  was  done  to  illustrate  the  actual 
or  potential  importance  of  the  manner  in 
which  families  use  physicians  to  the  concept 
of  the  “family  doctor”  and  of  “family  med- 
ical care.”  A coherent  consistent  use  of  a 
given  physician  is  considered  to  be  as  es- 
sential a part  of  the  mutual  physician-fam- 
ily relationship  as  is  the  physician’s  up- 
dated interest  and  capability  to  function  in 
such  a capacity.  □ 
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TULSA  GROUP  OPENS  NEW  CLINIC  BUILDING 

All  members  of  the  Oklahoma  State  Medical  Association  were  invited 
to  the  formal  opening  of  the  new  clinic  building  of  the  Glass-Nelson  Clinic 
in  Tulsa,  Sunday,  March  22,  1964  from  4:00  to  6:00  p.m. 

Complete  remodeling  of  the  first  floor,  which  formerly  housed  the 
group ; the  addition  of  a second  floor ; and,  a wing  on  the  front  comprise 
the  14,000  square  feet  of  floor  space  of  the  new  modern  structure.  An  en- 
trance and  reception  room,  a pharmacy  and  elevators  are  accommodated 
in  the  front  wing.  The  second  floor  has  been  arranged  for  the  department 
of  internal  medicine  and  the  clinical  laboratory. 

Enlargement  of  the  clinic  has  been  instrumental  in  the  establishment 
of  a new  department  in  pediatrics.  □ 
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The  Sphincter  of  Oddi  Syndrome 


VIRGIL  RAY  FORESTER,  M.D. 

Partial  obstruction  of  the  sphincter  of 
Oddi,  either  intermittent  or  continuous, 
associated  with  stimulation  of  the 
gland  will  produce  all  forms  of  pancreatitis. 
A more  descriptive  terminology  for  chronic 
recurring  pancreatitis  is  suggested. 

The  SPHINCTER  of  Oddi  syndrome  is  a 
condition  in  which  the  sphincter  is  markedly 
contracted,  producing  a chronic,  recurring 
pancreatitis  and  gallbladder  disease. 

Symptoms  associated  with  this  condition 
are  recurrent  in  character.  In  periods  of 
remission,  the  patient  has  no  symptoms. 
During  exacerbations  the  patient  experiences 
pain  in  the  epigastrium  which  frequently 
radiates  to  the  left  upper  quadrant  of  the 
abdomen.  At  times  pain  is  referred  to  the 
right  upper  quadrant  and  around  to  the  right 
subscapular  area.  Frequently  a through- 
and-through  pain  is  noted.  At  times  the 
pain  is  beneath  the  left  breast  or  radiates 
into  the  left  shoulder.  Nausea  is  usually 
present  sometimes  becoming  severe  result- 
ing in  vomiting.  Ingestion  of  food  or  drink 
precipitates  the  discomfort  so  the  patient  is 
prone  not  to  eat  because  he  feels  more  com- 
fortable with  an  empty  stomach. 

Incomplete  or  intermittent  obstruction  of 
the  canine  pancreatic  duct  with  stimulation 
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to  the  flow  of  pancreatic  juice  produces  all 
forms  of  pancreatitis,  depending  on  the  de- 
gree of  stimulation.  The  pathological 
changes  range  from  simple  edematous  pan- 
creatitis to  vascular  congestion,  hemorrhage, 
areas  of  focal  necrosis  and  death.1 

This  paper  reports  21  cases  diagnosed  pre- 
operatively  as  sphincter  of  Oddi  syndrome 
in  which  the  sphincter  of  Oddi  was  found 
to  be  constricted.  We  feel  that  there  is  suf- 
ficient evidence  from  these  observations  to 
conclude  that  such  an  obstruction  to  the  flow 
of  pancreatic  juice  produces  chronic,  recur- 
ring pancreatitis. 

The  exact  diameter  of  the  sphincter  of 
Oddi  in  the  living  patient  has  not  been  dis- 
cussed in  the  literature  reviwed  by  the  au- 
thor. The  method  of  evaluation  in  this  series 
was  made  by  determining  the  size  probe 
(Bakes’  Dilators)  which  would  pass  with- 
out resistance  through  the  sphincter  at  sur- 
gery. There  were  five  cases  in  which  a two 
mm.  probe  would  not  pass,  ten  cases  which 
resisted  a three  mm.  probe,  five  cases  in 
which  a four  mm.  probe  would  not  pass  and 
one  case  in  which  the  size  of  the  sphincter 
was  not  recorded. 

It  seems  reasonable  to  conclude  that  the 
sphincter  opening  is  less  in  the  ambulatory 
state,  since  a certain  degree  of  relaxation  is 
to  be  expected  during  total  anesthesia. 

The  factors  which  may  produce  a con- 
striction in  the  sphincter  of  Oddi  is  still  a 
question.  Hypertrophy  of  the  muscular  ele- 
ments of  the  sphincter  seems  plausible.2 
Fibrotic  changes  as  described  by  Cattell  is 
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also  a possibility.3  Doubilet  is  of  the  opinion 
that  patients  with  pancreatitis  do  have  re- 
current periods  of  hypertonicity  of  the 
sphincter  due  to  emotional  stress  and  it  is 
during  these  periods  that  reflux  may  occur.4 

An  attempt  to  obtain  an  operative  pan- 
creatogram was  made  on  all  but  four  of  the 
patients.  This  was  done  primarily  in  an  at- 
tempt to  confirm  the  preoperative  diagnosis. 
In  the  presence  of  acute  inflammation  of  the 
pancreas,  the  acinar  tissue  can  be  opacified 
by  changes  in  permeability  of  the  duct  epi- 
thelium, allowing  the  opaque  medium  to  per- 
meate the  affected  part  of  the  gland.  At 
times  the  whole  pancreas  may  be  opacified, 
at  other  times  only  regions  in  the  head,  body 
or  tail  are  visualized.  Where  only  edema  of 
the  pancreas  exists,  the  secretory  pressure  is 
diminished  so  that  the  radio-opaque  medium 
is  pushed  into  the  finer  pancreatic  ducts,  but 
does  not  opacify  the  acinar  tissue.5  In  this 
series  the  duct  was  cannulated  successfully 
in  15  cases.  In  two  cases  cannulation  was  un- 
successful. There  were  four  cases  in  which 
no  attempt  was  made  to  cannulate  the  pan- 
creatic duct.  Of  the  15  successful  cases  four 
showed  evidence  of  inflammation,  six  showed 
evidence  of  edema,  one  revealed  a cyst  in  the 
tail  of  the  pancreas  and  four  had  negative 
findings.  In  the  four  cases  in  which  no  at- 
tempt was  made  to  do  a pancreatogram  one 
patient  had  cholecystitis  with  cholelithiasis 
and  an  associated  pancreatitis  as  shown  by 
a radioactive  fat  study.  Another  patient  had 
a preoperative  serum  amylase  of  996  units. 
A third  patient  had  a preoperative  serum 
amylase  of  210  units  and  the  fourth  showed 
reflux  of  dye  into  the  pancreatic  duct  on  the 
operative  cholangiogram.  In  the  two  cases 
in  which  attempts  to  cannulate  the  gland 
for  a pancreatogram  were  unsuccessful,  one 
patient’s  pancreas  was  described  by  the  sur- 
geon as  reduced  in  size  and  having  a soft, 
fibrous  feel.  The  pancreas  of  the  second  pa- 
tient was  described  as  no  larger  than  the  in- 
dex finger  and  having  a soft,  mushy  con- 
sistency. 
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Of  the  four  negative  pancreatograms  one 
patient  had  a two  hour  glucose  tolerance  test 
of  228  milligrams  percent,  a low  serial  serum 
amylase  and  a reduced  radioactive  fat  study. 
Another  showed  an  elevated  second  hour 
glucose  tolerance  test  with  an  otherwise  neg- 
ative evaluation  for  pancreatic  disease.  This 
patient  was  operated  primarily  on  the  basis 
of  her  symptoms.  A third  patient  showed 
an  elevated  second  hour  glucose  tolerance 
test,  a reduced  serial  serum  amylase  and  a 
low  trypsin  activity  test.  A fourth  patient 
had  a reduced  radioactive  fat  study  pre- 
operatively. 

The  gallbladder  has  been  found  to  be  dis- 
eased in  each  of  the  cases  in  this  series. 
Though  this  frequency  of  involvement  makes 
it  a part  of  the  syndrome,  it  is  not  considered 
a major  factor  in  the  overall  condition.  Cat- 
tell  and  others  have  stated  that  gallbladder 
disease  is  the  result  of  partial  or  intermit- 
tent constriction  of  the  sphincter  of  Oddi 
which  in  turn  inhibits  the  free  flow  of  bile.6>  7 
There  is  convincing  evidence  in  the  litera- 
ture to  indicate  that  involvement  of  the  gall- 
bladder is  due  to  a regurgitation  of  the  pan- 
creatic juices  into  the  common  bile  duct  as  a 
result  of  constriction  of  the  sphincter.  This 
produces  inflammation  of  the  gallbladder 
which  results  in  chronic  cholecystitis  or 
cholelithiasis.  Ten  patients  in  this  series 
previously  had  undergone  a cholecystectomy 
for  gallbladder  disease.  In  11  cases  the  gall- 
bladder was  present  and  the  pathological 
report  on  eight  of  these  cases  showed  chronic 
cholecystitis  with  cholelithiasis. 

DISCUSSION 

The  sphincter  of  Oddi  syndrome  is  not  un- 
common. There  are  two  possible  reasons 
why  the  disease  is  not  diagnosed  more  fre- 
quently: (1)  It  is  not  considered  because 
the  symptoms  resemble  those  of  gastro- 
duodenal ulceration,  gallbladder  disease  or 
gastroenteritis.  (2)  The  diagnostic  pro- 
cedures are  difficult.  Unfortunately,  there  is 
no  specific  test  which  can  be  utilized  quick- 
ly and  easily.  A battery  of  tests  must  be  used 
and  a careful  analysis  of  results  must  be 
made  before  the  patient  is  operated. 

So  far  medical  therapy  has  not  given  re- 
lief to  individuals  suffering  sphincter  of 
Oddi  syndrome.  However,  repair  of  the 
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sphincter  of  Oddi  by  sphincteroplasty  has 
produced  good  results.  In  the  cases  reported, 
the  clinical  results  have  been  quite  favorable. 
Those  cases  which  were  operated  approxi- 
mately one  year  ago  are  still  free  of  symp- 
toms. All  cases  have  experienced  immediate 
postoperative  relief  of  their  symptoms. 

It  is  recognized,  however,  that  there  is  a 
certain  mortality  associated  with  sphinctero- 


plasty. Therefore,  we  believe  that  only  se- 
lected cases  should  be  operated.  □ 
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Abdominal  Aortic  Aneurysm  As 
A Cause  of  Severe  Gastrointestinal  Bleeding 


H.  LELAND  STEFFEN,  M.D. 

Review  of  literature  and  case  report 
of  unusual  manifestation  of  abdominal 

aortic  aneurysm. 

The  RUPTURE  of  an  arteriosclerotic  ab- 
dominal aortic  aneurysm  into  the  gastroin- 
testinal tract  with  resultant  hematemesis 
and  melena  is  unusual,  but  in  all  probability 
not  as  unusual  as  reported  cases  would  lead 
us  to  believe.  Salmon,  in  1843,  was  the  first 
to  record  the  rupture  of  an  abdominal  aortic 
aneurysm  into  the  bowel.1  Since  rapid  ex- 
sanguination  from  this  catastrophe  is  un- 
usual, surgical  salvage  is  possible  if  this  di- 
agnosis is  seriously  considered  along  with: 
esophageal  varices,  peptic  ulcers,  benign  and 
malignant  lesions  of  the  small  and  large  in- 
testine, mesenteric  thrombosis,  and  diver- 
ticulitis as  causes  of  gastrointestinal  hemor- 
rhage, especially  in  older  patients. 

In  1961  the  reported  cases  of  this  entity 
in  the  English  literature  were  reviewed  by 
Baumler,  and  only  52  cases  were  found.2 
Each  of  these  ended  fatally.  In  1958  Voyles 
and  Moretz  reported  what  they  considered 
to  be  the  first  published  case  where  an 
aneurysm  ruptured  into  the  gastrointestinal 
tract,  was  diagnosed  as  such  and  surgically 
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treated.3  However,  their  case  proved  to  be  a 
mycotic  aneurysm  (Salmonella  cholera,  vari- 
ant suis),  and  not  an  arteriosclerotic  one. 
The  patient  died  of  postoperative  compli- 
cations. This  case  history  and  brief  review 
of  the  literature  is  published  especially  to  call 
attention  of  the  clinician  to  the  necessity  of 
antemortem  diagnosis  and  the  necessity  of 
prompt  action.  Surgical  salvage  has  now 
become  a reality  with  the  availability  of 
synthetic  aortic  grafts,  large  quantities  of 
whole  blood,  antibiotics  and  improved  anes- 
thesia. 

HISTORY 

This  76-year-old  white  man  was  admitted 
to  St.  Anthony  Hospital,  Oklahoma  City,  on 
May  20,  1960,  because  of  low  back  and  mid- 
abdominal pain  of  four  to  six  weeks’  duration 
with  marked  fatigue  and  lethargy  of  ten  to 
14  days’  duration.  He  stated  that  all  of  these 
symptoms  had  progressively  increased  in 
severity.  One  week  prior  to  admission  he 
took  a single  dose  of  combined  castor  oil, 
epsom  salts  and  lemon  juice.  He  subsequent- 
ly vomited  for  two  days  and  two  nights.  The 
pain  was  constant  and  not  related  to  body 
position,  time  of  day,  respiration,  eating, 
defecation  or  micturition.  Anorexia  had 
been  prominent  for  seven  to  ten  days  and 
he  stated  that  he  had  lost  approximately 
ten  pounds  of  weight.  He  denied  hemate- 
mesis but  had  passed  several  black  stools. 
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PHYSICAL  EXAMINATION 

The  patient’s  oral  temperature  was  98.6 
degrees  F.,  his  pulse  rate  88  per  minute,  his 
blood  pressure  140/70  mm  Hg.  and  his  res- 
piratory rate  18  per  minute.  He  was  mod- 
erately obese  and  showed  no  real  evidence 
of  recent  weight  loss.  The  only  significant 
abnormal  physical  findings  were  in  the  ab- 
domen. The  liver  edge  could  be  felt  three 
cm.  below  the  right  costal  margin  and  was 
not  tender.  While  the  patient  complained  of 
deep  tenderness  in  the  region  of  the  umbil- 
icus, a definite  mass  could  not  be  outlined. 
There  was  no  rebound  or  costovertebral 
tenderness  and  peristalsis  was  normal.  There 
were  n6  significant  joint  changes  of  the  ex- 
tremities as  is  ordinarily  seen  in  the  arthritic 
patient.  Digital  rectal  examination  was  neg- 
ative except  for  a large,  firm  prostate  and 
very  dark  fecal  material  which  was  positive 
for  blood.  After  cleansing  enemas,  sigmoid- 
oscopy was  negative. 

LABORATORY  AND  X-RAY  DATA 

The  hemoglobin  level  was  11.2  gm.  per 
cent;  the  hematocrit  34  per  cent;  the  white 
blood  count  11,100  per  cubic  millimeter, 
with  a normal  differential.  The  urin- 
alysis revealed  one  plus  albumin  and  three 
to  five  granular  casts  per  low  power  field, 
but  was  otherwise  normal.  The  total  serum 
protein  was  6.4  gm.  per  cent  (normal  6-8 
gm.  per  cent),  cephalin  flocculation  three 
plus,  direct  bilirubin  1.5  mg.  per  cent,  indi- 
rect bilirubin  0.55  mg.  per  cent,  blood  urea 
nitrogen  25  mg.  per  cent,  amylase  74  So- 
mogyi  (normal  60-160),  S.G.O.T.  37  units 
(normal  8-40),  acid  phosphatase  0.42  BL 
units  (normal  0.13  to  0.63  BL  units),  alka- 
line phosphatase  16.5  Bodanski  units  (nor- 
mal 2-4  units),  Ca  4.5  meq.  (normal  4.5  to 
5.5),  and  phosphorus  4.0  mg.  per  cent  (nor- 
mal 2 to  4 mg.  per  cent).  Bromsulphalein 
retention  was  39  per  cent  (normal  0 to  4) . 
An  electrocardiogram  revealed  changes  com- 
patible with  myocardial  ischema  in  both  the 
anterior  and  posterior  area.  A chest  film, 
skull  films  and  barium  enema  were  negative. 
An  upper  gastrointestinal  series  showed  only 
a small  esophageal  hiatus  hernia  and  spasm 
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of  the  antrum  from  unknown  cause;  an  ex- 
cretory urogram  showed  poor  function  bi- 
laterally, and  a gallbladder  series  with  Tele- 
paque  showed  non-visualization  with  a single 
dose  and  faint  visualization  with  a double 
dose.  Findings  with  intravenous  cholangio- 
graphy were  essentially  the  same.  Lumbar 
spine  films  showed  moderately  severe  de- 
generative changes  of  the  vertebral  bodies 
and  accessory  processes  with  no  evidence  of 
bony  erosion. 

HOSPITAL  COURSE 

Four  days  after  admission  the  patient  de- 
veloped a temperature  of  102  degrees,  chills 
and  urine  findings  compatible  with  an  acute 
pyelonephritis.  His  urine  output  became  de- 
creased and  his  blood  urea  nitrogen  increased 
to  55  mg.  per  cent.  Urine  culture  revealed 
E.  Coli  with  sensitivity  to  Kantrex  and 
Mandelamine.  The  patient  was  maintained 
by  parenteral  electrolytes  and  alimentation, 
and  his  general  condition  improved  with  re- 
duction of  the  blood  urea  nitrogen  to  28  mg. 
per  cent.  On  May  28,  1960  his  total  serum 
bilirubin  was  0.9  mg.  per  cent,  and  on  June  8, 
1960  it  was  0.7  mg.  per  cent,  and  his  alkaline 
phosphatase  10.5  units.  Nevertheless,  the 
patient’s  mid-abdominal  and  low  back  pain 
continued  constantly  day  and  night  and  ne- 
cessitated the  use  of  narcotics  frequently. 

Three  weeks  after  admission  to  the  hos- 
pital the  patient  suddenly  developed  in- 
creased pain,  nausea  and  vomiting.  This  was 
followed  by  the  passage  of  black  stools  which 
were  positive  for  blood.  At  this  time  the 
hemoglobin  was  found  to  be  8.2  gm.  per  cent, 
and  the  hematocrit  26  per  cent. 

The  patient  was  then  given  one  unit  of 
whole  blood  and  on  June  19,  1960  his  hemo- 
globin was  8.9  gm.  per  cent  and  his  hemato- 
crit 27  per  cent.  He  subsequently  received 
an  additional  500  cc.  of  whole  blood  and  his 
hemoglobin  then  remained  between  9.9  gm. 
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per  cent,  and  10.6  gm.  per  cent.  His  pain 
remained  unchanged  and  he  displayed  no 
further  gross  evidence  of  bleeding.  Surgery 
was  considered,  but  deferred  because  of  ab- 
sence of  a definite  diagnosis,  the  increased 
risk  due  to  obesity  and  age,  and  his  elevated 
blood  urea  nitrogen,  which  was  considered 
to  be  secondary  to  chronic  urinary  tract  dis- 
ease. It  was  realized  that  after  five  weeks 
of  hospitalization  with  exhaustive  tests  that 
no  diagnosis  had  resulted,  but  on  July  7, 
1960  he  developed  sudden  dyspnea,  increased 
back  and  abdominal  pain,  clinical  signs  of 
severe  shock,  brought  up  a small  amount  of 
bright  red  blood  by  mouth  and  died.  It  is  to 
be  noted  that  this  patient  had  constant  low 
back  and  abdominal  pain  for  two  and  one- 
half  months  as  well  as  known  gastrointes- 
tinal bleeding  of  an  intermittent  nature  for 
at  least  seven  to  eight  weeks. 

POSTMORTEM  FINDINGS  (N-100-60) 

On  opening  the  abdomen  there  was  a large 
mass  behind  the  third  portion  of  the  duo- 
denum displacing  it  forward.  The  stomach, 
duodenum,  jejunum  and  a portion  of  the 
ileum  contained  a cast-like  clot  of  blood.  In 
the  distal  duodenum  where  it  crossed  over 
the  mass  in  the  aorta  there  were  two  ulcers, 
each  measuring  0.8  cm.  in  diameter.  These 
appeared  to  perforate  through  the  entire 
mucosa  and  muscular  wall  of  the  duodenum. 
Pressure  on  the  aneurysmal  mass  caused 
blood  to  ooze  from  these  ulcerated  areas. 

In  the  aorta  there  was  an  arteriosclerotic 
abdominal  aortic  aneurysm  eight  cm.  in  di- 
ameter about  three  cm.  below  the  origin  of 
the  renal  arteries.  Sectioning  of  this  aneu- 
rysm revealed  old  and  new  areas  of  clotted 
blood  forming  a thick  multi-layered  anterior 
wall.  Posteriorily  it  was  eroding  into  the 
vertebral  body  of  L-5  with  hemorrhage  into 
the  trabecular  portion  of  this  vertebral  body. 
No  abnormalities  of  the  liver  or  biliary  tract 
were  found. 

DISCUSSION 

Of  the  52  cases  of  arteriosclerotic  abdom- 
inal aortic  aneurysms  with  rupture  into  the 
intestine  reported  in  the  English  literature, 
the  one  case  reported  by  Baumler,  and  this 
case,  the  age  distribution  is  that  expected  of 
advanced  arteriosclerotic  disease. 


Figure  1.  Autopsy  specimen  which  shows  abdominal 
aortic  aneurysm,  ulcerations  into  duodenum  and  blood 
filled  segment  of  duodenum. 


Age  not  reported 1 

Under  50  years 5 


6th  decade 8 

7th  decade 17 

8th  decade 17 

9th  decade 6 


Predominance  in  the  male  was  nearly  4.1, 
and  46  of  these  54  cases  involved  the  third 
portion  of  the  duodenum.  The  reason  for 
the  predilection  for  this  part  of  the  intestine 
is  the  fact  that  it  is  relatively  well  fixed  and 
not  easily  displaced  by  a gradually  enlarg- 
ing tumor  as  are  the  stomach  and  remaining 
small  intestine.  The  pressure  of  the  aneu- 
rysm produces  irritation  which  leads  to 
fibrous  adhesions,  and  eventually,  to  focal 
necrosis  of  the  duodenum.  Subsequently,  di- 
gestive juices  probably  play  a part  in  acceler- 
ating perforation  of  the  aneurysm  into  the 
duodenum.4 

The  most  common  clinical  manifestations 
were:  (1)  pain,  (2)  palpable  abdominal 

mass,  (3)  hematemesis,  severe  or  minimal, 
(4)  melena  and  (5)  shock.  All  or  any  com- 
bination of  these  signs  and  symptoms  may 
be  present  for  days,  weeks  or  months 
before  the  sudden  and  dramatic  demise.  Even 
in  the  absence  of  a mass,  in  the  older  patient 
with  severe  gastrointestinal  hemorrhage 
whose  diagnostic  studies  are  negative,  the 
possibility  of  an  arteriosclerotic  abdominal 
aortic  aneurysm  with  ulceration,  erosion 
and  perforation  into  the  gastrointestinal 
tract  must  be  considered,  particularly  if  pre- 
ceded by  a history  and  physical  signs  of  an 
abdominal  aortic  aneurysm,  if  surgical  sal- 
vage is  to  become  a reality. 

As  is  pointed  out  by  the  present  case  re- 
port, and  a review  of  previous  cases,  bleed- 
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ing  into  the  gastrointestinal  tract  from  an 
aneurysm  may  be  of  a chronic  and  intermit- 
tent nature.  The  localized  nature  and  resect- 
ability of  such  aneurysms  make  them  ideal 
for  aggressive  surgical  management.  If  un- 
recognized and  untreated  these  aneurysms 
eventually  terminate  fatally  by  massive 
gastrointestinal  hemorrhage. 

SUMMARY 

A single  case  of  arteriosclerotic  abdominal 
aortic  aneurysm  with  perforation  into  the 
third  portion  of  the  duodenum  with  back 
and  abdominal  pain  for  two  and  one-half 
months,  and  three  recorded  episodes  of  gas- 


trointestinal bleeding  over  a seven  to  eight 
week  period,  is  reported.  There  are  53  other 
cases  reported  in  the  English  literature  as 
reviewed  by  Baumler.  In  most  cases  there 
has  been  adequate  time  for  diagnosis  and 
definitive  surgical  therapy.  This  will  be  pos- 
sible only  when  this  unusual  cause  of  gastro- 
intestinal hemorrhage  is  considered  in  the 
differential  diagnosis.  □ 

REFERENCES 

1.  Salmon,  M.,  Bull.,  Soc.  Anat.,  18:  283,  1843. 

2.  Baumler,  Robert  A.,  Arteriosclerotic  Abdominal  Aortic 
Aneurysm  Rupturing  into  the  Intestine,  J.A.M.A.  April  15,  1961. 

3.  Voyles,  W.  R.,  and  Moretz,  W.  H.,  Rupture  of  Aortic 

Aneurysm  into  Gastrointestinal  Tract,  Surgery  43:  666-671 

(April)  1958. 

4.  Rottino,  A.,  Aneurysm  of  Abdominal  Aorta  with  Rupture 
into  Duodenum.  Amer.  Heart  J.,  25:  826-835  (June)  1943. 


427  E.  Cherokee,  Enid,  Oklahoma 


TULSA  COUNTY  MEDICAL  SOCIETY  WINS  STATE  PUBLIC  RELATIONS  PRIZE 


The  Tulsa  County  Medical  Society  has  been 
named  recipient  of  the  1963  Award  for  Dis- 
tinguished Achievement  by  the  Oklahoma 
Chapter  of  the  Public  Relations  Society  of 
America. 

The  citation  was  for  the  planning,  execu- 
tion, results  and  significance  of  the  med- 
ical society’s  mass  immunization  for  polio- 
myelitis conducted  last  year,  designated  as 
the  best  public  relations  project  conducted  in 
Oklahoma  in  1963. 

A plaque  commemorating  the  honor  was 
presented  to  Doctor  William  M.  Benzing, 
Jr.,  President,  at  the  annual  banquet  of  the 
public  relations  group  in  Tulsa  on  March 
16th. 

The  mass  immunization,  utilizing  the  Sa- 
bin oral  polio  vaccine,  was  effected  in  a 
series  of  six  day-long  clinics — two  for  each 
of  three  types  of  the  vaccine — staffed  by 
more  than  2,000  volunteer  workers.  Fifty 
schools  were  used  for  clinic  sites,  and  each 
clinic  was  under  the  direction  of  a member 
of  the  Tulsa  County  Medical  Society. 

The  campaign  immunized  75  per  cent  of 


the  population  of  Tulsa  County,  and  as  much 
as  98  per  cent  of  some  pre-school  and  school- 
age  children,  the  groups  most  susceptible 
to  polio.  There  has  not  been  a single  case 
of  polio  in  Tulsa  County  for  fourteen  months. 

The  project  was  underwritten  by  the  med- 
ical society  and  cost  in  excess  of  $100,000. 
It  was  financed  by  voluntary  contributions 
of  25  cents  per  dose,  and  the  vaccine  was 
given  free  to  those  who  could  not  or  did  not 
wish  to  pay. 

The  society  contributed  all  excess  income 
— $91,836 — to  31  charities  and  loan  funds, 
including  the  American  Medical  Association 
Education  and  Research  Fund. 

Doctor  Robert  K.  Endres  was  Chairman 
of  the  steering  committee  for  the  project, 
which  included  John  C.  Kramer,  M.D., 
Charles  J.  Lilly,  M.D.,  V.  William  Wood, 
M.D.,  Earl  E.  Smith,  Jr.,  M.D.,  Cecil  F.  Ja- 
cobs, M.D.,  Harlan  Thomas,  M.D.,  William 
M.  Benzing,  Jr.,  M.D.,  Harold  E.  Goldman, 
M.D.,  Paul  A.  Bischoff,  M.D.,  C.  Robert 
Cooke,  M.D.,  Maxwell  A.  Johnson,  M.D.,  and 
David  V.  Hudson,  M.D.  □ 
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Iliofemoral  Vein  Thrombosis 


G.  RAINEY  WILLIAMS,  M.D.* 
B.  P.  LOUGHRIDGE,  M.D. 

W.  E.  PRICE,  M.D. 

GILBERT  S.  CAMPBELL,  M.D. 

Classic  treatment  of  “milk  leg”  results 
frequently  in  lifelong  morbidity.  Early 
surgical  treatment  gives  promise  of 
restoring  normal  venous  circulation. 

Thrombosis  of  the  iliac  and  femoral 
veins  produces  a clinical  picture  which  has 
been  divided  according  to  the  extent  of 
ischemic  changes  into  two  recognized  enti- 
ties, phlegmasia  alba  dolens  and  phlegmasia 
cerulea  dolens.  In  the  severe  form  of  the 
disease  (phlegmasia  cerulea  dolens),  shock 
and  death  may  occur,  and  gangrene  of  the  in- 
volved extremity  is  a definite  possibility.  In 
both  forms  there  is  threat  of  pulmonary  em- 
bolism. The  time-honored  methods  of  non- 
operative management  of  iliofemoral  venous 
thrombosis  result  in  prolonged  morbidity 
following  the  acute  onset  of  the  disease,  and, 
frequently,  in  lifelong  disability  as  a result 
of  injury  to  the  valves  of  the  deep  veins  of 
the  extremity.  Prompt  recognition  and  sur- 
gical treatment  of  massive  thrombosis  of  the 
iliofemoral  venous  system  has  resulted  in 
improvement  in  morbidity  and  mortality, 

From  the  Department  of  Surgery,  University  of  Oklahoma 
Medical  Center,  Oklahoma  City,  Oklahoma. 

*Markle  Scholar  in  Medical  Science. 
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and  it  is  surprising  that  this  treatment  has 
not  been  more  widely  adopted.  This  report 
will  document  experience  with  nine  patients 
encountered  in  the  past  three  years  at  the 
University  Medical  Center. 

CASE  REPORTS 

1.  M.M.  (31-59-49)  a 56-year-old  white 
female  was  hospitalized  on  the  Medical  Serv- 
ice following  an  episode  of  pulmonary  em- 
bolization. Her  condition  was  complicated 
by  hypertension  and  polycythemia.  Several 
days  after  admission,  the  patient  complained 
of  sudden  pain  in  the  left  leg  and  the  in- 
volved extremity  quickly  became  discolored. 
When  seen  by  the  Surgical  Service  several 
hours  after  the  onset,  the  extremity  was 
quite  edematous  and  markedly  discolored. 
Pulses  were  not  palpable  below  the  femoral 
area.  A diagnosis  of  phlegmasia  cerulea 
dolens  was  made  and  preparations  were  be- 
gun for  operative  treatment.  Before  the  pa- 
tient reached  the  operating  room,  severe 
shock  occurred  and  over  a several  hour  pe- 
riod the  patient  failed  to  respond  to  vigor- 
ous therapy  and  expired. 

2.  L.B.  (31-80-78)  a 65-year-old  farmer 
was  admitted  to  the  Medical  Center  two 
weeks  after  the  unfortunate  experience  with 
Case  No.  1.  This  patient  gave  a history  of 
injury  followed  by  marked  transient  swell- 
ing of  the  left  leg  six  months  before  admis- 
sion. The  patient  had  been  well  until  two 
days  before  admission,  at  which  time  pain 
and  swelling  in  the  left  leg  began  suddenly 
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and  progressed  rapidly.  At  the  time  of  ad- 
mission, the  entire  leg  was  markedly  swollen 
and  discolored.  Pulses  were  present  but  di- 
minished in  the  extremity.  Operation  was 
carried  out  promptly  under  local  anesthesia 
and  consisted  of  extraction  of  thrombus  ma- 
terial from  the  iliac  and  femoral  veins 
through  a groin  incision.  Prompt  relief  of 
pain  occurred,  and  the  swelling  subsided 
rapidly  over  a two  day  period.  The  patient 
was  discharged  with  minimal  residual  edema 
and  had  no  swelling  in  the  leg  one  month 
after  discharge. 

3.  R.B.  (32-53-01)  a 63-year-old  white 
male  was  admitted  to  the  Hospital  three 
weeks  after  suprapubic  prostatectomy  com- 
plaining of  pain  and  swelling  in  the  left  leg 
beginning  suddenly  on  the  day  of  admission. 
The  leg  was  edematous  and  discolored  and 
no  pulses  were  palpable  below  the  femoral 
area.  Operation  under  local  anesthesia  con- 
sisted of  removal  of  a long  thrombus  from 
the  iliac  and  femoral  veins  and  resulted  in 
prompt  relief  of  the  pain.  The  color  of  the 
extremity  become  normal  within  several 
hours,  and  the  swelling  subsided  over  an 
eight  day  period.  Three  months  after  opera- 
tion, the  patient  had  no  evidence  of  venous 
disease  in  the  involved  extremity  and  re- 
mains well. 

4.  R.H.  (32-56-70)  a 77-year-old  white 
female  was  admitted  to  the  Medical  Center 
for  elective  right  femoral  hernia  repair. 
Herniorrhaphy  was  accomplished  without 
incident,  but  mild  pain  occurred  in  the  right 
leg  on  the  fourth  post-operative  day.  On  the 
ninth  post-operative  day,  pain  and  swelling 
of  the  leg  suddenly  became  severe,  and  the 
leg  was  noted  to  be  discolored  and  massively 
edematous.  Operation  was  carried  out  under 
local  anesthesia  and  consisted  of  thrombec- 
tomy of  the  iliac  and  femoral  veins  through 
a groin  incision.  Good  relief  of  pain  and 
rapid  subsidence  of  swelling  occurred,  al- 
though the  patient  was  noted  to  have  mild 
residual  swelling  in  the  leg  several  months 
after  operation. 

5.  G.R.  (33-08-92)  a 60-year-old  white 
male  was  admitted  to  the  Hospital  for  left 
inguinal  hernia  repair.  This  was  accom- 
plished uneventfully  under  local  anesthesia, 
but  in  the  post-operative  period,  severe  up- 
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per  gastrointestinal  bleeding  led  to  gastric 
resection  for  multiple  gastric  ulcers.  He  was 
discharged  after  a stormy  post-operative 
course,  but  readmitted  eight  days  later  with 
severe  gastrointestinal  symptoms  due  to  a 
perforated  marginal  ulcer  necessitating  total 
gastrectomy.  Twelve  days  following  this 
procedure,  marked  pain  and  swelling  in  the 
right  leg  occurred  and  was  treated  about 
eight  hours  after  onset  by  venous  thrombec- 
tomy under  local  anesthesia.  Prompt  relief 
of  pain  was  noted,  and  the  leg  returned  to 
normal  size  when  compared  with  the  opposite 
extremity  in  six  days.  The  post-operative 
course  with  regard  to  the  legs  was  unevent- 
ful, and  the  patient  remains  well. 

6.  H.D.  (A14712)  a 71-year-old  white 
male  was  admitted  to  the  Veterans  Adminis- 
tration Hospital  of  the  University  of  Okla- 
homa Medical  Center  with  a history  of  sev- 
eral days  of  symptoms  suggestive  of  influ- 
enza and  sudden  pain  and  swelling  in  the 
right  leg  on  the  day  of  admission.  Opera- 
tion on  the  day  of  admission  consisted  of 
iliofemoral  venous  thrombectomy  under  local 
anesthesia.  Good  relief  of  pain  and  rapid 
subsidence  of  swelling  occurred,  and  the  pa- 
tient was  discharged  improved. 

7.  Q.H.  ( A14951)  a 70-year-old  white 
male  was  admitted  to  the  Veterans  Adminis- 
tration Hospital  at  the  University  of  Okla- 
homa Medical  Center  from  a nursing  home 
where  he  had  been  bedfast  for  a month. 
Swelling  in  the  right  leg  had  been  noted  for 
three  days,  and  at  the  time  of  admission, 
edema  and  discoloration  of  the  leg  was 
marked.  Thrombectomy  under  local  anes- 
thesia was  quite  satisfactory  in  terms  of 
relief  of  pain  and  swelling. 

8.  M.D.  (33-73-22)  a 76-year-old  white 
female  was  admitted  to  the  University  of 
Oklahoma  Medical  Center  complaining  of 
sudden  onset  of  pain  and  swelling  in  the  left 
leg  on  the  day  of  admission.  On  examina- 
tion, the  entire  leg  was  swollen  and  discol- 
ored, although  pulses  were  present.  Throm- 
bectomy of  the  iliofemoral  venous  system 
was  accomplished  under  local  anesthesia  with 
immediate  improvement  in  color  of  the  ex- 
tremity and  rapid  disappearance  of  edema. 

9.  C.R.  (25-96-41)  a 42-year-old  white 
male  was  admitted  to  the  University  of  Okla- 
homa Medical  Center  for  treatment  of  a 
duodenal  ulcer.  Ten  days  after  admission, 
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the  sudden  onset  of  pain,  discoloration,  and 
swelling-  in  the  right  leg  resulted  in  surgical 
consultation.  Pulses  were  palpable  but  di- 
minished in  the  leg  and  immediate  operation 
was  planned.  While  the  patient  was  being 
transferred  to  the  Operating  Room  carrier, 
massive  pulmonary  embolization  occurred. 
Within  three  minutes  of  the  recognized  onset 
of  pulmonary  embolization,  cardiac  arrest 
occurred  necessitating  closed  chest  massage. 
In  the  Operating  Room,  the  chest  was  opened 
rapidly.  Cardiac  arrest  was  present,  and  the 
right  ventricle  and  pulmonary  artery  were 
dilated.  It  was  not  possible  to  delay  treat- 
ment for  the  time  required  to  prepare  the 
pump  oxygenator,  and  therefore,  the  pulmo- 
nary artery  was  opened,  thrombus  material 


Since  graduating  from  the  Northivest- 
ern  University  School  of  Medicine  in  1950, 
G.  Rainey  Williams,  M.D.,  has  been  certified 
by  the  American  Board  of  Surgery  and  the 
American  Board  of  Thoracic  Surgery.  He  is 
notv  Professor  of  Surgery  at  the  University 
of  Oklahoma  School  of  Medicine. 

Doctor  Williams  professional  affiliations 
include  the  American  Surgical  Association, 
the  Society  of  University  Surgeons,  the 
AmeHcan  Thoracic  Society  and  the  Inter- 
national Society  of  Surgery. 

B.  P.  Loughridge,  M.D.,  graduated  from 
the  University  of  Oklahoma  School  of  Med- 
icine in  1961  where  he  is  note  taking  a resi- 
dency in  general  surgery. 

A 1957  graduate  of  the  University  of 
Rochester  School  of  Medicine  and  Dentistry, 
William  E.  Price,  M.D.,  is  now  taking  his 
sixth  year  of  residency  training  in  general 
and  thoracic  surgery  at  the  University  of 
Oklahoma  School  of  Medicine.  In  addition, 
he  is  Clinical  Assistant  in  the  Department 
of  Surgery. 

Gilbert  S.  Campbell,  M.D.,  a 1956  gradu- 
ate of  the  University  of  Virginia  School  of 
Medicine,  has  been  certified  by  the  American 
Board  of  Surgery  and  the  American  Board 
of  Thoracic  Surgery.  He  is  presently  Pro- 
fessor of  Surgery  at  the  University  of  Okla- 
homa Medical  Center. 

Doctor  Campbell  is  a member  of  the  Amer- 
ican Surgical  Association,  the  Society  of 
University  Surgeons,  the  American  Associa- 
tion for  Thoracic  Surgery  and  the  American 
Physiological  Society. 
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Figure  1.  A photograph  of  thrombus  material  re- 
moved from  patient  No.  2.  This  is  typical  of  the  other 
patients  as  well. 


extracted  from  it,  and  the  pulmonary  artery 
closed  using  manual  inflow  occlusion.  A sat- 
isfactory heart  beat  was  established  but 
could  not  be  maintained,  and  the  patient 
died  about  one  and  one-half  hours  after  the 
onset  of  pulmonary  embolization.  Unfor- 
tunately, autopsy  permission  was  not  ob- 
tained. 

DISCUSSION 

The  etiology  of  intravascular  thrombosis 
is  unknown,  and  even  a brief  discussion  of 
the  extensive  research  concerning  the  prob- 
lem is  beyond  the  scope  of  this  communica- 
tion. A number  of  factors  which  apparently 
influence  the  development  of  intravascular 
thrombosis  are  appreciated,  and  clinically 
it  is  possible  to  group  patients  with  massive 
iliofemoral  thrombosis  into  several  cate- 
gories having  similar  predisposing  factors. 
The  most  obvious  mechanism  of  development 
of  massive  iliofemoral  thrombosis  is  exten- 
sion of  the  thrombotic  process  from  veins 
in  the  calves  of  the  legs.  This  apparently 
was  the  mechanism  for  development  of  ilio- 
femoral thrombosis  in  several  of  the  patients 
encountered  in  this  series,  and  it  is  impor- 
tant to  appreciate  this  mechanism  as  the  re- 
sults of  surgical  thrombectomy  are  not  as 
satisfactory  as  in  cases  where  the  process 
begins  in  the  iliofemoral  system.  In  general, 
it  has  been  possible  to  restore  the  venous  sys- 
tem at  least  to  the  status  preceding  the  de- 
velopment of  massive  iliofemoral  thrombosis, 
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although  complete  removal  of  thrombus  from 
the  calf  plexuses  is  usually  not  accom- 
plished.3’ 6 In  a second  group  of  patients, 
thrombosis  of  the  iliac  and  femoral  veins 
appears  to  result  as  an  extension  of  throm- 
bosis from  pelvic  veins.  This  apparently  oc- 
curs in  post-partum  iliofemoral  venous 
thrombosis  where  thrombosis  at  the  site  of 
placental  separation  may  extend  to  pelvic 
veins  and  ultimately  to  the  iliofemoral  sys- 
tem. The  same  may  be  true  following  pelvic 
surgical  procedures,  although  it  is  possible 
that  direct  injury  to  veins,  position  of  the 
patient  during  operation,  and  perhaps  other 
factors  are  operative  in  such  instances.  Pri- 
mary thrombosis  of  the  iliac  and  femoral 
veins  apparently  can  occur  during  any  illness 
or  prolonged  period  of  inactivity,  and  the 
mechanism  for  this  is  not  well  understood. 


Finally,  spontaneous  thrombosis  of  the  iliac 
and  femoral  system  in  patients  who  are  ac- 
tive and  apparently  entirely  well  has  been 
reported  and  was  encountered  in  one  instance 
in  the  present  series.3’ 6>  11  The  possibility  of 
direct  trauma  resulting  in  venous  thrombosis 
is  suggested  by  the  patient  in  whom  iliofe- 
moral thrombosis  followed  hernia  repair  on 
the  same  side,  although  no  injury  to  the 
venous  system  was  recognized. 

Iliofemoral  thrombosis  results  in  varying 
degrees  of  obstruction  to  venous  outflow 
from  the  involved  extremity.  When  throm- 
bosis is  extensive  and/or  when  venous  col- 
lateral circulation  is  deficient,  venous  pres- 
sure may  rise  to  a level  which  precludes  ar- 
terial inflow,  and  the  clinical  picture  of 
ischemia  is  added.  Gangrene  may  occur. 
Loss  of  fluid  into  the  extremity  (edema)  may 
be  large  enough  to  cause  shock  and  death 
(case  I).2’5*9 


Predisposing 

Case  Number  Age  Illness 


Time  Interval 
Involved  Onset  to 

Leg  Operation  Results  Comment 


1.  31-59-49  56  F Long  chronic  illness.  Left  Died  within  24  hours  Operation 

Recent  renal  exploration.  of  recognized  iliofe-  should  have 

Pulmonary  embolus  prior  to  moral  thrombosis.  been  attempted, 

iliofemoral  thrombosis. 


2.  31-80-78  65  M Injury  to  leg  six  months  Left  8 hours  Excellent  at  one  Probably  had 

before  with  episode  of  pain  month.  thrombophlebitis 

and  swelling.  following  injury. 


3.  32-53-01  63  M Suprapubic  prostatectomy  Left  8 hours  Excellent  at  three 

three  weeks  prior.  months. 


4.  32-56-70  77  F Right  femoral  hernia  repair  Right  6 hours  Slight  swelling  of  leg  No  recognized 

nine  days  prior.  Mild  pain  in  at  five  months.  trauma  to  vein 

right  leg  five  days  prior.  at  herniorrhaphy. 


5.  33-08-92  60  M Long  illness  with  multiple  Right  8 hours  Excellent  at  four 

operations.  months. 


6.  A14712  71  M Mild  respiratory  infection  Right  24  hours  Excellent  immediate 

for  several  days.  results. 


7.  A14951  70  M Chronic  illness  and  pro-  Right  3 days  Good  immediate 

longed  bedrest.  result. 


8.  33-73-22  76  F No  prior  illness  or  injury,  Left  10  hours  Excellent  early 

apparently  spontaneous  result, 

onset. 


9.  25-96-41  42  M Duodenal  ulcer,  pneumonitis,  Right  Died  about  three  hours 

(?  pulmonary  embolus)  after  onset  of  pulmo- 

prolonged  bedrest.  nary  embolus. 

TABLE  1 

Summary  of  Cases  of  Iliofemoral  Venous  Thrombosis 
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Although  iliofemoral  venous  thrombosis 
is  frequently  confused  clinically  with  ar- 
terial occlusion,  the  differences  between  the 
two  ordinarily  permit  accurate  diagnosis. 
Marked  swelling  of  the  entire  extremity 
with  pain,  and  usually  discoloration,  are  in- 
dications of  venous  obstruction,  and  the 
combination  does  not  occur  with  primary 
arterial  disease.  Distended  superficial  veins 
and  femoral  tenderness  are  usually  present 
in  venous  thrombosis.  There  is  little  neces- 
sity for  venography  in  the  acute  clinical 
situation.  The  non-operative  treatment  of 
massive  venous  thrombosis  consists  of  ef- 
forts to  improve  venous  collateral  drainage 
by  elevation  of  the  extremity,  elastic  com- 
pression, and  lumbar  sympathetic  block  as 
well  as  efforts  to  prevent  extension  of  throm- 
bosis by  anticoagulant  therapy.1  In  1954 
Mahorner  and  in  1957  Mahorner  and  Fon- 
taine advocated  direct  thrombectomy  of  the 
involved  veins  and  presented  an  encouraging 
clinical  experience.4’10’11  According  to  De- 
Weese,  the  procedure  was  first  reported  by 
Lawon  in  1938.  Subsequent  reports  have 
been  slow  in  appearing,  though  interest  ap- 
pears to  be  increasing  at  the  present 
time3- 6>  7>  8 The  dramatic  relief  of  pain  and 
discoloration  and  rapid  subsidence  of  swell- 
ing, described  by  all  authors,  and  noted  in 
the  series  of  cases  reported  herein,  are  ade- 
quate reasons  for  advocating  operative  treat- 
ment of  this  process.  Post-operative  phlebo- 
grams,  reported  by  Mahorner  and  Haller, 
have  demonstrated  apparently  functioning 
valves  in  the  lower  extremities  of  patients 
who  have  had  massive  iliofemoral  venous 
thrombectomy,  perhaps  an  even  more  impor- 
tant reason  for  considering  thrombectomy 
as  the  treatment  of  choice  for  iliofemoral 
thrombosis.7’ 11 

Operative  treatment  is  performed  as  an 
emergency  utilizing  local  anesthesia.  A short 
groin  incision  is  made  and  deepened  to  ex- 
pose the  femoral  vein.  The  edema  encoun- 
tered is  not  troublesome  and  the  operation  is 
usually  simple.  After  exposure  of  the  com- 
mon femoral  vein,  tapes  are  placed  about  the 
common,  superficial,  and  deep  femoral  veins 
to  control  venous  bleeding,  and  an  incision 
in  the  common  femoral  vein  made  in  a lon- 
gitudinal fashion.  The  proximal  thrombus 
is  extruded  or  removed  using  suction  and 
enlisting  the  patient’s  cooperation  in  strain- 


ing the  abdominal  muscles.  On  the  com- 
pletion of  this  removal  of  thrombus,  the  vein 
is  temporarily  occluded  while  the  distal 
thrombus  is  removed.  This  may  be  exceed- 
ingly easy  but  may  require  manipulation 
and  “milking”  of  the  calf  and  thigh  in  or- 
der to  remove  all  thrombus  material.  Suc- 
tion catheters  are  aften  helpful  when  throm- 
bus material  is  adherent.  The  restoration  of 
patent  venous  channels  is  followed  by  rather 
impressive  bleeding  both  proximally  and  dis- 
tally,  although  valves  may  prevent  free 
bleeding  from  the  iliac  veins.  The  vein  is 
then  repaired  using  fine  vascular  suture, 
and  heparin  administered  to  the  patient.  The 
leg  is  wrapped  with  elastic  dressings  and 
kept  elevated  in  the  immediate  post-opera- 
tive period.  Anticoagulant  therapy  is  con- 
tinued for  two  to  three  weeks,  and  patients 
are  allowed  to  walk  as  soon  as  the  edema  has 
largely  disappeared,  usually  a matter  of 
two  to  three  days. 

The  series  of  patients  reported  in  this 
communication  require  little  comment.  In 
the  first  patient  shock  and  death  occurred, 
almost  certainly  a result  of  fluid  loss  into 
the  involved  extremity.  Although  attempts 
were  made  to  replace  blood  volume,  the  pa- 
tient’s general  condition  deteriorated  rapid- 
ly and  she  was  never  considered  a reason- 
able operative  risk.  Operative  treatment  was 
uncomplicated  in  all  patients  in  whom  op- 
eration was  carried  out  and  blood  transfu- 
sions were  not  required.  The  immediate  and 
early  results  have  been  good  but  no  post- 
operative phlebograms  have  been  performed 
at  the  time  of  this  report.  The  patients  will 
be  followed  carefully,  as  demonstration  that 
operation  prevents  the  post-phlebitic  syn- 
drome may  well  be  the  strongest  point  in  its 
favor.  Patient  nine  demonstrates  the  hazard 
of  venous  thrombosis  and  the  necessity  for 
prompt  and  adequate  surgical  care  of  these 
patients. 

SUMMARY  AND  CONCLUSIONS 

1.  Nine  patients  with  massive  thrombosis 
of  the  iliac  and  femoral  veins  have  been  rec- 
ognized in  the  past  three  years  at  the  Uni- 
versity of  Oklahoma  Medical  Center. 

2.  Iliofemoral  thrombectomy  has  been  a 
simple  procedure  in  seven  patients  and  the 
early  results  are  satisfactory. 
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3.  Death  occurred  in  two  patients,  one 
due  to  shock  and  the  other  to  pulmonary  em- 
bolism before  iliofemoral  thrombectomy 
could  be  carried  out. 

4.  Immediate  thrombectomy  should  be 

considered  in  every  case  of  massive  iliofe- 
moral venous  thrombosis  and  almost  cer- 
tainly represents  an  important  advance  in 
the  treatment  of  this  condition.  □ 
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HOSPITALS  ASKED  TO  DISCONTINUE  PROFESSIONAL  DISCOUNTS 


The  Board  of  Trustees  of  the  Oklahoma 
Hospital  Association  recommended  on  Feb- 
ruary 12,  1964,  that  member  hospitals  dis- 
continue the  practice  of  granting  profession- 
al discounts.  Since  the  policy  will  affect 
physicians  and  their  families,  if  adopted  by 
state  hospitals,  it  is  reprinted  below: 

“Hospitals  have  historically  granted  cour- 
tesy discounts  to  certain  categories  of  indi- 
viduals and  groups.  Originally,  there  was 
probably  justification  for  these  discounts; 
however,  through  the  years,  most  of  these 
circumstances  have  changed. 

“The  Board  of  Trustees  of  the  Oklahoma 
Hospital  Association,  Inc.,  believes  that  the 
discounting  of  hospital  bills  to  those  who 
can  pay  is  contrary  to  the  non-profit  concept 
of  the  community  hospital.  The  board  fur- 
ther believes  that  the  practice  of  giving 
courtesy  discounts  tends  to  have  the  follow- 
ing effects : 

1.  It  increases  the  cost  of  care  to  all  seg- 
ments of  patients,  thereby  increasing 
the  burden  on  all  others. 


2.  It  jeopardizes  the  tax  exempt  status  of 
a non-profit  hospital. 

3.  It  adversely  affects  the  hospital’s  pub- 
lic relations.  The  public  cannot  under- 
stand courtesy  discounts  to  any  group 
or  individual  when  discounts  are  based 
on  other  than  economic  need. 

4.  It  discourages  those  discounted  to  from 
purchasing  hospitalization  insurance. 

“Therefore,  the  Board  of  Trustees  of  the 
Oklahoma  Hospital  Association,  Inc.,  does 
recommend  that  each  Member  Institution  of 
the  Association  critically  reviewr  its  own  dis- 
count policies,  with  a view  toward  the  total 
elimination  of  all  courtesy  discounts. 

“This  statement  is  not  intended  to  apply 
to  discounts  to  employees ; however,  employee 
discounts  as  a “fringe  benefit”  in  lieu  of 
compensable  salary  should  be  carefully 
weighed  as  to  the  equity  to  all  employees. 
The  hospital  may  prefer  to  purchase  Blue 
Cross  coverage  or  commercial  hospitaliza- 
tion insurance  coverage  for  its  employees 
instead  of  allowing  a discount.” 
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ABSTRACTS 


POSSIBLE  COMPLICATION  OF 
MYOCARDIAL  INFARCTION 

Classically,  the  post-myocardial  infarction  syndrome 
is  characterized  by  pericarditis,  pneumonitis,  pleural 
effusion,  fever,  pleuropericardial  pain,  elevated  sedi- 
mentation rate,  leukocytosis  and  a tendency  to  recur- 
rence. 

In  eleven  cases  studied  by  the  author,  x-ray  findings 
consisted  of  cardiac  enlargement  due  to  pericardial  ef- 
fusion in  all  eleven  patients,  pneumonitis  in  eight  and 
pleural  effusion  in  nine.  Radiographically,  this  syn- 
drome is  most  likely  to  be  confused  with  congestive 
heart  failure  and  pulmonary  infarction.  In  the  former, 
pulmonary  congestion  or  edema  should  be  present 
along  with  the  enlarged  heart  whereas  they  are  usually 
absent  in  the  syndrome.  Pulmonary  infarction  does 
not  usually  cause  as  much  cardiac  enlargement. 

The  author  reports  one  case  of  this  syndrome  occur- 
ring in  a patient  without  a good  history  of  a myocardial 
infarction  or  electrocardiographic  evidence  of  one  on 
admission  to  the  hospital. 

It  is  important  to  recognize  this  syndrome  since  use 
of  anticoagulants  may  produce  a fatal  hemorrhagic 
complication.  Corticosteroids  appear  to  be  of  benefit 
in  severe  cases  that  do  not  subside  spontaneously.  The 
etiology  of  this  syndrome  is  not  known  although  it  has 
been  postulated  that  it  is  due  to  an  autoimmune  phe- 
nomenon related  to  antibodies  to  necrotic  tissue. 

Post-myocardial  Infarction  Syndrome,  Charles  E.  Shop- 

ner,  M.D.,  Radiology,  81:  236,  Aug.  ’63. 

ASPECTS  OF  CYSTIC  FIBROSIS  OF  THE  PANCREAS 

Cystic  Fibrosis  of  the  pancreas  is  one  of  the  impor- 
tant chronic  diseases  of  childhood.  Increased  aware- 
ness and  development  of  new  tests  such  as  the  sweat 
chloride  determination  have  allowed  earlier  diagnosis 
and  recognition  of  varied  manifestations  of  the  dis- 
ease. The  authors  discuss  some  of  the  newer  aspects 
of  the  disease. 

Cirrhosis  of  the  liver  may  occur  as  an  isolated  find- 
ing in  cystic  fibrosis.  Most  cases  are  clinically  latent 
but  cirrhosis  has  been  reported  to  occur  in  as  high  as 
37  per  cent  in  cases  over  three  years  old. 

Rectal  prolapse  occurs  in  about  20  per  cent  of  cases 
due  to  bulky  stools.  Meconium  ileus  is  present  in  about 
five  per  cent  of  cases.  It  should  be  noted  that  the  diag- 
nosis can  be  made  at  one  day  of  age  with  the  pilo- 
carpine iontophoresis  sweat  test.  Intestinal  obstruc- 
tion can  occur  in  older  children  with  this  disease. 

Generalized  edema  and  hypoproteinemia  can  occur. 
This  propably  represents  another  cause  of  exudative 
enteropathy. 

Retinal  findings  of  venous  enlargement,  edema  of 
discs  and  occasional  retinal  hemorrhage  have  been 
reported.  This  is  possibly  comparable  to  similar  find- 
ings in  adults  with  hypercapnia  and  chronic  anoxia. 

Enlargement  of  submaxillary  salivary  glands  was 


found  in  all  cases  over  age  six.  The  percentage  was 
two  per  cent  in  normal  patients. 

Nasal  polyps  were  found  in  6.7  per  cent  of  patients 
with  the  disease.  They  were  frequently  observed  be- 
fore cystic  fibrosis  was  diagnosed. 

A report  on  cardiac  manifestations  revealed  an  in- 
cidence of  seven  per  cent  of  clinically  evident  conges- 
tive failure.  There  was  cardiac  enlargement  in  five 
per  cent,  and  14  per  cent  incidence  of  EKG  evidence 
of  left  ventricular  hypertrophy.  An  autopsy  series 
showed  50  per  cent  of  cases  with  evidence  of  conges- 
tive failure. 

A reported  increased  incidence  of  diabetes  in  fami- 
lies of  patients  having  the  disease  was  not  confirmed 
by  another  study. 

Unusual  x-ray  findings  include  calcification  of  the 
pancreas,  abnormal  mucosal  pattern  of  the  large 
bowel,  calcification  of  the  peritoneum  and  microcolon. 

It  was  noted  that  increased  sweat  chloride  is  found 
in  glycogen  storage  disease  and  Addison’s  disease. 
Adult  cases  can  be  found  by  their  failure  to  reduce 
their  sweat  chloride  after  three  days  of  potent  salt  re- 
tainer such  as  9-alpha-fluorohydrocortisone. 

The  authors  discuss  therapy  only  briefly  but  empha- 
size the  pulmonary  complications,  loss  of  electrolytes 
in  sweat  during  hot  weather  and  the  necessity  of  im- 
munization. 

EDITOR’S  NOTE:  This  is  an  extremely  brief  abstract 
of  a compact  article.  Those  interested  should  read  the 
original  article  and  its  bibliography. 

Recent  Developments  in  Cystic  Fibrosis  of  the  Pan- 
creas, Jimmy  L.  Simon,  M.D.,  Harris  D.  Riley,  M.D., 

Southern  Medical  Journal,  56:  1049-1051,  Sept.  ’63. 


RECENT  PUBLICATIONS 

The  Journal  welcomes  the  opportunity  to  list  current 
publications  by  any  Oklahoma  physician. 

Effect  of  Daily  Applications  of  Sodium  Monofluoro- 
phosphate  Solution  on  Caries  Rate  in  Children.  Paul 
W.  Goaz,  L.  P.  McElwaine,  H.  A.  Biswell,  Wayne  E. 
White,  Journ.  Dent.  Res.  42:  965-972,  1963. 

Agitation,  Anxiety,  brain-damage  and  perceptual-motor 
deficit.  0.  A.  Parsons,  Freda  Morris  and  J.  R. 
Denny,  J.  Clin.  Psychol.  19:  267-271,  1963. 

Thoracic  Emergencies  in  the  Aged.  James  D.  Hardy, 
The  Am.  Journ.  of  Surgery,  105:  543-552,  April,  1963. 
Analysis  of  Preclotting  Technics  for  Prosthetic  Arterial 
Grafts.  Robert  D.  Wuerflein,  Gilbert  Campbell,  The 
Am.  Surg.  29:  179-182,  March,  1963. 

Use  of  the  Strut  Bone  Graft.  W.  K.  West,  Gael  R. 

Frank,  The  Am.  Surgeon,  29:  186-189,  March,  1963. 
Oxygen  Cost  of  Breathing  in  Children.  Harold  David- 
son and  G.  G.  Cayler,  The  Journal  of  Laboratory  and 
Clinical  Medicine,  61:  292.  February,  1963. 

Reprints  of  the  above  publications  are  usually  available  on 
request  from  the  senior  author,  c/o  Mrs.  Joan  Campbell,  Veter- 
ans Administration  Hospital,  921  N.E.  13th  Street,  Oklahoma 
City,  Oklahoma. 
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medical  center 


Dean’s  Message 


In  1947  the  administrative  position  of 
Dean  of  the  School  of  Medicine  included  that 
of  Superintendent  of  the  University  Hos- 
pitals. My  acceptance  of  this  dual  post  was 
with  the  proviso  that  there  be  instituted  a 
Business  Administrator  for  fiscal  affairs  and 
a Medical  Director  for  hospital  operation. 

During  ensuing  years,  universities  moved 
steadily  away  from  the  Dean-Superintendent 
designation  wherever  hospital  operation  and 
other  enterprises  not  concerned  solely  with 
academic  medical  education  were  involved. 
The  preferred  title  for  the  chief  adminis- 
trator became  Director  of  the  Medical  Cen- 
ter or  Vice-President  of  Medical  (or  Health) 
Affairs.  Accordingly,  in  1956,  the  Univer- 
sity of  Oklahoma  Regents  changed  the  ap- 
pointment here  to  that  of  Director  of  the 
Medical  Center  and  Dean  of  the  School  of 
Medicine.  At  the  same  time  they  created 
a separate  position,  Superintendent  of  the 
Hospitals  to  serve  under  the  jurisdiction  of 
the  Director. 

At  least  half  of  the  state  universities  in 
recent  years  have  appointed  specially  trained 
lay  superintendents  of  their  teaching  hos- 
pitals. The  University  of  Oklahoma  became 
one  of  these,  and  consequently  we  encoun- 
tered a need  to  revise  some  of  our  older  pro- 
cedures for  maintaining  professional  con- 
tact and  understanding  between  the  medical 
staff  and  the  superintendent. 

After  considerable  study  and  consultation, 
the  University  Regents  approved  the  estab- 
lishment of  a Hospital  Board,  consisting  of 
the  heads  of  all  clinical  departments  of  the 
School  of  Medicine  and  of  those  officials  con- 
cerned with  hospital  affairs.  This  fairly 
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large  group,  which  meets  at  two  month  in- 
tervals, provides  adequate  representation  of 
the  medical  staff,  but  obviously  cannot  de- 
vote the  time  required  for  careful  study  of 
intricate  problems.  To  remedy  this  defect, 
the  Regents  established  a smaller  group 
from  the  Hospital  Board  as  a Council  to  pre- 
pare manageable  agenda  for  the  board. 

This  reorganization,  in  effect  since  last 
summer,  has  provided  improved  counsel  to 
the  Superintendent  and  the  Director  of  the 
Medical  Center.  A major  problem  worked 
out  in  this  manner  has  been  the  reallocation 
of  hospital  beds,  taking  into  account  require- 
ments for  teaching  and  cogent  factors  aris- 
ing outside  of  the  university.  One  example 
of  the  latter  is  the  definite  change  in  age 
distribution  of  children  referred  to  our  hos- 
pitals for  medical  care.  Another  is  the  fact 
that  some  clinical  departments  have  never 
been  provided  with  a minimally  appropriate 
number  of  beds,  a defect  that  can  be  rem- 
edied satisfactorily  when  additional  hospital 
facilities  are  constructed.  To  help  mean- 
while, several  small  general  admitting  units 
for  temporary  occupancy  are  to  be  organized 
at  the  Children’s  Memorial  Hospital,  as  was 
done  successfully  at  the  main  hospital  some 
years  ago. 

The  advice  and  assistance  which  clinical 
staff  members  have  given  during  the  past 
months,  after  dedicated,  patient  study,  con- 
stitute evidence  that  the  Hospital  Board  and 
Council  arrangement  is  a real  improvement. 
It  can  continue  to  be  effective  in  the  future 
when  dealing  with  such  complicated  prob- 
lems as  residency  programs,  out-patient  op- 
eration, and  detailed  recommendations  for 
the  hospital  construction  committee.  □ 
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Jefferson,  Stephens 

Trustee  (1965) J.  T.  Hicks,  M.D.,  Lawton 

Trustee  (1965)  . . . W.  R.  Cheatwood,  M.D.,  Duncan 
District  14:  Greer,  Harmon,  Jackson,  Kiowa,  Tillman, 
Washita 

Trustee  (1966) C.  L.  Tefertiller,  M.D.,  Altus 

Trustee  (1966)  . . J.  B.  Tolbert,  M.D.,  Mountain  View 
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Convention  Officials 


R.  R.  HANNAS,  JR.,  M.D. 
Sentinel 

General  Chairman 


IRWIN  H.  BROWN,  M.D. 
Oklahoma  City 
Program  Chairman 


Program  Committee 


Earl  M.  Bricker,  Jr.,  M.D. 
Oklahoma  City 


M.  Joe  Crosthwait,  M.D. 
Oklahoma  City 


Raymond  F.  Hain,  M.D. 
Oklahoma  City 


Ben  I.  Heller,  M.D. 
Oklahoma  City 


E.  H.  Kalmon,  M.D. 
Oklahoma  City 


Thomas  E.  Nix,  M.D. 
Oklahoma  City 
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Digest  of  Events 


HOTEL  ACCOMMODATIONS 

Headquarters  for  the  58th  Annual  Meet- 
ing will  be  the  Skirvin  and  Skirvin  Tower 
Hotels,  Oklahoma  City,  where  a large  block 
of  rooms  has  been  reserved  for  members  of 
the  Oklahoma  State  Medical  Association. 
Physicians  are  requested  to  make  their  own 
reservations  by  writing  directly  to  the  Skir- 
vin Hotel,  Broadway  and  Park  Avenue,  Okla- 
homa City — providing  the  hotel  with  dates 
and  times  of  arrival  and  departure.  Other 
excellent  downtown  accommodations  may  be 
made  at  the  Huckins  Hotel,  20  North  Broad- 
way, or  at  the  Sheraton-Oklahoma,  228  West 
Sheridan. 

GENERAL  REGISTRATION 

Registration  will  open  Friday,  May  1st,  at 
8 :30  a.m.  (Scientific  Program  begins  at  9 :30 
a.m.)  on  the  second  floor  of  the  Skirvin  Ho- 
tel. Members  of  the  House  of  Delegates  will 
register  separately  when  the  House  convenes 
on  Friday  morning  at  the  Huckins  Hotel 
(see  below). 

BOARD  OF  TRUSTEES 

The  Board  of  Trustees  of  the  Oklahoma 
State  Medical  Association  will  meet  on 
Thursday  afternoon,  April  30th,  in  the 
Crystal  Room  of  the  Skirvin  Hotel,  begin- 
ning at  1 :30  p.m.  The  annual  Trustees  Din- 
ner will  be  held  at  7:00  p.m.  in  the  Monter- 
rey Room,  preceded  by  a social  hour  at  6 :00 
p.m.  in  the  Regency  Room. 

HOUSE  OF  DELEGATES 

For  the  first  time,  the  annual  House  of 
Delegates  meeting  will  be  divided  into  a 
two-day  event.  The  opening  session  will  be 
held  on  Friday  morning,  May  1st,  in  the 
Garden  Room  of  the  Huckins  Hotel,  and  the 
closing  session  is  scheduled  for  Saturday 
morning,  May  2nd,  in  the  Persian  Room  of 
the  Skirvin  Tower  Hotel.  Both  sessions  will 
convene  at  9 : 00  a.m.,  and  are  expected  to  end 
by  noon  each  day.  Delegates  may  register 
for  both  the  House  of  Delegates  meeting  and 
the  Annual  Meeting  at  a special  registration 


desk  in  the  Huckins  Hotel,  beginning  at  8:00 
a.m.,  May  1st. 

Reference  Committees  of  the  House  of 
Delegates  will  convene  at  5:00  p.m.,  May 
1st,  at  the  conclusion  of  the  afternoon 
scientific  program  (to  permit  Delegates  to 
attend  scientific  sessions).  One  committee 
will  meet  in  the  Venetian  Room  on  the  four- 
teenth floor  of  the  Skirvin  Hotel,  and  three 
additional  committee  hearings  will  be  held 
on  the  second  floor  of  the  Skirvin  in  the 
Crystal  Room,  Regency  Room  and  the  Ex- 
ecutive Suite. 

All  items  of  business  will  be  referred  by 
the  Speaker  of  the  House  of  Delegates  to  ap- 
propriate Reference  Committees.  The  com- 
mittees will  hold  open  hearings  where  any 
member  of  the  OSMA  may  express  his  views 
on  all  matters  being  considered.  Then,  the 
Reference  Committees  will  go  into  executive 
session  for  the  purpose  of  preparing  reports 
and  recommendations  for  presentation  at  the 
closing  session  of  the  House  of  Delegates  on 
May  2nd. 

SCIENTIFIC  SESSIONS 

The  scientific  portion  of  the  annual  meet- 
ing program  will  be  held  all  day  Friday  and 
Saturday,  May  1st  and  2nd. 

On  Friday  morning,  “Motion  Picture  Clin- 
ics” will  be  conducted  in  meeting  rooms  on 
the  second  and  fourteenth  floors  of  the  Skir- 
vin, from  9 :30  a.m.  until  11 :30  a.m. 

An  integrated  program  on  “Blood  Pres- 
sure Mechanisms”  will  be  held  Friday  after- 
noon, from  1 :00  p.m.  until  5 :00  p.m.,  in  the 
Venetian  Room,  fourteenth  floor. 

Four  “Shirt-Sleeve  Sessions”  are  sched- 
uled for  Saturday  morning,  9:30  a.m.  til 
11:30  a.m.,  May  2nd,  in  the  Venetian,  Mon- 
terrey, Crystal  and  Regency  Rooms  of  the 
Skirvin.  Advanced  registration  is  required 
for  these  informal  workshop  meetings.  Sub- 
jects to  be  covered  are  “Common  Dermato- 
logical Problems,”  “Diagnostic  Radiology,” 
“Clinical  Laboratory  Tests,”  and  “Office 
Gynecology.” 

On  Saturday  afternoon,  “Applied  Basic 
Advances”  will  provide  the  theme  for  the 
concluding  scientific  program  of  the  annual 
meeting,  1 :00  p.m.-5  :00  p.m. 


Journal  / April  1964  / Volume  57 


155 


•'  ; ; 


make  your 


now!!! 


for 


/ L/ 


QCC 

n 

/■ 

■\  - 

/ 

nob 

j 

V. 

-/ 

Headquarters 


/At  at  the 

Ikirvin 

CE  2-4411 

BROADWAY  AT  PARK  AVENUE 
OKLAHOMA  CITY,  OKLAHOMA 


AUTO  ENTRANCE  ■ FREE  PARKING  ■ CHILDREN  FREE  « 


156 


Oklahoma  State  Medical  Association 


A detailed  scientific  program  appears  on 
pages  163  to  166  of  this  Journal, 

PETER  E.  RUSSO  MEMORIAL 
CONFERENCE  ON  MEDICINE  AND  RELIGION 

In  memory  of  the  late  OSMA  President- 
Elect,  Peter  E.  Russo,  M.D.,  the  first  OSMA 
Conference  on  Medicine  and  Religion  will  be 
held  from  8 :00  a.m.-9  :30  a.m.,  Sunday  morn- 
ing, May  3rd,  in  the  Persian  Room  of  the 
Skirvin  Tower.  The  public,  lay  and  profes- 
sional church  leaders,  and  members  of  the 
medical  profession  and  their  families  will  be 
invited  to  attend  this  conference,  which  will 
feature  outstanding  medical  and  religious 
leaders.  The  theme:  “The  Relationship  of 
the  Doctor,  Minister  and  the  Patient  in  Ill- 
ness.” Details  on  page  166. 

BUSINESS  SIDE  OF  MEDICAL  PRACTICE 

One  of  the  nation’s  top  professional  man- 
agement consultants,  Mr.  Clayton  E.  Scrog- 
gins, Cincinnati,  Ohio,  will  “teach  school”  on 
Sunday  morning,  from  10 :00  a.m.  until 
noon. 

Four  15-minute  presentations,  each  fol- 
lowed by  a question  and  answer  period,  will 
cover  such  subjects  as  “Increasing  Produc- 
tivity,” “Selection,  Hiring  and  Training  of 
Personnel,”  and  “Solo  vs.  Partnership  vs. 
Group  Practice.” 

OMPAC  LUNCHEON 

All  physicians  and  their  wives  who  are 
members  (or  who  are  interested  in  becom- 
ing members)  of  the  Oklahoma  Medical  Po- 
litical Action  Committee  are  invited  to  at- 
tend a special  Sunday  luncheon  meeting,  to 
be  held  on  May  3rd  at  12 :30  p.m.  in  the  Crys- 
tal Room  of  the  Skirvin  Hotel.  The  featured 
speaker  will  be  Blair  J.  Henningsgaard, 
M.D.,  Astoria,  Oregon. 

Following  the  luncheon  and  program,  the 
OMPAC  members  will  hold  their  annual 
business  meeting. 

EXHIBITS 

Forty  technical  displays  by  firms  offer- 
ing products  and  services  to  Oklahoma  phy- 
sicians may  be  seen  on  the  fourteenth  floor 
of  the  Skirvin  Hotel.  Exhibit  hours  are  9 :00 
a.m.-5 :00  p.m.  on  May  1st  and  May  2nd,  and 
from  9 :30  a.m.  until  noon  on  May  3rd. 

In  addition,  there  will  be  twelve  scientific 
and  institutional  exhibits  located  on  the  sec- 


ond floor,  surrounding  the  general  registra- 
tion desk.  A lounge  and  the  Physicians’  Hob- 
by Show  will  be  in  the  same  area. 

HOBBY  SHOW 

Sponsored  by  the  Woman’s  Auxiliary,  the 
Physicians’  Hobby  Show  will  display  the 
crafts  and  hobbies  of  Oklahoma  physicians 
and  their  wives.  This  popular  feature  of  the 
annual  meeting  may  be  seen  Friday,  Satur- 
day and  Sunday,  on  the  second  floor  of  the 
Skirvin. 

PRESIDENT'S  INAUGURAL  DINNER-DANCE 

On  Saturday  night,  May  2nd,  the  annual 
President’s  Inaugural  Dinner-Dance  will  be 
held  in  the  Skirvin  Tower’s  Persian  Room 
at  7 :30  p.m.,  preceded  by  a social  hour  at 
6 :30  p.m.  Following  dinner  and  the  inaugu- 
ration of  Harlan  Thomas,  M.D.,  Tulsa,  as 
OSMA  President,  physicians  and  their  wives 
may  dance  until  1 :00  a.m.  to  the  melodies  of 
the  famous  Joe  Reichman  Orchestra. 

Tickets  for  the  social  hour,  prime  rib  din- 
ner and  dance  are  only  $7.50  each.  They  may 
be  ordered  now  from  the  OSMA  Executive 
Office,  Box  18696,  Oklahoma  City. 

PAST-PRESIDENTS'  BREAKFAST 

The  traditional  breakfast  for  former  pres- 
idents of  the  OSMA  will  be  held  on  Saturday 
morning,  7 :30  a.m.,  at  the  Oklahoma  Medical 
Research  Foundation,  825  N.E.  13th,  Okla- 
homa City. 

AUXILIARY  MEETING 

The  Woman’s  Auxiliary  to  the  OSMA  will 
meet  April  30-May  2nd  in  the  Huckins  and 
Skirvin  Hotels.  A full  program  is  contained 
on  pages  198  to  195. 

SPORTS  EVENTS 

Golf  and  Tennis  Tournaments  are  sched- 
uled for  Friday  and  Sunday  afternoons,  re- 
spectively. Golfing  begins  at  noon  at  the 
Twin  Hills  Golf  and  Country  Club,  3401  N.E. 
36th  ($6.50  greens  fee)  and  tennis  matches 
start  at  noon,  Oklahoma  City  Racquet  Club, 
5620  N.  Portland. 

Golf  trophies  and/or  prizes  will  be  pre- 
sented at  the  President’s  Inaugural  Dinner- 
Dance.  Register  for  the  tennis  tournament 
at  the  general  registration  desk,  second  floor, 
Skirvin  Hotel.  Golfers  will  register  at  the 
pro  shop. 
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ARE  YOU  FAMILIAR  WITH 
THE  NEW  OSMA  GROUP  LIFE 
INSURANCE  PROGRAM? 


The  Council  on  Insurance  is  happy  to  an* 
nounce  a new  Group  Term  Life  Insurance  Pro- 
gram. Your  Council  has  made  an  extensive  study 
of  other  association  group  life  insurance  pro- 
grams, and  we  now  offer  the  lowest  cost  associa- 
tion program  available  today. 


^ Accidental  death  benefit  included 

^ Waiver  of  premium  included 

^ Dismemberment  and  loss  of  sight 
included 

^ Full  aviation  coverage 


If  Death 

Plan  Pays 

If  Death 

Plan  Pays 

Occurs 

This  Amount 

Occurs 

This  Amount 

At  Age 

of  Coverage 

At  Age 

of  Coverage 

25 

$33,125 

47 

$13,125 

26 

32,750 

48 

12,125 

27 

32,625 

49 

11,250 

28 

32,375 

50 

10,375 

29 

32,000 

51 

9,500 

30 

31,750 

52 

8,750 

31 

31.250 

53 

8,125 

32 

30,750 

54 

7,500 

33 

2^,875 

55 

6,875 

34 

29,125 

56 

6,375 

35 

28,125 

57 

5,875 

36 

26.875 

58 

5,375 

37 

25  625 

59 

5,000 

38 

24  375 

60 

4,625 

39 

22.875 

61 

4,250 

40 

21,625 

62 

4,000 

41 

20  250 

63 

3A25 

42 

18  875 

64 

3,375 

43 

17  500 

65 

3.125 

44 

16  375 

66 

2.875 

45 

15  250 

67 

2.625 

46 

14,125 

68 

2.375 

UNDERWRITTEN  BY  THE  69  2,250 


Massachusetts  Mutual 

Your  cost 

$125.00  of9age'eSS 


Life  Insurance  Company 

Walter  C.  Wilson,  C.L  U.,  Administrator 
1280  First  National  Building 
Oklahoma  City,  Oklahoma 
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GUEST  SPEAKERS 


Doctor  Henningsgaard, 
Oregon  internist,  is  a Di- 
rector of  the  American  Med- 
ical Political  Action  Com- 
mittee. His  state  medical 
association  has  elected  him 
to  such  offices  as  President, 
Speaker  of  the  House  of 
Delegates,  and  Councilor. 
At  the  present  time,  he  is  a 
Delegate  to  the  AMA. 

He  will  appear  at  the 
OMPAC  LUNCHEON,  Sun- 
day noon,  May  3. 


B.  J.  Henningsgaard,  M.D. 
AMPAC 

Astoria,  Oregon 


Chaplain  Armen  Jorjorian 

St.  Luke’s  Episcopal 
Hospital 
Houston,  Texas 


The  Reverend  Jorjorian 
holds  degrees  from  North- 
western University,  Sea- 
bury  Western  Theological 
Seminary,  and  Columbia 
University.  He  is  a noted 
author  and  educational 
leader  in  the  field  of  clinical 
pastoral  training. 

He  will  appear  Sunday 
morning  at  the  Peter  E. 
Russo  Memorial  Conference 
on  Medicine  and  Religion. 


Harold  O.  Perry,  M.D. 

Dermatology 
Rochester,  Minnesota 


Doctor  Perry  is  Consultant  in  Der- 
matology, Mayo  Clinic,  and  Assistant 
Professor  of  Dermatology,  Mayo 
Foundation  Graduate  School.  Pre- 
med  and  medical  education  were  re- 
ceived at  the  University  of  Minne- 
sota, and  he  is  certified  by  the  Amer- 
ican Board  of  Dermatology  and 
Syphilology. 

Doctor  Perry  will  participate  in 
the  Saturday  morning  shirt-sleeve 
session  on  dermatology  and  in  the 
afternoon  program  “Applied  Basic 
Advances.” 


J.  David  Robertson,  M.D. 

Neuropathology 
Belmont,  Massachusetts 


Doctor  Robertson  received  his  med- 
ical degree  from  Harvard  Medical 
School,  and  has  a Ph.D.  in  Biochem- 
istry from  the  Massachusetts  Insti- 
tute of  Technology.  At  the  present 
time,  he  is  Associate  Professor  of 
Neuropathology,  Harvard,  and  Bio- 
physicist of  McLean  Hospital,  Bel- 
mont, Massachusetts.  His  research 
has  emphasized  the  unit  membrane 
concept  and  synaptic  structure  in 
nerve  tissue. 

Doctor  Robertson  will  appear  Sat- 
urday afternoon,  May  2nd. 


Milford  0.  Rouse,  M.D. 

Chairman,  AMA  Medicine  and 
Religion  Committee 
Dallas,  Texas 

Doctor  Rouse  is  Chairman  of  the 
AMA’s  Advisory  Committee  on  Med- 
icine and  Religion,  and  is  Speaker 
of  the  AMA  House  of  Delegates. 
Other  honors  include  the  presidencies 
of  the  Dallas  Southern  Clinical  So- 
ciety, the  Texas  Medical  Association, 
and  the  Southern  Medical  Associa- 
tion. 

He  will  appear  Sunday  morning  at 
the  Peter  E.  Russo  Memorial  Con- 
ference on  Medicine  and  Religion. 


Mr.  Scroggins  operates 
a management  firm  bear- 
ing his  name.  He  is  a grad- 
uate of  Ohio  Wesleyan  Uni- 
versity and  has  been  Na- 
tional President,  Society  of 
Professional  Business  Con- 
sultants. He  is  an  Editorial 
Consultant  for  Medical  Ec- 
onomics Magazine. 

Mr.  Scroggins  will  appear 
Sunday  morning,  conducting 
a two-hour  program  on 
“The  Business  Side  of  Med- 
ical Practice.” 


Clayton  L.  Scroggins 
Professional  Business 
Consultant 
Cincinnati,  Ohio 


The  Reverend  McCleave, 
a Presbyterian  minister, 
graduated  from  the  College 
of  Emporia,  Emporia,  Kan- 
sas, and  later  took  graduate 
study  at  the  Presbyterian 
Theological  Seminary,  Oma- 
ha. He  served  as  President, 
College  of  Emporia,  from 
1948-1952. 


Rev.  Dr.  Paul  B.  McCleave  Reverend  McCleave  will 
Director,  AMA  Department  appear  Sunday  morning, 
of  Medicine  and  Religion  May  3rd. 

Chicago,  Illinois 
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Program  Participants 


Earl  M.  Bricker,  Jr.,  M.D. 
Obstetrics-Gynecology 
Oklahoma  City 


John  P.  Colmore,  M.D. 
Internal  Medicine 
Oklahoma  City 


Francis  J.  Haddy,  M.D. 
Physiology 
Oklahoma  City 


Jess  Hensley,  M.D. 
Pathology 
Oklahoma  City 


Gilbert  S.  Campbell,  M.D. 
Surgery 
Oklahoma  City 


Robert  W.  Dean,  M.D. 
Obstetrics-Gynecology 
Tulsa 


Raymond  F.  Hain,  M.D. 
Pathology 
Oklahoma  City 


Phyllis  E.  Jones,  M.D. 
Dermatology 
Oklahoma  City 


Donald  G.  Clements,  M.D. 
Radiology 
Tulsa 


Jess  D.  Green,  Jr.,  M.D. 
Pathology 
Bartlesville 


Walter  K.  Hartford,  M.D. 
Obstetrics-Gynecology 
Oklahoma  City 


E.  H.  Kalmon,  M.D. 
Radiology 
Oklahoma  City 


Farris  W.  Coggins,  M.D. 
Obstetrics-Gynecology 
Oklahoma  City 


C.  G.  Gunn,  M.D. 
Internal  Medicine 
Oklahoma  City 


Ben  I.  Heller,  M.D. 
Internal  Medicine 
Oklahoma  City 


William  G.  McCreight,  M.D. 
Dermatology 
Oklahoma  City 
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Thomas  E.  Nix,  M.D. 
Dermatology 
Oklahoma  City 


G.  Victor  Rohrer,  M.D. 
Internal  Medicine 
Oklahoma  City 


C.  E.  Shopfner,  M.D. 
Pediatric  Radiology 
Oklahoma  City 


W.  0.  Smith,  M.D. 
Internal  Medicine 
Oklahoma  City 


Webb  M.  Thompson,  M.D. 
Pediatric  Cardiology 
Oklahoma  City 


Sidney  Traub,  M.D. 
Radiology 
Oklahoma  City 


Theodore  W.  Violett,  M.D. 
Pathology 
Oklahoma  City 


Joseph  M.  White,  M.D. 
Anesthesiology 
Oklahoma  City 


THE  SAFE  - SANITARY 
DISPOSABLE  ENEMA  KIT 

(ALSO  USED  AS  A FEMININE  HYGIENE  KIT) 

INCLUDED  IS  A QUART  SIZE  FLUID 
BAG,  FOUR  FT.  HOSE,  AND  NOZZLE 


IN  A PACKAGE  JUST  LONGER  THAN  A ROLL 
OF  DIMES 


SAVES  STORAGE  SPACE  . . . 
SAVES  TIME  AND  LABOR  IN 
APPLICATION.  ECONOMICAL  WITH 


BULK  PRICES  ON  REQUEST. 


OKLAHOMA  GENERAL  PRODUCTS,  INC. 
206  N.E.  46  OKLAHOMA  CITY,  OKLAHOMA 
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Friday  Morning,  May  1,  1964 

MOTION  PICTURE  CLINIC  I— VENETIAN  ROOM,  SKIRVIN  HOTEL 

M.  Joe  Crosthwait,  M.D.,  Oklahoma  City,  Presiding 

THE  ESSENTIALS  OF  EXTERNAL  CARDIO-PULMONARY  RESUSCITATION 
Shown  with  a practice  manikin. — Demonstrator:  David  D.  Snyder,  M.D.,  Okla- 
homa City,  Clinical  Assistant  in  Surgery,  O.U.  Medical  Center 
Intermission — Visit  Exhibits 

MEDICAL  GRAND  ROUNDS— DIAGNOSIS  AND  MANAGEMENT  OF  ACUTE 
ABDOMINAL  PROBLEMS 
11:00  a.m.  Intermission— Visit  Exhibits 
11:05  a.m.  NO  REAL  PATHOLOGY 
11:30  a.m.  ADJOURNMENT 


9:30  a.m. 


9:50  a.m. 
10:00  a.m. 


MOTION  PICTURE  CLINIC  ll-CRYSTAL  ROOM,  SKIRVIN  HOTEL 

M.  Joe  Crosthwait,  M.D.,  Oklahoma  City,  Presiding 

9:30  a.m.  ESSENTIALS  OF  NEUROLOGICAL  EXAMINATIONS 
10:20  a.m.  Intermission— Visit  Exhibits 

10:30  a.m.  CURRENT  TRENDS  IN  THE  CLINICAL  MANAGEMENT  OF  DIABETES 
10:50  a.m.  Intermission— Visit  Exhibits 

11:00  a.m.  THE  ESSENTIALS  OF  EXTERNAL  CARDIO-PULMONARY  RESUSCITATION 
Demonstration  by  Doctor  Snyder 
11:30  a.m.  ADJOURNMENT 


Friday  Afternoon,  May  1,  1964 


BLOOD  PRESSURE  MECHANISMS— VENETIAN  ROOM,  SKIRVIN  HOTEL 


1:00  p.m. 
1:05  p.m. 

1:30  p.m. 
2:00  p.m. 


2:50  p.m. 
3:05  p.m. 


3:45  p.m. 


Ben  I.  Heller,  M.D.,  Oklahoma  City,  Presiding 

INTRODUCTORY  REMARKS 

Ben  I.  Heller,  M.D.,  Oklahoma  City,  Professor  and  Head,  Department  of 
Clinical  Pathology,  O.U.  Medical  Center 
FACTORS  REGULATING  BLOOD  PRESSURE 

Francis  J.  Haddy,  M.D.,  Ph.D.,  Oklahoma  City,  Professor  and  Head,  De- 
partment of  Physiology,  O.U.  Medical  Center 
A discussion  of  factors  involved  in  the  regulation  of  blood  pressure,  using  a 
schematic  diagram  to  explain  the  hemodynamic,  neurogenic,  hormonal  and 
other  factors  concerned. 

ABNORMAL  BLOOD  PRESSURE 
Doctor  Haddy 

A discussion  of  various  forms  of  hypertension  and  hypotension 
CASE  PRESENTATIONS— HIGH  AND  LOW  BLOOD  PRESSURE* 

Presented  by: 

G.  Victor  Rohrer,  M.D.,  Oklahoma  City,  Clinical  Assistant  in  Internal  Medi- 
cine, O.U.  Medical  Center 
Discussants: 

W.  O.  Smith,  M.D.,  Oklahoma  City,  Chief  of  Medical  Service,  Veterans  Ad- 
ministration Hospital 
Doctor  Heller 

Gilbert  S.  Campbell,  M.D.,  Oklahoma  City,  Professor  of  Surgery  and  Chief 
of  Thoracic  Surgery,  O.U.  Medical  Center 

Joseph  M.  White,  M.D.,  Oklahoma  City,  Professor  and  Head,  Department 
of  Anesthesiology,  O.U.  Medical  Center 
*Questions  from  the  floor  invited 
Intermission— Visit  Exhibits 

THE  MANAGEMENT  OF  ABNORMAL  BLOOD  PRESSURE 

John  P.  Colmore,  M.D.,  Oklahoma  City,  Associate  Professor  of  Medicine  and 
Director,  Experimental  Therapeutics  Unit  of  the  Department  of  Medicine, 
O.U.  Medical  Center 

A discussion  of  drug  therapy  in  the  management  of  hypertension  and  hypotension 
PANEL  DISCUSSION  OF  BLOOD  PRESSURE  PROBLEMS* 

Moderator:  Doctor  Heller 
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Medicine:  Doctor  Colmore 
Surgery.  Doctor  Campbell 
Physiology:  Doctor  Haddy 
Anesthesiology:  Doctor  White 

Pediatrics:  Webb  M.  Thompson,  M.D.,  Oklahoma  City,  Assistant  Professor 
of  Pediatrics,  O.U.  Medical  Center 

Specific  clinical  problems,  research,  and  current  concepts  of  hypertension  and 
hypotension  in  medicine,  pediatrics  and  surgery 
-'Questions  from  the  floor  invited 
5:00  p.m.  ADJOURNMENT 

Saturday  Morning,  May  2,  1964 


(Four  simultaneous  “Shirtsleeve  Sessions ” are  planned,  if  pre-registration  shows 
sufficient  interest  in  the  courses  offered.  Physicians  have  been  asked  to  pre- 
register for  their  first  and  second  choices  of  the  following  selection) 


COURSE  I— COMMON  DERMATOLOGICAL  PROBLEMS 
MONTERREY  ROOM-SKIRVIN  HOTEL 

Thomas  E.  Nix,  Jr.,  M.D.,  Oklahoma  City,  Presiding 

9:30  a.m.  Moderator:  Thomas  E.  Nix,  Jr.,  Oklahoma  City,  Instructor  in  the  Depart- 
to  ment  of  Dermatology,  O.U.  Medical  Center 

11:30  a.m.  Participants : 

Harold  0.  Perry,  M.D.,  Rochester,  Minnesota,  Consultant  in  Dermatology, 
Mayo  Clinic,  and  Assistant  Professor  of  Dermatology,  Mayo  Foundation 
Graduate  School,  University  of  Minnesota 

Phyllis  E.  Jones,  M.D.,  Oklahoma  City,  Clinical  Professor  and  Chairman  of 
the  Department  of  Dermatology,  O.U.  Medical  Center 
William  G.  McCreight,  M.D.,  Oklahoma  City,  Associate  Professor  of  Derma- 
tology, O.U.  Medical  Center 

Diagnosis  and  treatment  of  tinea,  psoriasis,  allergic  dermatitis,  warts  and 
other  dermatoses 


COURSE  II— DIAGNOSTIC  RADIOLOGY 
CRYSTAL  ROOM-SKIRVIN  HOTEL 


9:30  a.m. 

9:45  a.m. 
10:00  a.m. 


10:15  a.m. 


10:30  a.m. 


E.  H.  Kalmon,  M.D.,  Oklahoma  City,  Presiding 

PLAIN  FILM  DIAGNOSIS  OF  THE  HERNIATED  LUMBAR  DISC 

Sidney  Traub,  M.D.,  Oklahoma  City,  Professor  and  Head,  Department  of 
Radiology,  O.U.  Medical  Center 
PLAIN  FILM  DIAGNOSIS  OF  THE  ACUTE  ABDOMEN 
Donald  G.  Clements,  M.D.,  Tulsa 
BRON CHIOLAR  CARCINOMA 

E.  H.  Kalmon,  M.D.,  Oklahoma  City,  Associate  Professor  of  Radiology,  O.U. 
Medical  Center 

WHAT’S  NEW  IN  PEDIATRIC  RADIOLOGY? 

Charles  E.  Shopfner,  M.D.,  Oklahoma  City,  Associate  Professor  of  Radiology, 
O.U.  Medical  Center 
PROBLEM  FILM  CLINIC 

Registrants  may  present  their  own  films,  with  concise  histories,  to  the  panel 
for  discussion 


COURSE  III— CLINICAL  LABORATORY  TESTS 
REGENCY  ROOM-SKIRVIN  HOTEL 

Raymond  F.  Hain,  M.D.,  Oklahoma  City,  Presiding 

9:30  a.m.  CURBSTONE  CONSULTATIONS  ON  OLD  AND  NEW  TESTS— THEIR  RELIA- 
to  BILITY,  INTERPRETATION  AND  JUSTIFICATION 

11:30  a.m.  Moderator:  Raymond  F.  Hain,  M.D.,  Oklahoma  City,  President  of  The  Okla- 
homa Association  of  Pathologists,  Associate  Professor  of  Pathology,  O.U. 
Medical  Center 
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Panelists : 

Jess  D.  Green,  Jr.,  M.D.,  Bartlesville 
Jess  Hensley,  M.D.,  Oklahoma  City 
Theodore  W.  Violett,  M.D.,  Oklahoma  City 
SAMPLE  PROBLEM  CASES  TO  BE  DISCUSSED,  AS  TIME  ALLOWS: 
Problem  I:  Two  patients  suspected  of  having  myocardial  infarct.  SGOT  in  first 
patient  is  28,  SGOT  in  second  patient  is  830.  Which  patient  has  an  infarct? 
Problem  II:  Patient  being  evaluated  for  possible  pregnancy.  Immunologic  test 
is  positive  and  the  frog  test  is  negative.  Is  she  or  is  she  not  pregnant? 

COURSE  IV— OFFICE  GYNECOLOGY 
VENETIAN  ROOM-SKIRVIN  HOTEL 

Earl  M.  Bricker,  Jr.,  M.D.,  Oklahoma  City,  Presiding 

9:30  a.m.  THE  STERILE  COUPLE 

Earl  M.  Bricker,  Jr.,  M.D.,  Oklahoma  City,  Clinical  Instructor,  Department  of 
Obstetrics  and  Gynecology,  O.U.  Medical  Center 
10:00  a.m.  THE  USE  OF  PESSARIES 

Robert  W.  Dean,  M.D.,  Tulsa 

10:30  a.m.  DIAGNOSIS  AND  TREATMENT  OF  VAGINAL  DISCHARGE 

Farris  W.  Coggins,  M.D.,  Oklahoma  City,  Assistant  Clinical  Professor,  De- 
partment of  Obstetrics  and  Gynecology,  O.U.  Medical  Center 
11:00  a.m.  CYTOLOGY 

Walter  K.  Hartford,  M.D.,  Oklahoma  City,  Associate  Clinical  Professor,  De- 
partment of  Obstetrics  and  Gynecology,  O.U.  Medical  Center 


Saturday  Afternoon,  May  2,  1964 

APPLIED  BASIC  ADVANCES— VENETIAN  ROOM,  SKIRVIN  HOTEL 

R.  R.  Hannas,  Jr.,  M.D.,  Sentinel,  Presiding 

1:00  p.m.  INTRODUCTORY  REMARKS 

R.  R.  Hannas,  Jr.,  M.D.,  Sentinel,  Assistant  Clinical  Professor  of  Medicine, 
O.U.  Medical  Center 

1:05  p.m.  THE  DIVERSE  CLINICAL  MANIFESTATIONS  OF  PORPHYRIN  METABOLIC 
DISORDERS— A MULTIPLE  SYSTEM  DISEASE 

Harold  O.  Perry,  M.D.,  Mayo  Clinic,  Rochester,  Minnesota 
Pathogenesis,  diagnosis  and  management  of  an  often  unrecognized  disease 
involving  nervous  system,  liver,  blood,  gastrointestinal  tract  and  skin 
1:45  p.m.  THE  CELL  AS  IT  IS  KNOWN  TO  BE— THE  UNIT  MEMBRANE 

J.  David  Robertson,  M.D.,  Belmont,  Massachusetts,  Assistant  Professor  of 
Neuropathology,  Harvard  Medical  School 
An  updating  of  knowledge  of  the  target  of  our  therapy 
2:35  p.m.  Intermission— Visit  Exhibits 

2:50  p.m.  PULMONARY  CIRCULATION— APPLIED  PHYSIOLOGY  IN  PATIENT  CARE 
Gilbert  S.  Campbell,  M.D.,  Oklahoma  City,  Professor  of  Surgery  and  Chief 
of  Thoracic  Surgery,  O.U.  Medical  Center 
3:30  p.m.  PANEL:  CLINICAL  IMPLICATIONS  OF  THE  ABOVE  SUBJECTS 
Moderator:  Doctor  Hannas 
Panelists : 

Doctors  Perry,  Campbell,  Robertson,  and  C.  G.  Gunn,  M.D.,  Associate  Pro- 
fessor of  Medicine  and  Physiology,  O.U.  Medical  Center 
5:00  p.m.  ADJOURNMENT 

Saturday  Evening,  May  2,  1964 

PRESIDENT'S  INAUGURAL  DINNER-DANCE— PERSIAN  ROOM,  SKIRVIN  TOWER 

6:30  p.m.  SOCIAL  HOUR,  PRIME  RIB  DINNER,  INAUGURAL  CEREMONIES  AND 
to  DANCING  TO  THE  JOE  REICHMAN  ORCHESTRA 

1:00  a.m. 
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Sunday  Morning,  May  3,  1964 

PETER  E.  RUSSO  MEMORIAL  CONFERENCE  ON  MEDICINE  AND  RELIGION— 
PERSIAN  ROOM,  SKIRVIN  TOWER 

Allen  E.  Greer,  M.D.,  Oklahoma  City,  Presiding 

Man  is  a whole  being,  and  in  ill  health,  he  requires  total  care  and  treatment. 
A discussion  of  the  physical,  spiritual,  mental  and  social  factors  affecting  health. 
8:00  a.m.  INTRODUCTORY  REMARKS 

Allen  E.  Greer,  M.D.,  Oklahoma  City,  Chairman,  OSMA  Medicine  and  Re- 
ligion Committee 

8:05  a.m.  THE  RELATIONSHIP  OF  THE  DOCTOR,  MINISTER  AND  PATIENT  IN  ILL- 
NESS 

Rev.  Dr.  Paul  B.  McCleave,  Chicago,  Director,  Department  of  Medicine 
and  Religion,  American  Medical  Association 
8:10  a.m.  A PHYSICIAN’S  VIEWPOINT 

Milford  0.  Rouse,  M.D.,  Dallas,  Chairman  of  the  AMA’s  Advisory  Commit- 
tee on  Medicine  and  Religion;  and  Speaker  of  the  House  of  Delegates,  Ameri- 
can Medical  Association 

8:40  a.m.  THE  MINISTER’S  RESPONSIBILITY 

Rev.  Armen  D.  Jorjorian,  Houston,  Religious  Director  and  Chaplain,  St. 
Luke’s  Episcopal  Hospital 

9:10  a.m.  CASES  OF  NEED  FOR  THE  DOCTOR-MINISTER  TEAM 
Moderator:  Reverend  McCleave 
Discussants:  Doctor  Rouse  and  Reverend  Jorjorian 
9:30  a.m.  ADJOURNMENT 

THE  BUSINESS  SIDE  OF  MEDICAL  PRACTICE 
VENETIAN  ROOM-SKIRVIN  HOTEL 

Irwin  H.  Brown,  M.D.,  Oklahoma  City,  Presiding 

10:00  a.m.  INTRODUCTORY  REMARKS 

Irwin  H.  Brown,  M.D.,  Oklahoma  City,  Program  Chairman,  Annual  Meeting 
of  the  Oklahoma  State  Medical  Association 
10:05  a.m.  MEDICAL  ECONOMICS  AND  YOU 

Clayton  L.  Scroggins,  Cincinnati,  owner  of  Clayton  L.  Scroggins  Associates— 
Professional  Business  Management 
Question  and  Answer  Period 
10:30  a.m.  INCREASING  PRODUCTIVITY 
Mr.  Scroggins 

Question  and  Answer  Period 

11:00  a.m.  PERSONNEL — SELECTIN G , HIRING  AND  TRAINING 
Mr.  Scroggins 

Question  and  Answer  Period 

11:30  a.m.  ASSOCIATION  PRACTICE— SOLO  VS.  PARTNERSHIP  VS.  GROUP  PRACTICE 
Mr.  Scroggins 

Question  and  Answer  Period 

Sunday,  12:30  p.m.,  May  3,  1964 


LUNCHEON-OKLAHOMA  MEDICAL  POLITICAL  ACTION  COMMITTEE 
CRYSTAL  ROOM-SKIRVIN  HOTEL 

12:30  p.m.  THE  ANNUAL  LUNCHEON  MEETING  OF  OMPAC 

to  Physicians  and  their  wives  are  invited — whether  OMPAC  members  or  not — 
2:00  p.m.  to  attend  the  luncheon  and  hear  Blair  J.  Henningsgaard,  M.D.,  Astoria,  Oregon, 
speak  on  “The  Role  of  Oklahoma  Physicians  in  Political  Action.”  Doctor 
Henningsgaard  is  a Director  of  the  American  Medical  Political  Action  Com- 
mittee. Tickets  are  $3.00  each,  available  at  the  general  registration  desk. 
Following  the  luncheon  and  talk,  the  annual  business  meeting  will  be  con 
ducted  for  OMPAC  members. 
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Technical  Exhibitors 


The  Technical  Exhibitors  of  the  58th  Annual  Meeting  of  the  Oklahoma  State  Medical 
Association  will  be  located  on  the  14th  floor,  Skirvin  Hotel,  in  the  immediate  vicinity  of 
the  main  lecture  room. 

Displays  will  be  featured  by  the  following  firms: 


Abbott  Laboratories 
Allergy  Laboratories,  Inc. 

Blue  Cross-Blue  Shield  Plans  of  Oklahoma 

Catlin  Aviation  Company 

Ciba  Pharmaceutical  Products,  Inc. 

The  Coca-Cola  Company 

Dictaphone  Corporation 

Electrodyne  Company,  Inc. 

Encyclopaedia  Britannica 

First  National  Bank  and  Trust  Company 

C.  L.  Frates  & Co.,  Inc. 

Geigy  Pharmaceuticals 

Great  Books  of  the  Western  World 

Kay  Pharmacal  Company 

Kinser  Manufacturing  Company 

Massachusetts  Mutual  Life  Insurance  Co. 

Eli  Lilly  and  Company* 

Mead  Johnson  & Company 

Medco  Products  Company 

Merck  Sharp  & Dohme 

Merrill  Lynch,  Pierce,  Fenner  & Smith 

"Contributor  to  the  scientific  program. 
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The  Mid- West  Surgical  Supply  Company 
Mutual  Benefit  Insurance  Company 
Oklahoma  Association  of  Electric 
Cooperatives,  Inc. 

Ortho  Pharmaceutical  Corporation 
Parke,  Davis  & Company 
Pfizer  Laboratories 

R.  J.  Reynolds  Tobacco  Company 

S. C.M.  Corporation 

St.  Paul  Insurance  Companies 
Sandoz  Pharmaceuticals 
Julius  Schmid,  Inc. 

G.  D.  Searle  & Company 
7-Up  Bottling  Company 
E.  R.  Squibb  & Sons 
S.  J.  Tutag  & Company 
The  Upjohn  Company 
Wallace  Laboratories 
Warner-Chilcott  Laboratories 
Westwood  Pharmaceuticals 
Zimmer  Fracture  Equipment 
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It  hasn’t  been  so  long  ago  that  “outdoor 
plumbing”  was  a part  of  rural  living  — and  a 
public  health  hazard.  But  Oklahoma’s  Rural 
Electric  Cooperatives  have  changed  the  “path” 
to  a bath  with  plentiful,  low-cost  electricity 
that  makes  an  adequate  water  supply  and 
modern  sanitation  possible. 

Today,  more  than  ever  before,  Oklahoma 
REC’s  make  rural  living  a rewarding  way  of 
life,  because  REC  electricity  means  modern 
lights,  heat,  and  refrigeration  to  rural  families. 
Not  only  do  Oklahoma’s  farm  families  now 
have  the  necessities  of  modern  sanitation  and 
refrigeration,  but  also  they  enjoy  the  many 
labor-saving  electrical  appliances  and  ma- 
chines that  give  them  more  leisure  time  be- 
cause of  electricity  from  REC. 


You  and  your  family  benefit  from  Oklahoma 
REC  electricity,  too.  Because  electric  coopera- 
tives are  working  out  in  the  country,  providing 
power  for  Oklahoma’s  food  and  fiber  producers, 
your  wife  buys  more  food  of  better  quality  for 
less  money  at  her  supermarket.  And  you,  better 
than  most  people,  know  that  the  food  on  your 
table  is  fresher,  cleaner,  healthier,  because 
REC  electricity  makes  modern  refrigeration 
and  sanitation  possible. 

The  next  time  you  drink  a glass  of  pure 
milk,  eat  a sizzling  steak,  enjoy  a weekend  at 
an  isolated  lakeside  cabin  with  lights,  refriger- 
ation and  modern  plumbing,  or  stop  for  gas 
at  a filling  station  far  from  other  power 
sources,  remember  . . . 


One  of  Oklahoma’s  Great  Tax-Paying,  Free  Enterprise  Businesses  . . . 


OKLAHOMA  RURAL  ELECTRIC  COOPERATIVES 
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Related  Meetings 


Oklahoma  Chapter,  American  College 
of  Surgeons 

Chapter  members  and  wives  will  hold  their 
annual  buffet  dinner  meeting  May  1st,  in 
the  large  meeting  room  on  the  fifth  floor  of 
the  Skirvin  Tower  Hotel,  beginning  with 
cocktails  at  6:00  p.m.,  and  dinner  at  7:00 
p.m. 


Oklahoma  Medical  Political  Action  Committee 

A luncheon  meeting  will  be  held  Sunday, 
May  3rd,  at  12:30  p.m.  in  the  Crystal  Room 
of  the  Skirvin  Hotel.  The  featured  speaker 
will  be  Blair  J.  Henningsgaard,  M.D., 
AMPAC  Director  from  Astoria,  Oregon,  who 
will  speak  on  “The  Role  of  Oklahoma  Phy- 
sicians in  Political  Action.”  Tickets  are 
$3.00,  available  at  the  General  Registration 
Desk,  OSMA  Annual  Meeting,  Skirvin  Ho- 
tel. All  OSMA  members  are  welcome. 

Following  the  luncheon  and  address  by 
Doctor  Henningsgaard,  OMPAC  members 
will  conduct  the  group’s  annual  business 
meeting  in  the  same  room  for  the  purpose 
of  electing  officers  and  board  of  directors. 


Oklahoma  Chapter,  American  College  of 
Chest  Physicians 

On  Friday,  May  1st,  a dinner  meeting  for 
chapter  members  is  scheduled  for  the  Mon- 
terrey Room,  Skirvin  Hotel,  beginning  with 
cocktails  at  6 : 00  p.m.  Tickets  are  $5.50  each, 
available  by  writing  Dick  Huff,  M.D.,  Pas- 
teur Building,  Oklahoma  City,  or  may  be 
purchased  at  the  door. 
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Oklahoma  State  Radiological  Society 

A business  meeting  of  the  society  will  be 
held  on  Friday,  May  1st,  at  5:00  p.m.  in 
Room  C,  Skirvin  Tower  Hotel  (take  elevator 
to  the  fourth  floor). 

Oklahoma  Society  of  Internal  Medicine 

Members  of  the  society  and  wives  will  meet 
for  cocktails  at  6:15  p.m.,  followed  by  din- 
ner at  7 :15  p.m.,  in  the  Park  Avenue  Suite 
on  the  Fifth  Floor  of  the  Skirvin  Tower 
Hotel.  Council  members  will  hold  a business 
meeting  at  5:00  p.m.  in  the  same  suite. 

Oklahoma  Chapter,  International  College 
of  Surgeons 

A 7 :30  a.m.  breakfast  meeting  for  chap- 
ter members  is  scheduled  for  May  2nd  in 
the  Monterrey  Room  of  the  Skirvin  Hotel. 
Tickets  are  $2.25,  available  at  the  door. 

Past-Presidents'  Breakfast 

The  traditional  breakfast  meeting  for 
former  presidents  of  the  Oklahoma  State 
Medical  Association  will  be  held  on  Satur- 
day morning,  May  2nd,  at  7 :30  a.m.,  in  the 
Oklahoma  Medical  Research  Foundation 
Building,  825  Northeast  13th  Street,  Okla- 
homa City. 

Oklahoma  Dermatological  Society 

Members  and  invited  guests  will  have  a 
presentation  of  unusual  dermatological  cases 
in  the  Outpatient  Department,  University 
of  Oklahoma  Medical  Center  at  9:00  a.m., 
Sunday,  May  3rd.  Discussion  will  follow  at 
10:30  a.m.  in  8-E  Auditorium,  University 
Hospitals. 
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President’s  Inaugural  Dinner-Dance 


SATURDAY,  MAY  2,  1964 

6:30  p.m.  Social  Hour  and  Reception.  Balcony, 
Persian  Room,  Skirvin  Tower  Hotel 

7 :30  p.m.  Dinner  and  Inaugural  Ceremonies. 

Persian  Room,  Skirvin  Tower  Hotel 

9 :00  p.m.  Annual  Dance.  Featuring  Joe  Reich- 
man  and  his  orchestra,  Persian 
Room,  Skirvin  Tower  Hotel 


4 


, / 
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The  social  highlight  of  the  annual  meeting 
will  be  the  President’s  Inaugural  Dinner- 
Dance,  appropriately  arranged  for  Saturday 
night,  midway  through  the  meeting.  You 
and  your  wife  are  promised  a delightful  eve- 
ning of  good  food,  entertainment  and  fellow- 
ship with  your  professional  colleagues. 

Inaugural  ceremonies  will  see  Joe  L.  Duer, 
M.D.,  Woodward,  turn  over  association  lead- 
ership to  incoming  OSMA  President  Harlan 
Thomas,  M.D.,  Tulsa.  More  than  five  hun- 
dred physicians  and  wives  are  expected  to 
attend. 

Joe  Reichman  and  his  orchestra  have 


played  in  most  of  the  nation’s  leading  hotels 
— including  the  Waldorf-Astoria  in  New 
York  City,  the  New  Yorker,  the  Statler 
chain,  the  Mark  Hopkins  and  Fairmont  in 
San  Francisco,  and  the  Roosevelt  in  New 
Orleans. 

The  music  is  lighthearted  and  gay,  fast 
and  slow,  sweet  and  loud — or,  as  Reichman 
says,  “whatever  the  people  want  to  hear.” 
No  matter  what  he  plays,  the  beat  is  there 
and  the  tune  is  danceable. 

Don’t  miss  Joe  Reichman  — “The  Pag- 
liacci  of  the  Piano,”  one  of  the  country’s  best 
all-around  entertainers ! 


TICKETS 

Social  hour,  prime  rib  of  beef  dinner,  inaugural  cere- 
monies, plus  the  finest  of  entertainment — all  yours  for  only 
$7.50  per  person!  Attendance  will  be  limited  to  room  ca- 
pacity, so  order  your  tickets  in  advance  from  the  OSMA, 
Box  18696,  Oklahoma  City.  Tickets  for  the  best  evening 
of  the  year  will  be  sent  to  you  by  return  mail. 
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AGENDA* 


House  of  Delegates  Meetings 


OPENING  SESSION 

9:00  a.m.,  May  1st,  Garden  Room,  Huckins  Hotel 


I.  Call  to  Order 

II.  Report  of  Credentials  Committee 

III.  Introduction  of  Guests 

IV.  Remarks  of  Speaker 

V.  Nomination  of  Officers 


VI.  Report  of  President 

VII.  Board  of  Trustees  Report 

VIII.  Council,  Committee  Reports 

IX.  Introduction  of  Resolutions,  Amend- 
ments to  the  Constitution  and  Bylaws 

X.  Necrology  Report 


(Reference  Committees  will  meet  at  5:00  p.m.,  May  1st,  in  the  Skirvin  Hotel) 


CLOSING  SESSION 

9:00  a.m.,  May  2nd,  Persian  Room,  Skirvin  Tower 

I.  Call  to  Order 

II.  Reference  Committee  Reports 

III.  Election  of  Officers 

IV.  Adjournment 


* Condensed  Version,  Subject  to  Modification 

OFFICERS  TO  BE  ELECTED 

President-Elect  (One  Year  Term) 

Vice-President  (One  Year  Term) 

Secretary-Treasurer  (Two  Year  Term) 

Speaker,  House  of  Delegates  (Two  Year  Term) 
Vice-Speaker,  House  of  Delegates  (Two  Year  Term) 
Delegate  to  the  Ama  (Two  Year  Term) 

Alternate  Delegate  to  the  AMA  (Two  Year  Term) 
Trustees  From  Districts  III,  VI,  IX,  and  XII 
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Oklahoma  State  Medical  Association 
1964  DELEGATES  AND  ALTERNATES 


SOCIETY 
ALFALFA 
WOODS 
ATOKA 
BRYAN 
COAL 
BECKHAM 
(Roger  Mills) 
BLAINE 
CADDO 
CANADIAN 
CARTER 
LOVE 

MARSHALL 

CHOCTAW 

PUSHMATAHA 

CLEVELAND 

McCLAIN 

COMANCHE 

COTTON 

COOKSON  HILLS 
(Cherokee,  Adair 
and  Sequoyah) 
CRAIG 
DELAWARE 
OTTAWA 
CREEK 
CUSTER 
EAST  CENTRAL 
(Muskogee, 
Wagoner  and 
McIntosh) 
GARFIELD 
KINGFISHER 
(Major) 

GARVIN 

GRADY 

GRANT 

GREER 

HUGHES 

SEMINOLE 

JACKSON 

(Harmon) 

JEFFERSON 

KAY 

NOBLE 

KIOWA 
WASHITA 
LeFLORE 
HASKELL 
LINCOLN 
LOGAN 
MrCTTOTAIN 
MURRAY 
NORTHWESTERN 
(Beaver,  Dewey 
Ellis.  Hamer 
and  Woodward) 


DELEGATE 

Merle  D.  Carter,  M.D.,  Waynoka 
Robert  H.  Hayes,  M.D.,  Atoka 


William  Leebron,  M.D.,  Elk  City 
(not  reported) 

E.  T.  Cook,  Jr.,  M.D.,  Anadarko 

F.  W.  Hollingsworth,  M.D.,  El  Reno 
Roger  Reid,  M.D.,  Ardmore 
Frank  W.  Clark,  M.D.,  Ardmore 

Bill  E.  Woodruff,  M.D.,  Hugo 

W.  C.  McCurdy,  Jr.,  M.D.,  Purcell 
Roy  W.  Donaghe,  M.D.,  Norman 
W.  R.  Patten,  M.D.,  Norman 
W.  A.  Matthey,  M.D.,  Lawton 
Melton  Meek,  M.D.,  Lawton 
Edwin  Pointer,  M.D.,  Sallisaw 


Donald  Olson,  M.D.,  Vinita 


Robert  White,  M.D.,  Sapulpa 
C.  B.  Cunningham,  M.D.,  Clinton 
Marvin  Elkins,  M.D.,  Muskogee 
LeRoy  Leonard,  M.D.,  Wagoner 
Glen  Berkenbile,  M.D.,  Muskogee 

Mark  D.  Holcomb,  M.D.,  Enid 
Paul  H.  Rempel,  M.D.,  Enid 
Ray  V.  Mclntrye,  M.D.,  Kingfisher 
John  M.  Moore,  M.D.,  Pauls  Valley 

B.  C.  Chatham,  M.D.,  Chickasha 
F.  P.  Robinson,  M.D.,  Pond  Creek 
Fred  W.  Sellers,  M.D.,  Mangum 
Claude  B.  Knight,  M.D.,  Wewokr 

Wayne  A.  Starkey,  M.D.,  Altus 

Harold  Stout,  M.D.,  Waurika 
Robert  F.  Morgan,  M.D.,  Blackwell 
Edwin  Fair,  M.D.,  Ponca  City 

C.  H.  Cooke,  M.D.,  Perry 
Wilson  Mahone,  M.D.,  Hobart 

C.  S.  Cunningham,  M.D.,  Poteau 

Michael  N.  Burleson,  M.D.,  Prague 
L.  H.  Ritzhaupt,  M.D.,  Guthrie 
(not  reported) 

R.  W.  Morton,  M.D.,  Sulphur 
R.  G.  Obermiller,  M.D.,  Woodward 
Haskell  Newman,  M.D.,  Shattuck 


ALTERNATE 

Forest  Hale,  M.D.,  Cherokee 
Leroy  L.  Engles,  M.D.,  Durant 


L.  V.  Baker,  Jr.,  M.D.,  Elk  City 


G.  C.  Markert,  M.D.,  Anadarko 
Edgar  W.  Young,  Jr.,  M.D.,  El  Reno 
Claude  H.  B.  Brown,  M.D.,  Ardmore 
Don  Mannerberg,  M.D.,  Ardmore 

Floyd  L.  Waters,  M.D.,  Hugo 

R.  C.  Mayfield,  M.D.,  Norman 
Don  Dycus,  M.D.,  Norman 
Y.  E.  Parkhurst,  M.D.,  Norman 
Robert  Dennis,  M.D.,  Lawton 
W.  P.  Jolly,  M.D.,  Lawton 
Bill  Wamack,  M.D.,  Tahlequah 


David  Carson,  M.D.,  Fairland 


C.  E.  Woodard,  M.D.,  Drumright 
Ross  Deputy,  M.D.,  Clinton 
Port  Johnson,  M.D.,  Muskogee 
Albert  Krause,  M.D.,  Muskogee 
David  Watson,  M.D.,  Muskogee 

Fred  R.  Merrifield,  Jr.,  M.D.,  Enid 
Alfred  M.  Shideler,  M.D.,  Enid 
J.  R.  Taylor,  M.D.,  Kingfisher 
John  A.  Graham,  M.D.,  Pauls  Valley 
Wesley  W.  Davis,  M.D.,  Chickasha 

H.  H.  Lenaburg,  M.D.,  Mangum 
L.  A.  S.  Johnston,  M.D.,  Holdenville 

Malcolm  Mollison,  M.D.,  Altus 

Lee  Pullen,  M.D.,  Waurika 
Donald  Becker,  M.D.,  Blackwell 
Jack  0.  Alexander,  M.D.,  Ponca  City 
Bill  Simon,  M.D.,  Perry 
William  Bernell,  M.D.,  Hobart 

R.  W.  Lowrey,  M.D.,  Poteau 

C.  W.  Robertson,  M.D.,  Chandler 
James  S.  Petty,  M.D.,  Guthrie 


William  A.  Crockett,  M.D.,  Woodward 
Leo  Meese,  M.D.,  Laverne 
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OKFUSKEE 

Charles  C.  Elliott,  M.D.,  Okemah 

OKLAHOMA 

*David  R.  Brown,  M.D. 

Gunter  R.  Haase,  M.D. 

Arthur  F.  Elliott,  M.D. 

H.  C.  Moody,  M.D. 

Cecil  R.  Stansberry,  M.D. 

Edward  R.  Munnell,  M.D. 

Elwood  Herndon,  M.D. 

Richard  D.  Stansberry,  M.D. 

Jonn  A.  Blaschke,  M.D. 

J.  R.  Stacy,  M.D. 

Lloyd  A.  Owens,  M.D. 

Irwin  H.  Brown,  M.D. 

Lewis  C.  Taylor,  M.D. 

Warren  L.  Felton,  M.D. 

Charles  E.  Delhotal,  M.D. 
Charles  H.  Wilson,  M.D. 

Thomas  E.  Nix,  M.D. 

Galen  P.  Robbins,  M.D. 

Bob  Rutledge,  M.D. 

James  R.  Riggall,  M.D. 

Ted  Clemens,  Jr.,  M.D. 

J.  J.  Donnell,  M.D. 

Mark  A.  Everett,  M.D. 

E.  A.  Walker,  Jr.,  M.D. 

Gerald  L.  Honick,  M.D. 

Nolen  L.  Armstrong,  M.D. 

R.  Gibson  Parrish,  M.D. 

William  R.  Cleaver,  M.D. 

Martin  H.  Andrews,  M.D. 

John  W.  DeVore,  M.D. 

Allen  E.  Greer,  M.D. 

Ancel  Earp,  Jr.,  M.D. 

James  S.  Boyle,  M.D. 

Robert  S.  Ellis,  M.D. 

William  A.  Miller,  M.D. 

G.  Rainey  Williams,  M.D. 
Rex.  E.  Kenyon,  M.D. 

Charles  D.  Bodine,  M.D. 

Dick  Huff,  M.D. 

John  W.  Drake,  M.D. 

Robert  M.  Bird,  M.D. 

Ted  Herbelin,  M.D. 

OKMULGEE 

Scott  Hendren,  M.D. 

Earl  M.  Bricker,  Jr.,  M.D. 

*A11  residents  of  Oklahoma  City 
George  Tracewell,  M.D.,  Okmulgee 

C.  E.  Smith,  M.D.,  Henryetta 

OSAGE 

Rex  Daugherty,  M.D.,  Pawhuska 

William  A.  Loy,  M.D.,  Pawhuska 

PAYNE 

Powell  E.  Fry,  M.D.,  Stillwater 

Haskell  Smith,  M.D.,  Stillwater 

PAWNEE 

Robert  D.  Hargrove,  M.D,.  Pawnee 

M.  L.  Saddoris,  M.D.,  Cleveland 

PITTSBURG 

Floyd  T.  Bartheld,  M.D.,  McAlester 

E.  D.  Greenberger,  M.D.,  McAlester 

(Latimer) 

PONTOTOC 

Ollie  McBride,  M.D.,  Ada 

E.  D.  Padberg,  M.D.,  Ada 

(Johnston) 

D.  C.  Ramsay,  M.D.,  Ada 

C.  P.  Taylor,  M.D.,  Ada 

POTTAWATOMIE 

Leon  Combs,  M.D.,  Shawnee 

John  Hayes,  M.D.,  Shawnee 

ROGERS 

Jerry  Puls,  M.D.,  Pryor 

W7.  A.  Howard,  M.D.,  Chelsea 

MAYES 

STEPHENS 

C.  N.  Talley,  M.D.,  Marlow 

J.  P.  Keller,  M.D.,  Duncan 

TEXAS 

E.  L.  Buford,  M.D.,  Guymon 

CIMARRON 

TILLMAN 

Jack  D.  Honaker,  M.D.,  Frederick 

Roger  G.  Johnson,  M.D.,  Frederick 

TULSA 

*R.  W.  Goen,  M.D. 

William  B.  Scimeca,  M.D. 

Worth  M.  Gross,  M.D. 

Donald  L.  Brawner,  M.D. 

C.  S.  Lewis,  Jr.,  M.D. 

Robert  L.  Anderson,  M.D. 

James  W.  Kelley,  M.D. 

Byron  L.  Bailey,  M.D. 

Linus  A.  Munding,  M.D. 

Hugh  B.  Nicholas,  M.D. 

Craig  S.  Jones,  M.D. 

Walter  E.  Brown,  M.D. 

Homer  D.  Hardy,  Jr.,  M.D. 

Vincel  Sundgren,  M.D. 

Joe  E.  Tyler,  M.D. 

Paul  0.  Shackelford,  M.D. 

Howard  A.  Bennett,  M.D. 

Byron  W.  Steele,  Jr.,  M.D. 

Myra  A.  Peters,  M.D. 

Joseph  T.  Dilger,  M.D. 

Thomas  W.  Taylor,  M.D. 

Raymond  E.  Daily,  M.D. 

Wm.  M.  Benzing,  Jr.,  M.D. 

Robert  A.  Northrup,  M.D. 

Maxwell  A.  Johnson,  M.D. 

G.  R.  Krietmeyer,  M.D. 

John  W.  Gaddis,  M.D. 

Iron  H.  Nelson,  M.D. 

Herbert  S.  Orr,  M.D. 

Fred  E.  Woodson,  M.D. 

Paul  A.  Bischoff,  M.D. 

Richard  E.  McDowell,  M.D. 

WASHINGTON 

*Resi  dents  of  Tulsa 

W7m.  M.  Aldredge,  M.D.,  Bartlesville 

Clair  Liebrand,  M.D.,  Bartlesville 

NOWATA 

Elvin  Amen,  M.D.,  Bartlesville 

H.  E.  Denyer,  M.D.,  Bartlesville 

John  Reid,  M.D..  Nowata 

L.  C.  Barnes,  M.D.,  Nowata 
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The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 

(Formerly  Beverly  Hills  Clinic  and  Sanitarium) 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Bulidings  On  a Secluded 
Scenic  and  Wooded  Site  W Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 


PSYCHIATRY 

A.  J.  Schwenkenberg,  M.D. 

Joseph  L.  Knapp,  M.D. 
Jackson  H.  Speegle,  M.D. 
Fred  H.  Jordan,  M.D. 


PSYCHIATRY 
Joseph  H.  Lindsay,  M.D. 
John  T.  Holbrook,  M.D. 
PSYCHOLOGY 

Traudi  E.  Jordan-Diener,  Ph.D. 
W.  R.  Garretson,  M.  A. 


1353  N.  Westmoreland  'A  Dallas  1 1,  Texas  FE  1-8331 
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HOUSE  OF  DELEGATES:  BUSINESS  AFFAIRS 


The  following  reports  and  resolutions  are  brought  to  the  attention  of 
county  medical  societies.  The  items  reported  here  represent  those  received 
in  time  for  publication  in  advance  of  the  meeting.  Reports  and  proposals 
received  subsequently  ivill  be  reproduced  and  inserted  in  the  portfolios 
now  being  prepared  for  each  county  society  delegate. 


COUNCIL  ON  PUBLIC  HEALTH 
Report  to  the  House  of  Delegates 
May  1,  1964 

Council  Members 

Hayden  H.  Donahue,  M.D.,  Chairman  __ Oklahoma  City 

Gilford  H.  Henry,  M.D Tulsa 

Don  H.  O’Donoghue,  M.D Oklahoma  City 

John  W.  Records,  M.D Oklahoma  City 

Kirk  T.  Mosley,  M.D Oklahoma  City 

John  X.  Blender,  M.D Cherokee 

John  W.  Shackelford,  M.D Oklahoma  City 

Ella  Mary  George,  M.D Oklahoma  City 

Francis  A.  Davis,  M.D Shawnee 

J.  Walker  Morledge,  M.D Oklahoma  City 

George  H.  Guthrey,  M.D Oklahoma  City 

William  H.  Reiff,  M.D Oklahoma  City 

Robert  L.  Loftin,  M.D Broken  Bow 

Avery  B.  Wight,  M.D Enid 

Joe  M.  Parker,  M.D Oklahoma  City 

Nolen  L.  Armstrong,  M.D Oklahoma  City 

William  K.  Ishmael,  M.D Oklahoma  City 

The  Council  on  Public  Health  is  comprised  of  the  fol- 
lowing committees: 

Cancer:  Joe  M.  Parker,  M.D. 

Disaster  Medical  Care:  Gifford  H.  Henry,  M.D., 
Chairman 

Rehabilitation:  William  K.  Ishmael,  M.D.,  Chairman 

Perinatal  Problems:  John  W.  Records,  M.D.,  Chair- 
man 

Maternal  Mortality:  John  W.  Records,  M.D.,  Chair- 
man 

Mental  Health:  George  H.  Guthrey,  M.D.,  Chairman 

SECTION  I 

SPECIAL  COUNCIL  ACTIVITIES 
A.  Immunization  Education : At  the  di- 
rection of  the  House  of  Delegates,  per  their 
approval  of  last  year’s  Council  report,  the 
Council  sponsored,  in  cooperation  with  the 
State  Health  Department,  “Health  Protec- 
tion Week”  for  the  second  consecutive  year. 

While  the  State  Health  Department  was 
not  a co-sponsor  participant  in  the  program 
last  year,  the  complete  cost  for  underwriting 
this  year’s  project  was  borne  by  the  state 
agency.  The  financing  was  made  possible 
by  the  State  Health  Department’s  receipt  of 
an  approximate  $160,000.00  immunization 
education  grant  last  Fall. 

“Health  Protection  Week,”  a statewide  im- 
munization education  campaign,  was  con- 
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ducted  April  12th  through  18th,  1964. 

The  purpose  for  the  immunization  educa- 
tion project  was  to  improve  the  level  of  im- 
munization in  Oklahoma  for  tetanus,  whoop- 
ing cough,  diphtheria,  smallpox  and  polio- 
myelitis. The  theme  used  in  promoting  the 
public  information  program  focused  atten- 
tion on  the  family  physician  and  emphasized 
the  need  for  Oklahomans  to  see  him  about 
bringing  vaccinations  up  to  date. 

Waiting  room  posters  were  mailed  to 
each  physician  in  the  state  for  their  use  dur- 
ing the  event. 

The  OSMA  and  State  Health  Department 
distributed  prepared  slides  and  supporting 
announcements  to  all  Oklahoma  television 
stations.  State  radio  stations  were  supplied 
with  prepared  spot  announcements  for  their 
continuous  use  during  the  project  week. 

Newspapers,  moreover,  were  furnished 
with  prepared  editorials  or  background  in- 
formation, and  news  releases  for  continuous 
use  during  the  weeklong  activity. 

Recommendations : Regarding  immuniza- 
tion education,  the  Council  requests  House 
of  Delegates  authority  to  conduct  “Health 
Protection  Week”  again  next  Spring,  if 
deemed  advisable  in  view  of  the  State  Health 
Department’s  plans  to  spend  an  approxi- 
mate $160,000.00  in  this  subject  area  under 
conditions  of  the  two-year  grant.  The  Coun- 
cil will  maintain  liaison  with  public  health 
officials  regarding  immunization  education 
projects  to  be  financed  with  the  tax  funds. 

B.  Cornell  Automotive  Crash  Iniury  Re- 
search Study : At  the  request  of  the  Council, 
the  Board  of  Trustees  on  July  14,  1963,  en- 
dorsed OSMA  participation  in  the  Cornell 
Automotive  Crash  Injury  Research  Study — 
a two-year  research  project  designed  to  ob- 
tain reliable  data  on  the  frequency,  nature, 
and  specific  causes  of  injury  to  occupants  of 
passenger  cars  and  trucks  involved  in  acci- 
dents. Medical  data  submitted  by  physicians 
treating  accident  victims  is  matched  with 
information  on  injury  causes  and  accident 
data  supplied  by  state  patrol  officers  and  is 
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submitted  to  Cornell  University  for  analysis 
and  statistical  tabulation.  Cornell’s  research 
findings  are  transmitted  to  automobile  man- 
ufacturers in  the  form  of  recommendations 
for  improvement  in  safety  design  and  engi- 
neering features. 

Since  January  1st,  1964,  active  case  re- 
search studies  have  been  underway  in  High- 
way Patrol  districts  4 and  7 and  will  con- 
tinue through  June  30th.  The  study  will 
then  concentrate  on  two  other  patrol  dis- 
tricts and  follow  the  same  six-month  study 
pattern  until  all  ten  Oklahoma  Highway  Pa- 
trol districts  have  been  involved  in  the  study. 

Others  participating  in  the  crash  study 
include  the  Oklahoma  State  Health  Depart- 
ment, Oklahoma  State  Highway  Patrol  and 
Oklahoma  Hospital  Association. 

Recommendation : The  Council  urges  con- 
tinued participation  in  the  two-year  study 
which  began  January  1,  1964. 

SECTION  II 

Disaster  Medical  Care  Committee:  Two 
years  ago,  the  OSMA  assumed  leadership  in 
inaugurating  the  Medical  Self-Help  Train- 
ing Courses.  These  courses  have  been  car- 
ried out  very  successfully  this  year  through- 
out the  entire  state. 

Under  the  supervision  and  guidance  of 
Oklahoma  Civil  Defense,  the  State  Health 
Department,  this  committee,  and  with  the 
approval  of  the  local  county  medical  society, 
these  courses  were  taught.  To  date,  3,365 
students  have  completed  the  Self-Help  Train- 
ing Course  in  Oklahoma. 

In  the  area  of  Hospital  Disaster  Planning, 
the  Council  on  Public  Health  approved  the 
selection  of  Stillwater  as  a site  location  for 
an  additional  200-bed  emergency  hospital. 
The  total  number  of  pre-positioned  civil  de- 
fense emergency  hospitals  in  Oklahoma  is  18 
— with  eight  more  sites  approved  for  same. 

Recommendation:  That  the  OSMA  con- 
tinue its  participation  in  Disaster  Medical 
Care  activities. 

SECTION  III 

Rehabilitation  Committee : The  committee 
is  happy  to  report  that  the  Vocational  Re- 
habilitation Division  of  the  State  Depart- 
ment of  Education  is  working  very  well  with 
physicians  across  the  state. 
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During  the  year,  the  Vocational  Rehabili- 
tation Division  has  hired  a full-time  medical 
consultant;  area  advisors  working  under 
the  Department  have  been  selected  and  an 
evaluation  team  was  created,  whose  job  it  is 
to  go  into  communities  and  evaluate  pros- 
pective patients  and  individuals  in  need  of 
rehabilitation  guidance. 

The  committee  feels  the  rehabilitation  first 
line  of  defense  remains  the  private  physi- 
cian in  the  community  who  evaluates  the  pa- 
tient from  the  standpoint  of  his  medical  or 
surgical  needs. 

SECTION  IV 

Perinatal  Mortality  Committee:  The  ob- 
jective of  the  Perinatal  Mortality  Committee 
is  the  same  as  the  objective  of  the  Committee 
on  Maternal  and  Child  Care  of  the  American 
Medical  Association  as  stated  in  the  AMA’s 
“Guide  for  the  Study  of  Perinatal  Mortality 
and  Morbidity,”  Revised  Edition,  1962: 
“The  objective  of  the  perinatal  mortality 
and  morbidity  studies  is  to  improve  the 
reproduction  of  normal  human  beings.  The 
elimination  of  deaths  and  damage  during 
the  process  of  reproduction  is  the  ideal  for 
which  we  should  strive.  In  working  toward 
the  objective  with  this  ideal  in  mind,  all 
individuals  and  committees  should  rigidly 
and  courteously  adhere  to  scientific  and 
ethical  principles.” 

This  committee  has  met  once  during  the 
year.  It  was  decided  that  one  of  the  best 
means  to  arouse  interest  in  and  encourage 
the  study  of  perinatal  mortality  and  mor- 
bidity would  be  to  present,  upon  request 
before  county  medical  society  meetings  and 
hospital  staff  meetings,  demonstration  Peri- 
natal Mortality  Conferences;  the  personnel 
to  present  these  conferences  to  be  made  up 
of  members  of  the  committee  and  of  phy- 
sicians from  the  faculty  of  the  interested  de- 
partments in  the  Medical  school.  These  ar- 
rangements were  made  in  cooperation  with 
the  Office  of  Post-Graduate  Education  of  the 
University  of  Oklahoma  School  of  Medicine. 

Notice  of  the  availability  of  these  demon- 
stration conferences  was  published  in  the 
Journal  of  the  Oklahoma  State  Medical  As- 
sociation and  requests  were  received  from 
Chickasha,  McAlester  and  Clinton. 

These  programs  were  well  received.  The 
demonstration  team  was  made  up  of  obste- 
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tricians,  pediatricians,  a pathologist  and  a 
moderator — usually  an  obstetrician  or  gen- 
eral practitioner  in  the  community  where 
the  program  was  presented. 

The  committee  is  anxious  to  extend  the 
work  of  these  demonstration  teams  and  make 
it  available  to  all  areas  of  the  state. 

SECTION  V 

Maternal  Mortality  Committee : The  ob- 
jective of  this  committee  and  of  its  studies  is 
to  improve  the  practice  of  obstetrics  in  the 
state  in  order  to  eliminate,  insofar  as  pos- 
sible, deaths  and  damage  during  the  process 
of  reproduction.  The  committee  believes  that 
its  studies  should  be  published  regularly  in 
the  Journal  of  the  Association,  and  that  the 
State  Association  and  the  component  county 
societies  should  encourage  the  dissemination 
of  the  results  of  the  studies  by  lending  sup- 
port to  programs  featuring  this  information. 

During  the  year  1963,  the  committee 
studied  the  case  reports  of  27  patients  whose 
deaths  were  considered  by  the  reporting 
physician  to  be  connected  with  pregancy  or 
the  childbearing  state.  Of  these  the  com- 
mittee ruled  25  were  obstetrical  deaths,  11 
were  avoidable  and  ten  were  not  avoidable. 
In  four  the  committee  was  unable  to  deter- 
mine whether  or  not  the  death  was  avoid- 
able. Of  the  avoidable  deaths,  the  commit- 
tee was  of  the  opinion  that  the  attending 
physician  should  be  assessed  with  the  re- 
sponsibility in  three  cases,  the  patient  in 
four  cases,  the  hospital  in  one  case  and  com- 
binations of  factors  in  two  cases.  No  assess- 
ment could  be  made  in  one  case. 

A report  of  the  cases  studied  during  the 
past  five  years  is  being  prepared.  The  com- 
mittee intends  to  offer  for  publication  on  a 
regular  basis,  selected  anonymous  case  re- 
ports. The  committee  meets  every  two 
months,  or  more  often  if  necessary.  A plan 
for  rotation  of  members  of  the  committee  is 
to  be  studied. 

A porposal  that  the  attendants  who  re- 
port the  cases  be  invited  to  attend  the  meet- 
ing of  the  committee  at  which  their  case  is 
to  be  discussed  is  being  considered.  The  en- 
actment in  the  last  Legislature  of  the  re- 
codification of  the  Public  Health  Laws  mak- 
ing information  used  in  maternal  mortality 
studies  exempt  as  evidence  in  lawsuits  should 
encourage  meetings  of  this  type. 


SECTION  VI 

Mental  Health  Committee : The  committee 
is  very  proud  of  the  successful  OSMA  Con- 
ference on  Mental  Health,  held  January  26, 
1963,  in  Oklahoma  City.  The  Conference 
drew  over  100  physician  participants. 

The  OSMA  was  well  represented  at  the 
AMA’s  Tenth  Annual  Conference  of  State 
Mental  Health  Representatives,  which  met 
in  Chicago  February  14-15,  1964.  George  H. 
Guthrey,  M.D.,  and  Albert  J.  Glass,  M.D., 
Director  of  the  Oklahoma  Department  of 
Mental  Health  attended  the  Conference  and 
reported  the  proceedings  to  the  OSMA  Com- 
mittee on  Mental  Health. 

The  Mental  Health  Committee  presents 
the  following  “New  Action  For  Mental 
Health  in  Oklahoma”  as  its  recommendation 
for  established  views  on  mental  health  by 
the  OSMA: 

“Netv  Action  For  Mental  Health  in 
Oklahoma” 

The  Committee  on  Mental  Health  has 
studied  the  appended  documents  of  the 
American  Medical  Association  which  include 
“A  Manual  on  Alcoholism,”  “Program  of  the 
Council  on  Mental  Health,”  “Summary  of 
the  Program  of  the  Council  on  Mental 
Health,”  “Principles  on  Mental  Health,”  and 
our  own  Conference  on  Mental  Health  Pro- 
ceedings from  the  special  meeting  of  Janu- 
ary 26,  1964.  On  the  basis  of  these  ma- 
terials, the  Committee  proposes  that  the 
Oklahoma  State  Medical  Association  endorse 
a vigorous  program  to  improve  the  mental 
health  of  our  State. 

Such  a program  should  include  the  follow- 
ing points: 

Medical  Participation  and  Control 

Many  of  the  recommendations  hereafter 
recorded  relate  to  the  advisability  of  develop- 
ing and  establishing  new  and  improved  men- 
tal health  programs,  procedures,  and  facili- 
ties. Throughout  it  should  be  understood 
that  the  following  principles  prevail: 

1.  Maximal  control  at  the  local  level; 

2.  Maximal  supervision  by  physicians*  of 
all  clinical  activities; 

3.  Maximal  participation  by  the  practic- 
ing physician  in  all  recommended  local 
programs ; 

*The  term  “physician”  as  used  here  and  subsequently  refers 
specifically  to  a doctor  of  medicine  (M.D.) 
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4,  Continuing-  close  attention  by  state  and 
local  medical  societies  to  these  various 
problems  and  their  solutions; 

5.  A mental  health  committee,  with  ap- 
propriate subcommittees  dealing  with 
specific  problem  areas,  should  be  active 
in  each  medical  society  in  the  State  of 
Oklahoma. 

Children 

1.  The  relationship  of  maternal  illness 
and  childbirth  procedures  to  perinatal  infant 
distress  and  damage  is  highly  significant. 
These  factors  contribute  to  neurologic  defi- 
cit, retardation,  and  other  subsequent  men- 
tal, emotional  and  social  problems.  This  is 
an  area  where  the  physician  can  accomplish 
primary  prevention;  it  deserves  increased 
emphasis. 

2.  Existing  well-baby  and  pediatric  clin- 
ics offer  an  opportunity  for  early  recogni- 
tion of  emotional  as  well  as  physical  disturb- 
ances, with  the  possibility  of  instituting 
remedial  and  preventive  measures. 

3.  The  State  Medical  Association  and  its 
members  should  support  the  establishment 
of  facilities  for  the  emotionally  disturbed 
child,  such  as  day  care  centers,  pre-natal  and 
neo-natal  centers,  and  school  counselling  and 
guidance  centers,  all  adequately  profession- 
ally staffed. 

4.  The  vital  role  of  the  family  doctor  in 
the  diagnosis  and  treatment  of  emotional 
disturbances  in  children  must  be  emphasized. 

5.  The  present  foster  home  program  of 
the  State  is  inadequate  for  our  present-day 
needs  and  should  be  reorganized. 

6.  Our  present  community  and  State  hos- 
pital facilities  are  insufficient  for  the  ade- 
quate outpatient  or  inpatient  care  of  the 
emotionally  disturbed  adolescent  and  young 
child.  Many  of  the  emotional  problems  of 
the  young  child  should  be  handled  on  either 
a day-care  or  outpatient  basis,  leaving  the 
more  severely  disturbed  children  to  be  treat- 
ed on  a residential  basis. 

7.  In  collaboration  with  the  school  sys- 
tems, attention  and  participation  of  the  phy- 
sicians should  be  focused  on  the  “school 
drop-out”  phenomenon  and  other  school  men- 
tal health  problems.  Special  educational  fa- 
cilities are  also  needed  to  aid  this  group  of 
children. 
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The  Mentally  Retarded 

1.  Mental  retardation  is  often  a symptom 
of  a variety  of  other  diseases,  having  in  their 
etiology  such  factors  as  neurologic,  biochem- 
ical, psychological,  and  socio-cultural  de- 
ficiencies. At  the  present  time  our  diagnos- 
tic, evaluation,  treatment  and  habilitation 
facilities  for  both  inpatients  and  outpatients 
are  insufficient  and  inadequate. 

2.  There  is  a need  for  every  practicing 
physician  within  the  State  of  Oklahoma  to 
accept  responsibility  for  the  mentally  re- 
tarded individuals  who  come  under  his  care, 
in  terms  of  recognition,  evaluation  and  as- 
sistance in  planning  for  their  future. 

3.  With  the  opening  of  the  Hissom  Me- 
morial Center,  our  ability  to  provide  ade- 
quate treatment,  educational  and  habilitation 
facilities  for  the  retarded  will  be  greatly  im- 
proved. However,  we  still  urgently  need 
diagnostic  and  evaluative  centers;  we  must 
develop  more  classrooms  for  the  retarded 
and  more  teachers  with  training  in  special 
education;  we  must  provide  better  care  for 
the  individual  who  is  both  retarded  and  emo- 
tionally disturbed. 

Juvenile  Delinquency 

The  physician  can  often  detect  early  mal- 
adjustment problems  during  childhood  and 
adolescence.  A program  should  be  established 
whereby  physicians  cooperate  with  schools 
and  Juvenile  Courts  in  diagnosis  and  treat- 
ment of  the  delinquent  and  the  potential  de- 
linquent. This  program  should  include  not 
only  the  therapy  and  rehabilitation  of  the 
adolescence  in  trouble,  but  also  should  work 
toward  the  development  of  educational  and 
recreational  facilities  to  aid  in  the  preven- 
tion of  the  problem. 

The  Family 

The  role  of  the  family  in  the  life  of  the 
mentally  ill  person  is  important.  To  help  the 
family  better  to  understand  mental  illness  in 
one  of  its  members,  the  physician  should 
work  with  the  family  and  also  with  various 
ancillary  groups  such  as  social  workers,  psy- 
chologists, community  health  nurses,  and 
family  and  marriage  counsellors. 

The  Aged 

1.  Physiological,  emotional  and  socio- 
cultural problems  combine  to  create  special 
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psychiatric  disturbances  in  certain  elderly 
people.  New  concepts,  drugs,  and  treatment 
techniques  now  offer  improved  diagnostic 
approaches  to  these  problems.  Every  effort 
should  be  made  to  see  that  these  new  de- 
velopments are  integrated  into  existing  pa- 
tient care  programs  as  rapidly  as  possible, 
in  order  that  our  senior  citizens  may  receive 
the  benefits  of  proper  treatment  while  re- 
maining in  their  own  communities. 

2.  Nursing  homes  are  playing  an  increas- 
ingly important  role  in  the  care  and  treat- 
ment of  elderly  patients.  The  medical  pro- 
fession should  take  more  responsibility  for 
improving  the  quality  of  care  rendered  by 
these  institutions. 

Alcoholism 
The  Association  should: 

1.  Recognize  alcoholism  as  a medical 
problem  and  the  chronic  alcoholic  as  a sick 
person ; 

2.  Endorse  the  existing  AM  A statement 
on  diagnosis  and  treatment  of  alcoholism,  as 
printed  in  its  Manual  on  Alcoholism,  1962 
(pages  80-81),  which  reads: 

(1)  Alcoholic  symptomatology  and 
complications  which  occur  in  many  per- 
sonality disorders  come  within  the  scope 
of  medical  practice. 

(2)  Acute  alcoholic  intoxication  can  be 
and  often  is  a medical  emergency.  As  with 
any  other  acute  case,  the  merits  of  each 
individual  case  should  be  considered  at  the 
time  of  the  emergency. 

(3)  The  type  of  alcoholic  patient  ad- 
mitted to  a general  hospital  should  be 
judged  on  his  individual  merits,  consider- 
ation being  given  to  the  attending  physi- 
cian’s opinion,  cooperation  of  the  patient, 
and  his  behavior  at  the  time  of  admission. 
The  admitting  doctors  should  then  examine 
the  patient  and  determine  from  the  history 
and  his  actions  whether  he  should  be  ad- 
mitted or  refused. 

(4)  In  order  to  offer  house  officers 
well-rounded  training  in  the  general  hos- 
pital, there  should  be  adequate  facilities 
available  as  part  of  a hospital  program  for 
care  of  alcoholics.  Since  the  house  officer 
in  a hospital  will  eventually  come  in  con- 
tact with  this  type  of  patient  in  practice, 


his  training  in  treating  this  illness  should 
come  while  he  is  a resident  officer.  Hos- 
pital staffs  should  be  urged  to  accept  these 
patients  for  treatment  and  cooperate  in 
this  program. 

(5)  With  improved  means  of  treat- 
ment available  and  the  changed  viewpoint 
and  attitude  which  places  the  alcoholic  in 
the  category  of  a sick  individual,  most  of 
the  problems  formerly  encountered  in  the 
treatment  of  the  alcoholic  in  a general  hos- 
pital have  been  greatly  reduced.  In  any 
event,  the  individual  patient  should  be 
evaluated  rather  than  have  general  objec- 
tion on  the  grounds  of  a diagnosis  of  alco- 
holism. 

It  is  recognized  that  no  general  policy 
can  be  made  for  all  hospitals.  Adminis- 
trators are  urged  to  give  careful  consid- 
eration to  the  possibility  of  accepting  such 
patients  in  the  light  of  the  newer  available 
measures  and  the  need  for  providing  fa- 
cilities for  treating  these  patients.  In  or- 
der to  render  a service  to  the  community, 
provision  should  be  made  for  such  patients 
who  cooperate  and  who  wish  such  care. 

In  order  to  accomplish  any  degree  of 
success  with  the  problem  of  alcoholism,  it 
is  necessary  that  educational  programs  be 
enlarged,  methods  of  case  findings  and  fol- 
low-up be  ascertained,  research  be  en- 
couraged, and  general  education  toward 
acceptance  of  these  sick  people  be  empha- 
sized. The  hospital  and  its  administra- 
tion occupy  a unique  position  in  the  com- 
munity which  allows  them  great  oppor- 
tunities to  contribute  to  the  accomplish- 
ment of  this  purpose.  It  is  urged  that  gen- 
eral hospitals  and  their  administrators 
and  staffs  give  thought  to  meeting  this  re- 
sponsibility. 

3.  Issue  a statement  recommending  dis- 
continuation of  the  existing  legal  ineligibility 
of  alcoholics  for  admission  to  our  State  in- 
stitutions. 

4.  Instruct  an  appropriate  committee  to 
consider  and  make  prompt  recommendations 
regarding  topics  to  include  the  following: 

A.  Special  education  programs  on  alcohol- 
ism for  physicians  and  other  health 
personnel ; 

B.  Insurance  coverage  for  medical  treat- 
ment of  alcoholism  and  its  complica- 
tions. 
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Narcotic  Addiction 

1.  Narcotic  addiction,  a complex  problem 
involving  medical,  pharmacological,  psychi- 
atric, and  socio-cultural  factors,  requires 
special  treatment  including  psychiatric  care 
and  rehabilitation. 

2.  The  law  should  allow  addicts  the  same 
parole  opportunities  as  other  offenders.  Hos- 
pital treatment  for  the  withdrawal  and  re- 
habilitation of  these  patients  should  be  pro- 
vided. 

Sociopaths , Sex  Psychopaths  and  Other 
Psychiatrically  Deviated  Offenders 

It  should  be  recognized  that,  even  though 
imprisoned,  the  psychiatrically  deviated  of- 
fender needs  appropriate  treatment.  This 
should  be  made  available,  not  only  for  hu- 
manitarian reasons,  but  because  the  subse- 
quent danger  to  society  by  such  offenders 
can  thereby  be  reduced. 

Legal  Problems 

1.  The  Oklahoma  State  Medical  Associa- 
tion should  collaborate  with  the  Oklahoma 
Bar  Association  to  develop  laws  more  real- 
istically attuned  to  the  needs  and  rights  of 
the  mentally  ill. 

2.  Attention  should  be  given  to  fostering 
voluntary  commitments. 

3.  Pending  court  hearings,  provision 
should  be  made  for  the  temporary  safekeep- 
ing of  mentally  ill  patients  in  a suitable  fa- 
cility; jail  is  not  considered  a suitable  place 
for  retention  of  these  persons.  Necessary 
changes  are  required  in  commitment  laws 
in  order  to  provide  for  a more  expeditious 
processing  of  commitment  procedures. 

4.  The  present  laws  should  be  modified 
to  permit  the  release  by  mental  hospitals  of 
appropriate  information  concerning  a form- 
er patient  to  those  agencies  and  individuals 
properly  involved  in  the  patient’s  after-care. 

Hospital  Programs 

1.  It  is  recommended  that  henceforth  ap- 
proximately 15  per  cent  of  new  general  hos- 
pital beds  be  designed  so  that  they  would  be 
suitable  for  psychiatric  patients  as  well  as 
for  general  use.  Given  careful  design,  no 
elaborate  security  measures  will  be  needed, 
and  available  data  indicates  that  these  beds 
will  receive  ample  use  in  the  local  short-term 
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care  of  the  emotionally  disturbed  patient 
(with  or  without  physical  disease)  in  or 
near  his  own  community. 

2.  Existing  general  hospitals  throughout 
the  State  should  make  some  provisions  for 
the  reception  and  treatment  of  the  acutely 
ill  psychiatric  patient. 

3.  Comprehensive  acute  psychiatric 
treatment  centers  should  be  established  in 
the  more  heavily  populated  areas  of  the  state. 
These  would  provide  emergency  and  walk- 
in  service  of  all  types  of  psychiatric  cases, 
and  intensive  outpatient  and  inpatient  treat- 
ment and  care. 

4.  The  establishment  of  rapid  treatment 
centers  would  enable  our  large  mental  hos- 
pitals to  operate  more  efficiently.  This  would 
result  in  the  consolidation  and  improved 
treatment  of  the  mentally  ill  at  the  com- 
munity level,  with  a resultant  decrease  of 
admissions  to  state  mental  hospitals.  Thus, 
state  mental  hospitals  would  be  freed  to  im- 
prove and  elaborate  programs  for  the  more 
severe  mental  disorders  which  require  pro- 
longed treatment  and  rehabilitation. 

Rehabilitation  and  After-Care 

The  object  of  all  mental  health  treatment 
programs  is  to  enable  the  individual  to  func- 
tion as  independently  and  effectively  as  pos- 
sible. Physical,  mental  and  social  rehabili- 
tation are  essential  to  this  end.  While  hos- 
pitalized, the  mentally  ill  should  be  given 
an  opportunity,  through  vocational  counsel- 
ling and  other  training,  to  prepare  them- 
selves for  the  problems  of  everyday  life  after 
leaving  the  hospital.  If  this  goal  is  to  be 
reached,  adequate  programs  of  after-care 
must  be  provided  for  the  released  patient. 
This  after-care  program  may  include  con- 
tinuation of  medical  treatment,  medical  fol- 
low-up, supportive  psychotherapy,  continued 
vocational  counselling,  further  rehabilitation 
or  retraining  procedures  as  an  outpatient. 
The  family  physician  should  be  involved  in 
this  program  of  after-care.  A local  doctor 
of  the  patient’s  choice,  working  in  close  col- 
laboration with  the  mental  facility  from 
which  the  patient  comes,  is  in  an  ideal  po- 
sition to  render  effective  after-care.  The 
transition  from  hospital  to  community  will 
be  improved  by  special  establishments,  such 
as  day-care  centers,  night  hospitals,  and 
half-way  houses. 
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Education  of  the  Physician 
in  Mental  Health 

1.  The  education  of  the  physician  in  men- 
tal health  should  begin  during  the  period  of 
pre-medical  and  undergraduate  education, 
which  should  include  the  behavioral  sciences. 
The  medical  curriculum  should  give  adequate 
emphasis  to  basic  psychiatric  principles  and 
to  the  implications  of  interpersonal  relation- 
ships in  diagnostic  and  therapeutic  pro- 
cedures. Medical  students  should  have  clerk- 
ships providing  experience  with  both  in- 
patient and  outpatient  psychiatric  patients 
of  all  ages. 

2.  Special  courses  in  psychiatry  should 
be  developed  for  interns  and  residents  train- 
ing for  work  in  fields  other  than  psychiatry. 

3.  Continuing  professional  education 
should  be  available  for  the  practicing  phy- 
sician to  improve  his  knowledge  and  skill  in 
dealing  with  the  psychiatric  aspects  of  med- 
ical practice.  The  University  Medical  Cen- 
ter should  offer  short  courses  and  workshops 
leading  to  improved  understanding  of  the 
physician-patient  relationship  and  the  psy- 
chological aspects  of  disease.  Such  courses 
should  also  help  the  practicing  physician  to 
improve  his  skills  in  diagnosis  and  treatment 
of  common  psychiatric  disorders,  increasing 
the  percentage  of  cases  he  can  manage  local- 
ly, and  clarifying  the  indications  for  referral. 

Education  of  the  Public 

Greater  public  understanding  of  and  in- 
formation about  mental  illness  will  diminish 
the  tendency  to  reject  the  mentally  ill  and 
will  increase  interest  in  programs  intended 
to  aid  them.  It  is  recommended  that  a Speak- 
ers’ Bureau  be  established,  providing  a con- 
stant source  of  professional  people  well-in- 
formed in  various  facets  of  mental  health, 
to  disseminate  correct  information  to  various 
civic  and  local  groups.  Mental  health  con- 
ferences and  congresses  for  members  of  the 
medical  profession,  open  to  representatives 
of  the  various  news  media  and,  in  certain 
situations,  the  public  should  be  encouraged. 

Personnel 

1.  The  recruitment  and  retention  of  per- 
sonnel properly  trained  in  mental  health  dis- 
ciplines is  a national  problem.  Therefore  it 
is  difficult  to  attract  competent  outsiders  to 


our  state.  Oklahoma  must  provide  its  own 
training  programs  for  all  levels  of  profes- 
sional and  non-professional  mental  health 
personnel,  and  must  also  provide  competitive 
salaries,  a favorable  working  climate,  and 
stable  conditions  of  employment. 

An  amount  approximately  equal  to  five 
per  cent  of  the  mental  health  budget  should 
be  provided  by  the  state  each  year  for  men- 
tal health  training  programs. 

2.  Educational  programs  should  be  plan- 
ned to  attract  more  high  school  and  college 
students  to  the  health  professions  in  general. 
Included  should  be  a substantial  presenta- 
tion of  the  many  opportunities  for  careers 
in  the  mental  health  field. 

Research 

Advances  in  caring  for  the  mentally  ill 
and  promoting  mental  health  will  depend  on 
increased  knowledge  and  understanding  ar- 
rived at  through  research.  Insight  into  men- 
tal health  and  illness  has  progressed  rapid- 
ly in  the  last  ten  years  but  is  still  at  an  early 
developmental  stage  and  must  be  fostered 
and  expanded.  An  amount  approximately 
equal  to  five  per  cent  of  the  mental  health 
budget  should  be  provided  by  the  state  each 
year  for  mental  health  research  programs. 
Once  begun,  these  can  often  receive  consid- 
erable additional  financial  support. 

Financing 

1.  Improved  facilities  and  increased  op- 
erating funds  are  essential  to  overcome  the 
many  shortages  and  inadequacies  existing  in 
our  present  mental  health  program.  Okla- 
homa provides  less  than  half  the  money  (per 
patient  per  day)  for  mental  patient  care  in 
State  institutions  than  is  currently  budgeted 
in  states  like  California  and  Kansas.  Addi- 
tional monies  are  needed  to  implement  and 
extend  present  existing  care  and  treatment 
programs  in  State  mental  hospitals. 

2.  Community  mental  health  programs 
including  clinics  for  mentally  ill  children 
and  adults,  special  training  schools  for  the 
mentally  retarded ; rapid  treatment  centers 
for  heavily  populated  areas,  half-way  houses, 
after-care  programs,  research  undertakings, 
and  many  other  activities  have  been  effec- 
tively and  rapidly  developed  in  many  states 
under  a method  of  joint  local  and  state  fi- 
nancing. Such  a matching  method  should  be 
developed  for  Oklahoma. 
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COUNCIL  ON  PROFESSIONAL  EDUCATION 
Report  to  the  House  of  Delegates 

May  1,  1964 

Council  Members 

R.  R.  Hannas,  M.D.,  Chairman Sentinel 

E.  E.  Shircliff,  M.D Oklahoma  City 

Roger  Reid,  M.D Ardmore 

S.  N.  Stone,  Jr.,  M.D Oklahoma  City 

H.  E.  Denyer,  M.D Bartlesville 

Donald  L.  Brawner,  M.D Tulsa 

Irwin  H.  Brown,  M.D Oklahoma  City 

Orange  M.  Welborn,  M.D. Ada 

Wendell  L.  Smith,  M.D Tulsa 

Cleve  Beller,  M.D Tulsa 

B.  C.  Chatham,  M.D Chickasha 

John  R.  Taylor,  M.D Kingfisher 

Eight  Regional  Postgraduate  Courses  were 
held  in  Ada,  Altus,  Lawton,  Bartlesville, 
Woodward,  Durant,  Enid  and  Miami.  Sub- 
jects presented  were  the  “Pancreas,”  “Small 
Intestine,”  “Heart,”  and  “Central  Nervous 
System.”  Total  attendance  this  year  was 
higher  than  for  any  previous  year.  Accept- 
ance throughout  the  state  would  indicate 
that  these  courses  should  be  continued. 

Fourteen  Educational  Television  shows 
have  been  sponsored.  Some  were  borrowed 
from  Utah  and  some  were  “homegrown.”  It 


is  difficult  to  determine  the  size  of  the  au- 
dience for  these  programs,  but  this  we  are 
studying  and  again  it  appears  that  we  have 
a worthwhile  project. 

Members  of  this  Council  have  devoted  con- 
siderable time  and  thought  to  the  planning 
of  the  Scientific  Sessions  at  our  Annual 
Meeting,  and  we  hope  the  membership  will 
enjoy  and  approve  the  Scientific  Renaissance. 

Because  of  the  complete  cooperation  of 
Irwin  Brown,  M.D.,  Director  of  the  Post- 
graduate Office  at  the  University  of  Okla- 
homa Medical  School,  our  job  is  made  much 
easier,  and  we  again  wish  to  thank  him 
wholeheartedly. 

The  Scholarship  and  Loan  Fund  Commit- 
tee will  report  separately. 

Recommendations 

1.  That  the  Regional  Postgraduate 
Courses  be  continued  and  that  the  sum  of 
$1,200.00  be  allotted  for  use  as  needed  in 
this  regard. 

2.  That  the  Educational  Television 
Courses  be  continued  and  that  $1,200.00  be 
allotted  to  defray  these  expenses. 


ANNUAL  MEETING 
TELEPHONE  MESSAGE  CENTER 

While  you  are  attending  the  Annual  Meeting,  your 
emergency  calls  may  be  referred  to 

CEntral  2-5011 
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RESOLUTIONS 


Introduced  by:  OSMA  Editorial  Board  Resolution  1 
Subject:  Journal  Advertising 
Referred  to:  Reference  Committee  I 

WHEREAS,  the  56-year-old  Journal  of 
the  Oklahoma  State  Medical  Association 
provides  nearly  2,000  physicians  with  a 
medium  of  exchange  for  scientific  and  other 
information;  and 

WHEREAS,  for  many  members  of  the 
Oklahoma  State  Medical  Association,  the 
Journal  is  the  only  medical  publication  read- 
ily available  for  the  written  expression  of 
ideas;  and 

WHEREAS,  the  Journal  has  been  honored 
on  two  occasions  in  recent  years  for  its  edi- 
torial and  typographical  excellence;  and 

WHEREAS,  the  continued  life  of  the 
Journal  is  now  being  threatened  by  a steady 
decline  in  pharmaceutical  advertising,  re- 
ported to  be  the  result  of  a shift  by  major 
manufacturers  to  the  support  of  certain  com- 
mercial publications;  and 

WHEREAS,  the  imminent  demise  of  the 
Journal  of  the  Oklahoma  State  Medical  As- 
sociation  will  not  only  destroy  the  free  ex- 
change of  scientific  and  organizational  in- 
formation of  vital  interest  to  the  medical 
profession  in  Oklahoma,  but  will  also  seri- 
ously affect  the  efficiency  of  the  association 
in  achieving  its  objectives,  most  of  which 
are  objectives  commonly  shared  with  the 
pharmaceutical  industry;  and 

WHEREAS,  publications  of  other  state 
medical  associations  are  reported  to  be  in 
similar  financial  circumstances; 

NOW,  THEREFORE  BE  IT  RESOLVED, 
by  the  Editorial  Board  and  the  House  of 
Delegates  of  the  Oklahoma  State  Medical 
Association,  that  the  excessive  diversion  of 
pharmaceutical  advertising  to  commercial 
publications  and  the  resultant  financial  in- 
solvency of  state  medical  association  publi- 
cations are  to  be  deplored  as  contrary  to  the 
interests  of  medical  science,  medical  organi- 
zations and  the  companion  pharmaceutical 
industry;  and 

BEIT  FURTHER  RESOLVED,  that 
manufacturers  whose  products  are  support- 
ed by  the  faith  of  practicing  physicians 
should  return  the  faith  by  immediately  re- 
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storing  support  to  the  locally-controlled, 
valuable  publications  of  organized  medicine ; 
and 

BE  IT  FURTHER  RESOLVED,  that  the 
House  of  Delegates  shall  require  the  Edi- 
torial Board  of  the  Journal  of  the  Oklahoma 
State  Medical  Association  to  annually  report 
the  names  of  the  pharmaceutical  manufac- 
turers who  support  the  publication  of  our 
non-profit  Journal,  as  well  as  the  individual 
amounts  of  such  support;  and 

BE  IT  FURTHER  RESOLVED,  that  ma- 
jor pharmaceutical  manufacturers  be  sup- 
plied with  copies  of  this  resolution  and  be 
respectfully  advised  to  reconsider  advertis- 
ing policies  which  might  work  against  the 
continued  life  of  a major,  important  medium 
of  medical  communications. 


Introduced  by:  Canadian  County 

Medical  Soc:ety  Resolution  2 

Subject:  Statement  of  Principle,  Indigent  Medical  Care 
Programs 

Referred  to:  Reference  Committee  HI 

WHEREAS,  the  members  of  the  Canadian 
County  Medical  Society  believe  that  the  trend 
of  the  Federal  Government  toward  socialism 
is  increasing,  as  evidenced,  among  other 
things,  by  the  program  promulgated  by  the 
Department  of  Health,  Education  and  Wel- 
fare and  the  Kerr-Mills  law  with  respect  to 
socialized  medicine  and  medical  care;  and 

WHEREAS,  the  efforts  to  reverse  this 
trend  by  the  formation  of  organizations  to 
educate  the  American  taxpayers  of  the  cost 
to  them  and  the  dangers  thereof  have  been 
inadequate  and  ineffective,  and  this  society 
believes  it  is  necessary  that  the  members  of 
the  medical  profession  take  positive  action 
to  combat  said  socialistic  trend,  and  to  pre- 
serve our  free  enterprise  economy  and  to 
protect  and  perpetuate  the  confidential  doc- 
tor-patient relationship ; 

NOW,  THEREFORE  BE  IT  RESOLVED 
BY  THE  CANADIAN  COUNTY  MEDICAL 
SOCIETY  OF  CANADIAN  COUNTY, 
OKLAHOMA,  that  from  and  after  the  ap- 
proval of  this  Resolution  by  the  House  of 
Delegates  of  the  Oklahoma  State  Medical 
Association,  no  member  of  the  Oklahoma 
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State  Medical  Association  will  file  any  claim 
with,  or  directly  or  indirectly  accept  any  tax 
money  from  state  or  federally  supported 
indigent  medical  care  programs  for  medical 
services  rendered  to  any  person  now  or  here- 
after eligible  thereunder,  whether  by  virtue 
of  existing  laws  or  any  other  law  or  laws 
hereafter  enacted. 

BE  IT  FURTHER  RESOLVED,  that  the 
members  of  this  association  shall  always 
under  the  oaths,  ethics  or  principles  of  the 
medical  profession  render  services  to  the  in- 
digent free  of  charge. 


Introduced  by:  Choctaw-Pushmataha 

County  Medical  Society  Resolution  3 
Subject:  General  Practice  Teaching  Program 
Referred  to:  Reference  Committee  I 

WHEREAS,  practicing  physicians  are 
necessarily  concerned  with  the  instruction 
and  education  of  doctors  of  the  state;  and 

WHEREAS,  the  responsibility  for  the 
maintenance  of  the  best  professional  rela- 
tionship between  academic  and  practicing 
physicians  is  recognized; 

THEREFORE,  BE  IT  RESOLVED,  that 
the  Oklahoma  State  Medical  Association  rec- 
ommends the  appointment  of  a general  prac- 
titioner as  a part-time  instructor  for  the 
first-year  medical  school  students  on  a ro- 
tating basis. 

BE  IT  FURTHER  RESOLVED,  that  a 
committee  of  general  practitioners  be  select- 
ed by  the  Dean  of  the  medical  school,  after 
counsel  with  the  President  of  the  Oklahoma 
State  Medical  Association,  the  President  of 
the  Oklahoma  Academy  of  General  Practice, 
and  the  State  Commissioner  of  Health,  to 
implement  this  teaching  program. 

BE  IT  FURTHER  RESOLVED,  that  for 
continuity  of  teaching  in  this  program,  other 
committee  members  be  selected  at  the  dis- 
cretion of  the  Dean  of  the  medical  school. 


Introduced  by:  Tulsa  County 

Medical  Society  Resolution  4 

Subject:  Dual  Memberships  in  County  Medical  So- 
cieties 

Referred  to:  Reference  Committee  I 

WHEREAS,  the  Constitution  and  Bylaws 
of  the  Oklahoma  State  Medical  Association 
neither  specifically  permits  nor  prohibits  a 
physician  from  holding  membership  in  two 
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or  more  component  county  medical  societies 
at  the  same  time;  and 

WHEREAS,  the  existence  of  dual  mem- 
berships has  posed  unresolved  problems  per- 
taining to  administration,  primary  responsi- 
bilities and  authorities,  discipline  and  inter- 
pretation ; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  the  House  of  Delegates  direct  the  Com- 
mittee on  Constitution  and  Bylaws  to  pre- 
pare and  submit  to  the  House  at  its  next 
regular  session  an  appropriate  amendment 
or  amendments  which  shall  establish  a spe- 
cific policy  and  guidelines  relative  to  dual 
memberships  in  component  county  societies. 

Introduced  by:  Tulsa  County 

Medical  Society  Resolution  5 

Subject:  Immunization  Education  Program 
Referred  to:  Reference  Committee  II 

WHEREAS,  the  House  of  Delegates  has 
previously  adopted,  for  good  and  sufficient 
reason,  resolutions  instructing  the  Oklahoma 
State  Medical  Association  to  develop  an  ef- 
fective program  of  public  education  concern- 
ing immunizations  available  against  prevent- 
able disease,  in  cooperation  with  all  other 
interested  parties,  specifically  to  the  Okla- 
homa State  Department  of  Public  Health  and 
the  Pharmaceutical  Industry;  and 

WHEREAS,  the  need  for  this  program 
continues  to  be  apparent  despite  widespread 
programs  of  public  education; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  the  Oklahoma  State  Medical  Associa- 
tion, through  appropriate  councils  and  com- 
mittees, be  instructed  to  continue  and  enlarge 
and  intensify  a continuing  public  education 
program  throughout  the  year  against  pre- 
ventable illness,  and  to  initiate  new  and  con- 
tinuing programs  in  cooperation  with  any 
reputable  agency  or  private  concern  offering 
assistance  and  cooperation. 

BE  IT  FURTHER  RESOLVED,  that  the 
Oklahoma  State  Medical  Association  sponsor 
appropriate  legislation  in  the  Oklahoma 
State  Legislature,  to  provide  funds  for  the 
administration  of  an  adequate  immunization 
education  program. 

BE  IT  FURTHER  RESOLVED,  that  this 
program  be  developed  and  administered  in 
keeping  with  the  principle  that  immuniza- 
tion shall  be  the  individual  financial  respon- 
sibility of  the  citizen  and  that  arrangements 
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continue  to  be  made  available  for  the  care 
of  those  without  means. 

Introduced  by:  Tulsa  County 

Medical  Society  Resolution  6 

Subject:  Immunization  by  Public  Health  Departments 
Referred  to:  Reference  Committee  n 

WHEREAS,  the  interpretation  of  the  At- 
torney General  of  the  State  of  Oklahoma,  of 
the  law  setting  up  the  Oklahoma  State  De- 
partment of  Public  Health,  is  that  its  serv- 
ices are  available  to  all  citizens  regardless 
of  ability  to  pay;  and 

WHEREAS,  the  Oklahoma  State  Depart- 
ment of  Public  Health  in  an  appropriate 
function,  sponsors  clinics  for  immunizations 
against  preventable  illnesses,  regardless  of 
ability  of  recipients  to  pay;  and 

WHEREAS,  it  represents  an  avoidable 
expense  to  the  taxpayers  to  pay  for  immuni- 
zation of  individuals  with  means  where  this 
is  readily  locally  available  through  non-pub- 
lic sources; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  the  Oklahoma  State  Medical  Associa- 
tion through  appropriate  executive  action, 
requests  the  Oklahoma  State  Department  of 
Public  Health  to  avoid  duplication  of  facili- 
ties for  immunizations,  when  the  local  ability 
to  provide  this  service  is  available. 

BE  IT  FURTHER  RESOLVED,  that  the 
Oklahoma  State  Medical  Association  through 
appropriate  council  or  committee,  sponsor 
legislation  in  the  Oklahoma  State  Legisla- 
ture, directing  the  Oklahoma  State  Depart- 
ment of  Public  Health  to  provide  immuniza- 
tions to  the  qualified  needy  only  and  to  with- 
hold immunizations  for  those  able  to  pay  for 
such  services. 

Introduced  by:  Council  on 

Public  Health  Resolution  7 

Subject:  Endorsement  of  AMA  Mental  Health  Program 
Referred  to:  Reference  Committee  IV 

WHEREAS,  the  American  Medical  Asso- 
ciation has  officially  recognized  mental  ill- 
ness as  “a  major  health  problem  facing  the 
nation  today,”  further  stating  that  “the  med- 
ical profession  has  a clear  responsibility  to 
assume  leadership  in  the  mental  health  field 
and  to  work  with  professional  and  lay  groups 
in  a sustained,  coordinated  effort  to  effect 
sound,  workable  mental  health  programs” ; 
and 


WHEREAS,  the  American  Medical  Asso- 
ciation has  further  stated  that  it  “recognizes 
the  important  stake  every  physician,  regard- 
less of  type  of  practice,  has  in  improving  our 
mental  health  knowledge  and  resources” ; 
and 

WHEREAS,  the  policies,  objectives  and 
recommendations  of  the  American  Medical 
Association  concerning  mental  health  are 
available  in  official  document,1  which  have 
been  studied  by  the  Oklahoma  State  Medical 
Association’s  Committee  on  Mental  Health; 
and 

WHEREAS,  on  January  26,  1964,  the 
Oklahoma  State  Medical  Association  spon- 
sored a special  Conference  on  Mental  Health, 
which  provided  additional  details  concern- 
ing the  application  of  these  policies  and  ob- 
jectives to  the  mental  health  problems  of 
Oklahoma ; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  the  Oklahoma  State  Medical  Association 
endorses  the  principles  and  policies  concern- 
ing mental  health  as  officially  put  forward 
by  the  American  Medical  Association  in  the 
above  mentioned  documents.1 

1.  AMA  Statement  of  Principles  on  Mental  Health;  Program 
of  the  Council  on  Mental  Health;  Summary  of  the  Program  of 
the  Council  of  Mental  Health. 

Introduced  by:  J.  L.  Richardson,  M.D. 

Secretary,  Oklahoma  Resolution  8 
Orthopedic  Society 

Subject:  Better  Care  For  Crippled  Children 
Referred  to:  Reference  Committee  II 

WHEREAS,  due  to  lack  of  adequate  hos- 
pital facilities  and  services  in  certain  areas 
of  the  state,  orthopedic  care  of  Crippled 
Children’s  cases  is  not  always  of  the  highest 
attainable  quality;  and 

WHEREAS,  training  hospitals  approved 
by  the  national  accrediting  agency  of  the 
American  College  of  Surgeons  are  well- 
equipped  for  such  specialized  care;  and 

WHEREAS,  the  Oklahoma  Orthopedic  So- 
ciety has  seriously  considered  problems  as- 
sociated with  the  Crippled  Children’s  pro- 
gram in  Oklahoma,  and  unanimously  sup- 
ports the  content  of  this  resolution; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  all  elective  and  reconstructive  surgery 
for  Crippled  Children’s  cases  be  performed 
at  the  University  of  Oklahoma  Medical 
Center. 
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Introduced  by:  J.  L.  Richardson,  M.D. 

Secretary,  Oklahoma  Resolution  9 
Orthopedic  Society 

Subject:  Fee  For  Service,  Crippled  Children’s  Program 
Referred  to:  Reference  Committee  II 

WHEREAS,  patients  formerly  cared  for 
under  the  Crippled  Children’s  Commission 
are  now  under  the  authority  of  the  Depart- 
ment of  Public  Welfare;  and 

WHEREAS,  such  patients  are  being  treat- 
ed administratively  in  essentially  the  same 
fashion  as  adults,  and  the  existing  age  limi- 
tation is  meaningless; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  children  in  this  classification  should  be 
treated  the  same  as  adults  in  regard  to  fee 
for  service. 


Introduced  by:  Canadian  County 

Medical  Society  Resolution  19 

Subject:  Implementation  of  Resolution  68  Passed  by 
the  AMA  House  of  Delegates,  June  19,  1963 
Referred  to:  Reference  Committee  I 

WHEREAS,  the  Canadian  County  Medical 
Society,  on  March  9,  1964,  discussed  the 
above  mentioned  resolution  pertaining  to  the 
“importance  of  the  general  practitioner  as 
an  essential  component  of  American  medi- 
cine” ; and 

WHEREAS,  once  again  recognition  was 
taken  of  the  need  for  “an  adequate  number 
of  medical  school  graduates  selecting  gen- 
eral practcice  for  their  medical  careers”; 
and 

WTIEREAS,  the  AMA  House  did  resolve 
to  “instruct  its  Board  of  Trustees  to  utilize 
all  facilities  at  its  command  to: 

“A.  Inform  the  medical  schools  of  the 
shortage  of  general  practitioners,  and  re- 
quest their  cooperation  in  exposing  medical 
students  to  general  practice  by  lectures,  pre- 
ceptor programs,  and  clinical  instructors 
who  are  practicing  general  practitioners ; 
and 

“B.  Inform  the  constituent  state  medical 
associations  of  the  need  to  emphasize  gen- 
eral practice  training  and  to  ask  these  as- 
sociations’ members  to  encourage  students 
to  go  into  general  practice.” 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  the  Oklahoma  State  Medical  Associa- 
tion House  of  Delegates  likewise  take  cogni- 
zance of  this  problem  and  instruct  our  Board 
of  Trustees  to  utilize  all  facilities  at  its  corn- 
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mand  to  implement  immediately  the  intent 
of  Resolution  68  passed  by  the  AMA  House 
of  Delegates. 

Introduced  by:  OSMA  Resolutions 

Committee  Resolution  11 

Subject:  Federal  Mental  Health  Legislation 
Referred  to:  Reference  Committee  IV 

WHEREAS,  the  mental  health  bill  as 
passed  by  the  United  States  Congress  in  1968 
opens  the  door  for  complete  socialization  of 
medicine,  as  well  as  the  complete  socializa- 
tion of  our  economy; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  the  Oklahoma  State  Medical  Association 
go  on  record  as  supporting  the  stand  as  taken 
by  the  Legislative  and  Public  Relations  Com- 
mittee, chairmanned  by  Robert  C.  Long, 
M.D.,  at  the  American  Medical  Association 
meeting  June  18,  1963,  which  states  as  fol- 
lows : 

“Your  reference  committee  unanimously 
disapproves  of  the  concept  of  Federal 
funds  for  staffing  mental  health  institu- 
tions. Indeed,  your  committee  has  serious 
misgivings  concerning  the  propriety  of 
approving  the  principle  of  ‘bricks  and 
mortar’  for  mental  health  centers.  There- 
fore, your  committee  recommends  that  the 
policy  of  the  American  Medical  Associa- 
tion with  respect  to  ‘bricks  and  mortar’  be 
reviewed  and  re-evaluated  by  the  Board 
with  recommendations  to  be  reported  to 
the  House  at  its  next  annual  meeting.” 

Introduced  by:  OSMA  Resolutions 

Committee  Resolution  12 

Subject:  Areawide  Planning  for  Hospitals 
Referred  to:  Reference  Committee  in 

WHEREAS,  the  United  States  Public 
Health  Service  in  collaboration  with  the 
American  Hospital  Association,  has  conduct- 
ed a survey  and  issued  a joint  report  on 
“Areawide  Planning  for  Hospitals”;  and 
WHEREAS,  this  report,  as  well  as  bur- 
geoning literature  on  the  subject,  presents 
the  thesis  that  only  the  big  voluntary  non- 
profit of  government  hospitals  can  render 
complete  or  the  best  medical  service ; and 
WHEREAS,  these  reports,  referred  to, 
further  advanced  the  seductive  argument 
that  the  building  of  private-for-profit  hos- 
pitals may  deprive  a community  of  an  “op- 
portunity” to  obtain  government  funds  for 
a non-profit  institution;  and 
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WHEREAS,  these  reports  encourage  com- 
pulsory area-wide  planning  for  hospitals  and 
other  health  facilities  to  be  implemented  by 
legalized  state  agencies;  and 
WHEREAS,  the  President  of  Blue  Cross, 
Mr.  Walter  J.  McNerney,  has  been  quoted 
as  saying  “any  group  which  builds  without 
reference  to  community  planning  jeopardizes 
the  solvency  of  Blue  Cross”;  and 

WHEREAS,  in  one  area  their  Blue  Cross 
tried  to  deny  claims  from  a hospital  which 
had  expanded  its  plant  without  consulting 
its  area  planning  board ; and 

WHEREAS,  federal  money  is  now  being 
used  for  state-wide  surveys  for  area-wide 
planning  for  health  facilities  in  Minnesota, 
Kansas  and  Hawaii;  and 

WHEREAS,  efforts  are  being  made  in 
various  states  to  establish  compulsory  area- 
wide health  facilities  planning  on  a statu- 
tory basis;  and 

WHEREAS,  S.  855  by  Senator  Hubert 
Humphrey,  which  passed  the  Senate  last 
month  without  debate,  affords  federal  recog- 
nition and  commendation  for  all  such  plan- 
ning boards  and  commissions  and  lays  the 
ground  work  for  ultimate  complete  control 
by  such  boards ; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  the  Oklahoma  State  Medical  Associa- 
tion, in  regular  session  assembled,  this  1st 
day  of  May,  1964,  opposes  compulsory  area- 
wide planning  for  health  facilities  and  calls 
on  the  House  of  Delegates  of  the  Oklahoma 
State  Medical  Association  to  express  this 
position  to  the  American  Medical  Associa- 
tion. 

AND,  BE  IT  FURTHER  RESOLVED, 
that  the  Oklahoma  State  Medical  Association 
be  instructed  to  alert  the  governing  boards 
of  the  hospitals  of  this  state  to  the  dangers 
inherent  in  such  compulsory  planning. 


Introduced  by:  OSMA  Resolutions 

Committee  Resolution  13 

Subject:  Opposition  to  Amendment  to  Food,  Drug  and 
Cosmetic  Act  Dealing  With  Proof  of  Efficacy 
Referred  to:  Reference  Committee  II 

WHEREAS,  the  Kefauver-Harris  Act  of 
1962,  amending  the  Federal  Food,  Drug  and 
Cosmetic  Act,  gives  the  U.S.  Food  and  Drug 
Administration  for  the  first  time  the  au- 
thority to  evaluate  the  effectiveness  of 
drugs;  and 


WHEREAS,  only  the  medical  profession, 
after  widespread  usage,  can  ultimately  de- 
termine the  true  effectiveness  of  a drug ; and 
WHEREAS,  authorizing  a federal  agency 
to  deprive  physicians  of  the  use  of  drugs 
which  they  may  wish  to  use  in  their  practice 
is  an  unwarranted  intrusion  into  the  prac- 
tice of  medicine  and  an  improper  interfer- 
ence with  the  physicians’  responsibilities, 
and  prerogatives;  and 
WHEREAS,  the  American  Medical  Asso- 
ciation strongly  opposed  this  grant  of  au- 
thority to  a federal  agency  when  this  legis- 
lation was  pending  before  Congress ; and 
WHEREAS,  this  act  can  only  operate  to 
the  detriment  of  the  practice  of  medicine  and 
the  public  health ; and 

WHEREAS,  attempts  are  currently  being 
made  to  include  similar  control  mechanisms 
for  all  medical  devices  and  implants ; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  the  Oklahoma  State  Medical  Associa- 
tion encourage  the  American  Medical  Associ- 
ation to  attempt  to  have  these  provisions  au- 
thorizing the  determination  of  the  effective- 
ness of  drugs  by  the  Food  and  Drug  Admin- 
istration removed  from  the  Kefauver-Har- 
ris Amendment. 

BE  IT  FURTHER  RESOLVED,  that 
every  effort  be  made  to  prevent  the  enact- 
ment of  similar  federal  regulatory  legisla- 
tion with  regard  to  devices  and  implants. 

BE  IT  FURTHER  RESOLVED,  that  all 
constituent  and  component  medical  associa- 
tions be  urged  to  join  in  this  effort  by  solicit- 
ing the  support  of  their  senators  and  rep- 
resentatives. 


Introduced  by:  Pittsburg  County 

Medical  Society  Resolution  14 

Subject:  Enactment  of  Lien  and  Family  Responsibility 
Laws 

Referred  to:  Reference  Committee  II 

WHEREAS,  the  Oklahoma  State  Medical 
Association  has  pledged  the  cooperation  of 
its  membership  in  giving  medical  service  to 
the  elderly  people  of  our  state  who  are  re- 
cipients of  Old  Age  Assistance  and  Medical 
Assistance  for  the  Aged;  and 

WHEREAS,  the  administrator  of  these 
programs  in  the  State  of  Oklahoma  finds 
the  funds  available  inadequate  to  finance 
them  without  making  marked  restrictions 
in  the  payment  of  these  services ; and 
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WHEREAS,  the  administrator  of  these 
programs  has  asked  the  Oklahoma  State 
Medical  Association  for  recommendations  to 
aid  him  in  the  financing  of  these  programs ; 
and 

WHEREAS,  it  has  been  definitely  proven 
that  in  states  which  have  property  lien  laws 
and  family  responsibility  laws,  the  financial 
load  for  implementing  these  programs  is 
greatly  reduced ; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  the  Oklahoma  State  Medical  Association 
go  on  record  as  favoring  this  type  of  legis- 
lation in  Oklahoma. 

BE  IT  FURTHER  RESOLVED,  that  a 
vigorous  effort  be  made  to  get  this  type  of 
legislation  introduced  into  the  next  session 
of  Legislature. 

BE  IT  FURTHER  RESOLVED,  that  a 
statewide  organization  be  set  up  in  the  Okla- 
homa State  Medical  Association  for  the  pur- 
pose of  dissemination  of  information  and 
aiding  in  the  passage  of  this  legislation. 

Introduced  by:  Pottawatomie  County 

Medical  Society  Resolution  15 

Subject:  Amendment  to  Medical  Practice  Act 
Referred  to:  Reference  Committee  II 

WHEREAS,  the  members  of  the  Board  of 
Medical  Examiners  are  appointed  for  a 
term  of  four  years  by  the  governor;  and 

WHEREAS,  such  appointments  could 
overthrow  completely  the  continuity  of  the 
Board  of  Medical  Examiners; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
by  the  Pottawatomie  County  Medical  Society 
that  the  Board  of  Medical  Examiners  shall 
be  appointed  for  a term  of  seven  years,  with 
the  term  of  one  member  terminating  each 
year. 

BE  IT  FURTHER  RESOLVED,  that  a 
member  of  the  Board  of  Medical  Examiners 
shall  not  be  removed  without  cause. 

Introduced  by:  Canadian  County 

Medical  Society  Resolution  16 

Subject:  Amendments  to  Medical  Practice  Act 
Referred  to:  Reference  Committee  II 

WHEREAS,  we  have  learned  of  the  tem- 
porary status  of  the  Oklahoma  State  Board 
of  Medical  Examiners  in  which  a complete 
change  of  the  board  may  occur  at  the  expira- 
tion of  the  appointments ; and 

WHEREAS,  such  change  would  result  in 
a lack  of  experience  in  usual  Board  of  Med- 
ical Examiners  procedures  and  policies;  and 
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WHEREAS,  such  a change  would  result 
in  inexperienced  although  earnest  operation 
of  said  board;  and 

WHEREAS,  this  board  is  the  only  body 
established  by  statute  for  the  administration 
of  the  Medical  Practice  Act; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  the  House  of  Delegates  of  the  Okla- 
homa State  Medical  Association  endorse  the 
changes  recommended  in  the  Medical  Prac- 
tice Act  as  hereto  appended. 

BE  IT  FURTHER  RESOLVED,  that  the 
Oklahoma  State  Medical  Association  urges 
the  Legislature  of  the  State  of  Oklahoma  to 
amend  the  Medical  Practice  Act  as  incor- 
porated in  the  Appendix  to  this  resolution. 

APPENDIX 

This  resolution,  if  passed,  would  provide  continuity 
of  experience  on  the  Board  without  altering  in  any 
way  its  powers  as  granted  by  law.  There  are  a few 
minor  changes  which  would  clarify  terminology  but 
which  do  not  change  practice  or  policy. 

N.B.  The  italicized  words  and  phrases  encompass 
the  suggested  amendments  to  the  appropriate  sections 
of  the  Medical  Practice  Act. 

59  O.S.  1981,  Section  481  is  hereby  amended  to  read  as 
follows : 

Section  1.  A State  Board  of  Medical  Examiners  is 
hereby  established  in  the  State  of  Oklahoma  to  consist 
of  seven  (7)  members  who  shall  be  citizens  of  the 
United  States  of  America,  graduates  in  medicine  from 
Medical  Colleges  recognized  by  Oklahoma  at  the  time 
of  such  graduation,  and  legal  and  active  practitioners 
of  medicine  and  surgery  within  the  state  for  more  than 
three  (3)  years  prior  to  their  appointment  as  members 
of  said  Board.  The  official  name  of  this  Board  shall 
be,  State  Board  of  Medical  Examiners. 

59  O.S.  1961,  Section  482  is  hereby  amended  to  read  as 
follows: 

Section  2.  Immediately  after  the  effective  date  of 
this  Act,  the  members  of  the  State  Board  of  Medical 
Examinrs  shall  be  appointed  by  the  Governor  from  a 
list  of  not  less  than  fourteen  (14)  names  submitted  to 
the  Governor  by  the  Oklahoma  State  Medical  Associa- 
tion; . . . provided  that  no  member  shall  be  a stock- 
holder in  or  member  of  the  faculty  or  Board  of  Trustees 
of  any  medical  college  or  school.  The  Governor  shall 
appoint  one  (1)  member  to  serve  for  one  (1)  year, 
one  (1)  member  to  serve  two  (2)  years,  one  (1)  mem- 
ber to  serve  three  (3)  years,  one  (1)  member  to  serve 
four  (4)  years,  one  (1)  member  to  serve  five  (5)  years, 
one  (1)  member  to  serve  six  (6)  years,  one  (1)  mem- 
ber to  serve  seven  (7)  years.  Their  successors  shall 
be  appointed  for  a term  of  seven  (7)  years  and  such 
appointment  shall  be  made  by  the  Governor  within 
ninety  (90)  days  after  the  term  of  any  member  ex- 
pires and  shall  be  made  from  a list  of  three  (3)  names 
submitted  to  the  Governor  by  the  Oklahoma  State 
Medical  Association.  Vacancies  shall  be  filled  by  the 
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Governor  within  ninety  (90)  days  after  any  vacancy 
occurs  and  the  person  so  appointed  to  fill  the  vacancy 
shall  serve  the  unexpired  term:  such  appointment  shall 
he  made  from  a list  of  three  (3)  names  submitted 
to  the  Governor  by  the  Oklahoma  State  Medical  As- 
sociation. 

59  O.S.  1961,  Section  483  is  hereby  amended  to  read  as 
follows : 

Section  3.  The  State  Board  of  Medical  Examiners 
shall  be  the  successors  to  the  present  State  Board  of 
Medical  Examiners  and  shall  assume  all  of  the  duties 
and  responsibilities  thereof. 

59  O.S.  1961,  Section  485  is  hereby  amended  to  read  as 
follows: 

Section  5.  The  State  Board  of  Medical  Examiners 
shall,  immediately  after  the  members  shall  have  quali- 
fied as  such,  organize  by  electing  a president,  a vice- 
president  and  a secretary-treasurer,  and  thereafter,  at 
the  next  regular  meeting  of  the  Board,  held  in  the  first 
six  months  of  each  calendar  year,  all  such  offices  shall 
become  vacant  and  be  filled  by  another  election,  ex- 
cept the  secretary-treasurer,  who  shall  serve  at  the 
pleasure  of  the  State  Board  of  Medical  Examiners. 

59  O.S.  1961,  Section  493  is  hereby  amended  to  read  as 
follows  : 

The  State  Board  of  Medical  Examiners  shall  admit 
any  applicant  to  the  regular  examination  for  licensure 
to  practice  medicine  and  surgery  within  the  meaning 
of  this  Act,  who  makes  application  therefore  verified 
by  oath  upon  forms  provided  by  said  Board,  and  who 
shall  accompany  the  application  with  the  fee  of  Twenty- 
five  ($25.00)  dollars;  provided,  that  an  applicant,  to 
be  eligible  for  examination,  must  present  satisfactory 
evidence  of  identification;  that  he  is  of  good  moral 
character  and  is  not  addicted  to  habitual  intemperance 
or  the  habitual  use  of  habit-forming  drugs;  that  he 
has  not  been  convicted  of  a felony  or  a crime  involving 
moral  turpitude;  that  he  has  never  been  guilty  of 
unprofessional  conduct  as  hereinafter  defined;  that  his 
medical  license  has  never  been  revoked  within  any 
other  state  for  cause,  that  he  is  not  suffering  with 
active  pulmonary  tuberculosis  or  a draining  tubercular 
lesion  or  venereal  disease,  and  that  he  is  a citizen 
of  the  United  States. 

It  is  further  provided  that  the  applicant  must;  (a) 
submit  satisfactory  evidence  that  he  is  a graduate  of 
a legally  chartered  medical  college  or  university,  the 
requirements  of  which  for  graduation  shall  have  been, 
at  the  time  of  such  graduation,  in  no  particular  less 
than  those  prescribed  by  the  Association  of  American 
Medical  Colleges  or  the  Council  on  Medical  Education 
and  Hospitals  of  the  American  Medical  Association  for 
that  particular  year,  or,  (b)  submit  satisfactory  evi- 
dence that  he  has  passed  such  examinations  as  the 
Board  may  require  to  determine  his  educational  quali- 
fications to  take  the  regular  examinations  for  licensure 
to  practice  medicine  and  surgery. 

It  is  further  provided  that  the  Board  of  Medical  Ex- 
aminers may,  at  such  time  as  it  deems  expedient,  re- 
quire all  applicants  for  licensure  a properly  verified 
certificate  that  they  have  served  a one  (1)  year’s  in- 
ternship in  a general  hospital  which  is  approved  and 
recognized  by  the  said  Board. 


Introduced  by:  Alfalfa-Woods  County 

Medical  Society  Resolution  17 

Subject:  Practicing  Teaching  Faculty 
Referred  to:  Reference  Committee  I 

WHEREAS,  there  is  a drastic  need  for 
more  enlightenment  of  the  medical  students 
of  the  University  of  Oklahoma  for  a closer 
union  between  the  student  and  practicing 
physician,  and  to  acquaint  him  with  the 
practical  aspect  of  medicine; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  more  practicing  physicians  be  placed  on 
the  faculty  of  Oklahoma  University  School 
of  Medicine. 

Introduced  by:  Alfalfa-Woods  County 

Medical  Society  Resolution  18 

Subject:  Identity  of  Persons  Who  Have  Previously 
Sued  Physicians  in  Oklahoma 
Referred  to:  Reference  Committee  IV 

WHEREAS,  due  to  the  increase  in  num- 
ber of  physicians  of  good  standing  being 
sued  for  professional  liability; 

NOV/,  THEREFORE,  BE  IT  RESOLVED, 
that  a list  of  names  of  the  persons  suing  the 
physicians  be  published,  privately,  and  sent 
to  all  physicians  of  good  standing  in  the 
state  of  Oklahoma. 

Introduced  by:  Joe  L.  Duer,  M.D.  Resolution  19 

Subject:  Board  of  Trustees  Quorum 
Referred  to:  Reference  Committee  I 

WHEREAS,  the  activities  of  the  associa- 
tion are  assigned  to,  and  carried  out  by  vol- 
untary efforts  on  the  part  of  the  elected 
and  appointed  officials  of  the  association; 
and 

W'HEREAS,  there  are  many  important  is- 
sues to  be  considered  throughout  each  year; 
and 

WHEREAS,  quorums  are  often  difficult  to 
be  had,  especially  at  emergency  called  meet- 
ings; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  Chapter  IV,  Section  3.00,  shall  be 
amended  by  adding  to  and  after  the  last  sen- 
tence, the  words  “at  which  a majority  of 
the  trustees  shall  constitute  a quorum;  but 
at  special  and  called  meetings,  fifteen  (15) 
trustees  shall  constitute  a quorum.” 

Introduced  by:  OSMA  Resolutions 

Committee  Resolution  20 

Subject:  Clarification  of  Policies,  Joint  Commission  on 
Accreditation  of  Hospitals 
Referred  to:  Reference  Committee  ni 

W'HEREAS,  there  has  been  much  misin- 
formation and  loose  interpretation  concern- 


Journal  / April  1964  / Volume  57 


189 


ing  the  requirements  and  standards  of  the 
Joint  Commission  on  Accreditation  of  Hos- 
pitals ; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  the  Oklahoma  State  Medical  Associa- 
tion obtain  a synopsis  or  abbreviated  sum- 
mary of  said  rules  and  regulations  to  distrib- 
ute to  each  member  of  the  association. 

Introduced  by:  OSMA  Resolutions 

Committee  Resolution  21 

Subject:  Socio-Economic  Education,  O.U.  Medical 
School 

Referred  to:  Reference  Committee  III 

WHEREAS,  it  continues  to  be  of  great 
importance  that  medical  students  be  in- 
formed in  regard  to  the  socio-economic  and 
legal  aspects  of  medicine;  and 

WHEREAS,  there  exists  many  practicing 
physicians  competent  and  willing  to  offer 
their  services  to  medical  students  for  the  ac- 
complishment of  this  purpose; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  the  Oklahoma  University  School  of  Med- 
icine be  encouraged  to  offer  instruction  in 
the  socio-economic  aspects  of  medical  prac- 
tice to  their  students. 

Introduced  by:  OSMA  Resolutions 

Committee  Resolution  22 

Subject:  Essentials  of  An  Approved  Internship 
Referred  to:  Reference  Committee  I 

WHEREAS,  the  Council  on  Medical  Edu- 
cation of  the  AMA  is  to  submit  a revised 
‘'Essentials  of  An  Approved  Internship”  at 
the  Annual  Meeting  in  June,  1964;  and 

WHEREAS,  many  community  hospitals 
which  provide  a good  educational  program 
for  interns,  but  do  not  have  a necessity  for 
an  organized  outpatient  clinic; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  our  delegates  to  the  AMA  be  instructed 
to  oppose  the  incorporation  of  the  require- 
ment of  an  organized  outpatient  clinic  as 
an  essential  to  an  approved  internship. 

Introduced  by:  Oklahoma  County 

Medical  Society  Resolution  23 

Subject:  Disability  Evaluation  For  Compensation 
Purposes 

Referred  to:  Reference  Committee  III 

WHEREAS,  the  present  method  of  evalu- 
ating disability  and  making  disability  com- 
pensation awards  by  the  State  Industrial 
Commission  is  unscientific,  unfair,  and  high- 
ly questionable,  morally;  and 
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WHEREAS,  in  the  awarding  of  claims 
there  are  certain  dangers  and  fallacious  prac- 
tices; to-wit: 

1.  The  expedient  policy  of  simply  “aver- 
aging” conflicting  disability  estimates  by  a 
physician  for  the  defense  and  a physician 
for  the  plaintiff;  thus  not  carrying  out  the 
intent  of  compensation  laws. 

2.  Equating  with  equal  weight  the  testi- 
mony in  disability  evaluations  between  un- 
orthodox practitioners  and  orthodox  special- 
ists in  various  fields. 

3.  Assuming  that  all  claimants  with  dis- 
ability should  be  awarded  disability  on  the 
grounds  that  they  should  be  supported  be- 
cause of  financial  need  without  regard  for 
the  circumstances  of  causation,  or  medical 
knowledge  and  testimony; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  the  Oklahoma  State  Medical  Association 
brings  to  the  attention  of  its  members  the 
problems,  inequities,  and  abuses  in  connec- 
tion with  awards  now  being  made  under  the 
present  system  of  the  State  Industrial  Com- 
mission. 

BE  IT  FURTHER  RESOLVED,  that  the 
Oklahoma  State  Medical  Association  appoint 
a study  committee  to  meet  with  members  of 
the  Legislature,  members  of  various  reput- 
able insurance  companies,  and  members  of 
the  Oklahoma  Bar  Association  to  explore  the 
abuses  of  the  present  system  and  correct 
them  when  possible  and  recommend  a better 
system  in  disability  evaluations  for  compen- 
sation purposes. 


Introduced  by:  The  Oklahoma  County 

Medical  Society  Resolution  24 

Subject:  Service  Contracts 
Referred  to:  Reference  Committee  III 

WHEREAS,  the  agreement  by  a third 
party  to  pay  the  medical  bills  (as  distin- 
guished from  hospital  bills)  of  its  subscrib- 
ers in  full,  constitutes  contracting  to  fur- 
nish medical  services;  and 

WHEREAS,  non-physician  parties  cannot 
furnish  medical  services;  and 

WHEREAS,  third  parties  should  not  be 
given  the  power  to  offer  the  services  of  phy- 
sicians to  anyone,  (this  power  logically  and 
ethically  belonging  only  to  the  individual 
physician)  ; and 

WHEREAS,  the  service  insurance  con- 
tract can  lead  to  control  of  physicians’  fees 
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and  services  by  the  contracting  insurance 
company,  (regardless  of  whether  or  not  a 
board  of  physicians  is  consulted  on  establish- 
ment of  fee  schedules)  ; and 

WHEREAS,  the  establishment  of  a no- 
fee-schedule  service  insurance  plan  is  just 
as  vicious  as  such  a plan  with  a fee  schedule ; 
and 

WHEREAS,  the  fee  arrangements  with 
patients  should  be  entirely  under  the  control 
of  the  patient  and  his  physician ; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  the  Oklahoma  State  Medical  Association 
is  opposed  to  the  offering  of  service  insur- 
ance contracts  for  physicians’  fees  to  any 
groups  or  individuals,  and  calls  for  the  dis- 
continuance of  such  plans  as  they  are  now 
offered.  (This  is  not  to  be  interpreted  as 
conflicting  with  present  workmen’s  compen- 
sation insurance  coverage.) 

Introduced  by:  The  Oklahoma  County 

Medical  Society  Resolution  25 

Subject:  Legislation  For  Treatment  of  Alcoholic  Pa- 
tients By  State  Hospitals  and  Institutions 
Referred  to:  Reference  Committee  IV 

WHEREAS,  the  present  legislation  deal- 
ing with  the  treatment  of  alcoholics  in  state 
institutions  has  proven  inadequate;  and 

WHEREAS,  legislation  is  desperately 
needed  to  correct  this  defect; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  the  Oklahoma  State  Medical  Association 
bring  to  the  attention  of  the  Oklahoma  State 
Legislature  the  existence  of  this  problem  and 
strongly  urge  that  they  consider  this  prob- 
lem and  pass  corrective  legislation,  to-wit: 

Action  to  amend  by  deletion  certain  de- 
scription in  the  Mental  Health  Law  (1953) 
amended  1955,  and  subsequent:  O.S.  Title 
43- A,  Section  3 — Sub-section  (C)  to  elimi- 
nate the  phrase,  lines  6 and  7,  “and  chronic 
alcoholism”  (see  explanation  of  proposal) . 

BE  IT  FURTHER  RESOLVED,  that  the 
report  adopted  by  the  American  Medical  As- 
sociation in  Seattle,  Washington,  November, 
1956,  a copy  of  which  is  attached,  be  ap- 
proved by  the  Oklahoma  State  Medical  As- 
sociation and  the  conclusions  and  recommen- 
dations therein  contained  be  included  in  pro- 
posals presented  to  the  Oklahoma  State  Leg- 
islature for  study  and  consideration. 

^ # sjc 

EXPLANATION  OF  LEGISLATIVE  PROPOSAL: 

Purposes  reflected  in  this  proposed  action  is  to  take 
recognition  of  both  medical  and  legal  acceptance  by 


definition  that  alcoholism  is  properly  classed  as  a dis- 
ease, an  illness,  that  in  general  it  is  treatable;  that  a 
problem  exists  in  the  community,  the  State  of  Okla- 
homa; that  some  means,  method  and  procedure  be 
permitted,  established,  and  function  instituted  to  cope 
with  such  problem;  that  presently  established  state  in- 
stitutions may  be  employed,  in  part,  in  such  efforts  to 
cope  with  this  problem  through  recognized  administra- 
tive function  of  heads  of  both  the  Department  of  Health 
and  the  Department  of  Mental  Health  in  incorporating 
as  a part  of  their  general  programs  and  procedures 
the  treatment  of  patients  suffering  from  alcoholism 
solely  or  in  part;  that  such  elimination  of  discrimina- 
tion in  basic  definition  respecting  admission  will  then 
permit  a beginning  at  least  in  coping  with  this  health 
problem  in  the  state,  and  without  requiring  special 
budgeting,  appropriation,  facility  or  enactment  there- 
fore to  do  so. 

# % :Js  # # % % 

AMA  REPORT  OF  REFERENCE  COMMITTEE  ON 
MEDICAL  EDUCATION  AND  HOSPITALS 

Doctor  William  A.  Hyland,  Chairman,  Michigan,  pre- 
sented the  following  report,  which  was  adopted: 

Report  of  the  Board  of  Trustees  Dealing  with  Hos- 
pitilization  of  Patients  with  Alcoholism:  Specifically, 
this  section  refers  to  a consideration  by  the  Council  on 
Mental  Health  and  its  Committee  on  Alcoholism  of  the 
problem  of  the  hospitalization  of  patients  with  the  di- 
agnosis of  alcoholism.  Your  committee  urges  the 
adoption  of  the  following  statement  of  the  Council  on 
Mental  Health,  which  is  quoted  from  the  report  of  the 
Board  of  Trustees: 

1.  Alcoholic  symptomatology  and  complications 
which  occur  in  many  personality  disorders  come  with- 
in the  scope  of  medical  practice. 

2.  Acute  alcoholic  intoxication  can  be  and  often  is 
a medical  emergency,  as  with  any  other  acute  case, 
the  merits  of  each  individual  case  should  be  considered 
at  the  time  of  the  emergency. 

3.  The  type  of  alcoholic  patient  admitted  to  a general 
hospital  should  be  judged  on  his  individual  merits,  con- 
sideration being  given  to  the  attending  physician’s 
opinion,  cooperation  of  the  patient,  and  his  behavior  at 
the  time  of  admission.  The  admitting  doctors  should 
then  examine  the  patient  and  determine  from  the  his- 
tory and  his  actions  whether  he  should  be  admitted 
or  refused. 

4.  In  order  to  offer  house  officers  well-rounded  train- 
ing in  the  general  hospital,  there  should  be  adequate 
facilities  available  as  part  of  a hospital  program  for 
care  of  alcoholics.  Since  the  house  officer  in  a hospital 
will  eventually  come  in  contact  with  this  type  of  pa- 
tient in  practice,  his  training  in  treating  this  illness 
should  come  while  he  is  a resident  officer.  Hospital 
staffs  should  be  urged  to  accept  these  patients  for  treat- 
ment and  cooperate  in  this  program. 

5.  With  improved  means  of  treatment  available  and 
the  changed  viewpoint  and  attitude  which  places  the 
alcoholic  in  the  category  of  a sick  individual,  most  of 
the  problems  formerly  encountered  in  the  treatment 
of  the  alcoholic  in  a general  hospital  have  been  greatly 
reduced.  In  any  event,  the  individual  patient  should 
be  evaluated  rather  than  have  general  objection  on  the 
grounds  of  a diagnosis  of  alcoholism. 
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It  is  recognized  that  no  general  policy  can  be  made 
for  all  hospitals.  Administrators  are  urged  to  give 
careful  consideration  to  the  possibility  of  accepting 
such  patients  in  the  light  of  the  newer  available  meas- 
ures and  the  need  for  providing  facilities  for  treating 
these  patients.  In  order  to  render  a service  to  the  com- 
munity, provision  should  be  made  for  such  patients 
who  cooperate  and  who  wish  such  care. 

In  order  to  accomplish  any  degree  of  success  with 
the  problem  of  alcoholism,  it  is  necessary  that  edu- 
cational programs  be  enlarged,  methods  of  case  find- 
ings and  follow-up  be  ascertained,  be  encouraged,  and 
general  education  toward  acceptance  of  these  sick 
people  be  emphasized.  The  hospital  and  its  adminis- 
tration occupy  a unique  position  in  the  community 
which  allows  them  great  opportunities  to  contribute 
to  the  accomplishment  of  this  purpose.  It  is  urged 
that  general  hospitals  and  their  administrators  and 
staffs  give  thought  to  meeting  this  responsibility. 

Your  reference  committee  recommends  that  this  ac- 
tion be  brought  to  the  attention  of  the  Council  on  Med- 
ical Education  and  Hospitals  from  the  standpoint  of 
implementing  educational  approaches  to  the  problem 
of  alcoholism  and  that  it  also  be  referred  to  the  Joint 
Commission  on  Accreditation  of  Hospitals  and  to  the 
American  Hospital  Association  in  an  effort  to  obtain 
more  interest  on  the  part  of  hospital  administrators 
and  their  staff  toward  meeting  this  ever-increasing 
responsibility. 

Introduced  by:  The  Oklahoma  County 

Medical  Society  Resolution  26 

Subject:  Support  of  Medically- Approved  Family  Plan- 
ning Services  in  Oklahoma 
Referred  to:  Reference  Committee  IV 

WHEREAS,  the  members  of  the  medical 
profession  and  increasingly  greater  numbers 
of  the  general  public  now  recognize  the  seri- 
ousness of  the  problem  of  the  population  ex- 
plosion at  home  and  abroad;  and 

WHEREAS,  the  unlimited  increase  of 
population  will  certainly  lower  the  living 
standards  of  all  unless  medically-approved 
family  planning  methods  are  made  available 
to  low  income  parents  who  now  have  and 
continue  to  have  more  children  than  they 
desire;  and 

WHEREAS,  the  gap  between  children 
wanted  and  children  born  can  only  be  closed 
by  charitable  institutions  and  by  public 
health  and  welfare  agencies  making  effec- 
tive family  planning  techniques  available  to 
low  income  Americans  and  Oklahomans ; and 

WHEREAS,  the  Planned  Parenthood  As- 
sociation chapters  in  Oklahoma  are  recog- 
nized charitable  institutions  devoted  to  op- 
erating clinics  under  medical  supervision 
and  making  family  planning  techniques 
available  to  low  income  families  by  offering 
a free  choice  of  techniques,  one  or  more  of 
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which  is  acceptable  to  all  faiths;  and 

WHEREAS,  with  the  support  of  local  phy- 
sicians and  county  medical  societies  it  will 
be  possible  to  encourage  the  inclusion  of 
family  planning  services  in  the  County  Wel- 
fare Clinics  and  other  charitable  medical 
facilities  in  the  cities  and  towns  of  the  State 
of  Oklahoma; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  the  Oklahoma  State  Medical  Association 
supports  the  objective  of  making  medically- 
approved  family  planning  methods  available 
to  low  income  families  in  the  State  of  Okla- 
homa by  urging  its  individual  members  and 
the  county  medical  societies  in  this  state  to : 

(1)  Support  the  Planned  Parenthood  As- 
sociation in  the  cities  and  towns  of  Oklahoma 
where  it  has  clinics  and  is  seeking  to  extend 
its  services  ; 

(2)  Encourage  the  inclusion  of  family 
planning  services  by  offering  a free  choice 
of  techniques,  one  or  more  of  which  is  ac- 
ceptable to  all  religious  faiths  in  the  County 
Welfare  Clinics  and  other  charitable  medical 
facilities  throughout  the  State  of  Oklahoma. 

BE  IT  FURTHER  RESOLVED,  that  no- 
tice of  the  foregoing  resolution  shall  be  dis- 
tributed to  each  county  medical  society  in 
the  State  of  Oklahoma. 

Introduced  by:  The  Oklahoma  County 

Medical  Society  Resolution  27 

Subject:  Cigarette  Smoking,  A Health  Hazard 
Referred  to:  Reference  Committee  IV 

WHEREAS,  on  the  basis  of  a prolonged 
study  and  evaluation  of  many  lines  of  con- 
verging evidence,  the  Surgeon  General's  ad- 
visory committee  made  the  judgment  that: 
CIGARETTE  SMOKING  IS  CURRENTLY 
A HEALTH  HAZARD  OF  SUFFICIENT 
IMPORTANCE  TO  WARRANT  APPROP- 
RIATE REMEDIAL  ACTION;  and 

WHEREAS,  the  Oklahoma  County  Medi- 
cal Society  is  concerned  in  all  matters  re- 
lated to  health; 

NOW,  THEREFORE,  BE  IT  RESOLVED, 
that  the  Oklahoma  State  Medical  Association 
go  on  record  as  accepting  the  principal  find- 
ings and  conclusions  of  the  report  of  the  Sur- 
geon General’s  Advisory  Committee  On 
SMOKING  and  HEALTH. 

BE  IT  FURTHER  RESOLVED,  that  the 
Oklahoma  State  Medical  Association  encour- 
age and  support  education  programs  rela- 
tive to  this  current  potential  health  hazard. 
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GENERAL  INFORMATION 

REGISTRATION— Mezzanine,  Huckins  Hotel 

Thursday,  April  30 3:00  p.m.-6:00  p.m. 

Friday,  May  1 9:00  a.m.— 5:00  p.m. 

Saturday,  May  2 9:00  a. m. -1:00  p.m. 

HOSPITALITY  ROOM-Mezzanine,  Huckins  Hotel 

The  Hospitality  Room  will  be  open  during  registration 
hours  Thursday,  Friday  and  Saturday  for  the  conveni- 
ence of  members  and  guests.  Refreshments  will  be 
served  courtesy  Oklahoma  Blue  Cross-Blue  Shield. 

TICKETS— Mezzanine,  Huckins  Hotel 

Tickets  for  the  luncheons  will  be  sold  at  the  Regis- 
tration desk. 

DOCTORS'  HOBBY  SHOW-Mezzanine, 
Skirvin  Hotel 

CHAIRMAN:  Mrs.  Charles  E.  Smith,  Jr. 

Hobbies  of  Oklahoma  Physicians  and  their  wives  are 
presented  in  this  interesting  exhibit  and  will  be  on  dis- 
play during  the  convention. 

DOCTORS'  DAY  EXHIBITS-Mezzanine, 
Skirvin  Hotel 

CHAIRMAN:  Mrs.  Robert  E.  Dillman,  Tulsa 

MEDICAL  ADVISORS: 

Clifford  M.  Bassett,  M.D.,  Cushing 
Milton  L.  Berg,  M.D.,  Tulsa 
J.  Hoyle  Carlock,  M.D.,  Ardmore 

CONVENTION  COMMITTEE 

CHAIRMAN:  Mrs.  Virgil  Ray  Forester 
CO-CHAIRMAN:  Mrs.  Harrell  C.  Dodson,  Jr. 
ASSISTANTS:  Mrs.  A.  Jay  Sands  and  Mrs.  Elias  Margo 


Registration Mrs.  Sam  R.  Musallam 

Credentials Mrs.  Sanford  Matthews 

Mrs.  Ralph  A.  Smith 

Hospitality  and  Courtesy.-  Mrs.  Robert  A.  McLauchlin 

Luncheon Mrs.  Charles  W.  Freeman 

Fashion  Show Mrs.  Joseph  W.  Kelso 

Mrs.  Walter  K.  Hartford 

Tickets Mrs.  Ira  O.  Pollock 

Publicity Mrs.  E.  Cotter  Murray 

Art  Director Mrs.  Henry  C.  Traska 


Past-Presidents’  Breakfast  Mrs.  George  H.  Garrison 

Mrs.  John  Powers  Wolff 


PROGRAM 

THURSDAY,  APRIL  30,  1964 

3:00-6:00  p.m.— REGISTRATION  AND  HOSPITALITY. 
Mezzanine,  Huckins  Hotel.  Hospitality  Room, 
courtesy  Oklahoma  Blue  Cross-Blue  Shield. 
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6:00  p.m.— RECEPTION  FOR  BOARD  MEMBERS. 
President’s  Suite,  Room  835,  Huckins  Hotel. 

7:00  p.m.— PRE-CONVENTION  BOARD  MEETING. 
Dinner,  Victorian  Room,  Mezzanine,  Huckins 
Hotel. 

FRIDAY,  MAY  1,  1964 

8:00  a.m.— PAST-PRESIDENTS’  BREAKFAST.  Laurel 
Room,  Mezzanine,  Huckins  Hotel.  Hostesses: 
Mrs.  George  H.  Garrison  and  Mrs.  John  Powers 
Wolff. 

9:00  a.m.— REGISTRATION  AND  HOSPITALITY. 
Mezzanine,  Huckins  Hotel.  Hospitality  Room 
courtesy  Oklahoma  Blue  Cross-Blue  Shield. 

10:00  a.m.— FIRST  GENERAL  SESSION.  Colonial  Hall, 
Mezzanine,  Huckins  Hotel.  Mrs.  Tom  C.  Sparks. 
Ardmore,  President,  presiding. 

INVOCATION:  Mrs.  Iron  H.  Nelson,  Tulsa. 
PLEDGE  OF  LOYALTY:  Mrs.  Joe  L.  Duer, 
Woodward,  Wife  of  the  President,  Oklahoma  State 
Medical  Association. 

WELCOME:  Mrs.  Robert  B.  Howard,  Oklahoma 
City,  President,  Woman’s  Auxiliary  to  the  Okla- 
homa County  Medical  Society. 

RESPONSE:  Mrs.  Clinton  Gallaher,  Shawnee. 
GREETINGS:  Harlan  Thomas,  M.D.,  Tulsa,  Pres- 
ident-Elect, Oklahoma  State  Medical  Association. 
INTRODUCTION  OF  SPECIAL  GUESTS. 

GUEST  SPEAKER:  Mrs.  William  H.  Evans, 
Youngstown  Ohio,  President-Elect,  Woman’s  Aux- 
iliary, American  Medical  Association. 
PRESENTATION  OF  PAST  PRESIDENTS:  Mrs. 
John  Powers  Wolff,  Oklahoma  City. 
ANNOUNCEMENTS:  Mrs.  Virgil  Ray  Forester. 
Oklahoma  City,  Convention  Chairman. 

ROLL  CALL  BY  COUNTIES:  Mrs.  F.  H.  Mc- 
Gregor, Oklahoma  City,  Treasurer. 

REPORT  OF  CREDENTIALS  COMMITTEE: 
Mrs.  N.  Sanford  Matthews,  Oklahoma  City. 
READING  AND  ADOPTION  OF  MINUTES:  Mrs 
Joe  M.  Parker,  Oklahoma  City,  Secretary. 
TREASURER’S  REPORT:  Mrs.  F.  H.  McGregor. 
Oklahoma  City,  Treasurer,  and  Mrs.  Earl  M. 
Bricker,  Jr.,  Oklahoma  City,  Treasurer-Elect. 

REPORTS  OF  OFFICERS: 

First  Vice-President — Mrs.  Richard  E.  Witt 
Muskogee. 

Second  Vice-President— Mrs.  Robert  M.  Stover. 
Claremore. 

Corresponding  Secretary— Mrs.  C.  L.  Lorentzen 
Ardmore. 

Parliamentarian— Mrs.  Milton  L.  Berg,  Tulsa 
Historian — Mrs.  Worth  M.  Gross,  Tulsa. 

Editor,  “ The  Sooner  Physician’s  Wife” — Mrs. 

William  R.  R.  Loney,  Sr.,  Tulsa. 

Editor,  Auxiliary  Page,  The  Journal,  Oklahoma 
State  Medical  Association — Mrs.  J.  J.  Maril. 
Oklahoma  City. 

Oklahoma  State  Medical  Association 


REPORTS  OF  COMMITTEE  CHAIRMEN: 

American  Medical  Association  Education  and 
Research  Foundation— Mrs.  James  B.  Silman, 
Norman. 

Bylaws — Mrs.  Clifford  M.  Bassett,  Cushing. 
Civil  Defense— Mrs.  Neil  W.  Woodward,  Okla- 
homa City. 

Community  Service — Mrs.  Harold  W.  Houk, 
Ponca  City. 

Doctors’  Day — Mrs.  Robert  E.  Dillman,  Tulsa. 
Doctors’  Hobbies— Mrs.  Charles  E.  Smith,  Jr., 
Oklahoma  City. 

Finance — Mrs.  C.  F.  Foster,  Jr.,  Oklahoma  City. 
Health  Careers — Mrs.  Port  Johnson,  Muskogee. 
International  Health  Activities — Mrs.  Ceylon  S. 
Lewis,  Jr.,  Tulsa. 

Legislation— Mrs.  Wilson  J.  Buvinger,  Enid. 
Loan  Fund— Mrs.  Iron  H.  Nelson,  Tulsa. 
Membership— Mrs.  Richard  E.  Witt,  Muskogee, 
and  Mrs.  Robert  M.  Stover,  Claremore. 
Mental  Health — Mrs.  J.  H.  White,  Muskogee. 
National  Bulletin— Mrs.  William  M.  Aldredge. 
Bartlesville. 

Press  and  Publicity — Mrs.  E.  Cotter  Murray. 
Oklahoma  City. 

Program — Mrs.  Glen  L.  Berkenbile,  Muskogee. 
Rural  Health— Mrs.  Robert  B.  Zumwalt.  Te- 
cumseh. 

Safety — Mrs.  Richard  G.  Stoll,  Chickasha. 
Woman’s  Auxiliary,  Student  American  Medical 
Association — Mrs.  Jess  E.  Miller,  Oklahoma 
City.  Special  Guest:  Mrs.  Joe  Hartzog,  Pres- 
ident, WA,  SAMA. 

Handbook— Mrs.  C.  L.  Oglesbee,  Muskogee. 
Hospitality — Mrs.  A.  Jay  Sands,  Oklahoma  City, 
and  Mrs.  M.  Joe  Crosthwait,  Oklahoma  City. 
REPORT  OF  NOMINATING  COMMITTEE:  Mrs. 
J.  F.  York,  Madill,  President-Elect. 
ANNOUNCEMENTS. 

MEMORIAL  SERVICE:  Mrs.  C.  F.  Foster,  Jr., 
Oklahoma  City. 

ADJOURNMENT. 

12:30  p.m.— FASHION  SHOW— LUNCHEON,  “Port  o’ 
Call.”  Persian  Room,  Skirvin  Tower,  honoring 
Mrs.  Tom  C.  Sparks,  Ardmore,  President,  and 
Mrs.  J.  F.  York,  Madill,  President-Elect. 

Special  Guests:  Mrs.  William  H.  Evans,  Presi- 
dent-Elect, Woman’s  Auxiliary,  American  Medi- 
cal Association;  Mrs.  Paul  Gray,  President,  Wom- 
an’s Auxiliary,  Southern  Medical  Association;  and 
Mrs.  Virgil  Ray  Forester,  Director,  Woman’s 
Auxiliary,  American  Medical  Association. 
Fashions  presented  by  Balliet’s. 

SATURDAY,  MAY  2,  1964 

9:00  a.m.— REGISTRATION  AND  HOSPITALITY. 
Mezzanine,  Huckins  Hotel.  Hospitality  Room 
courtesy  Oklahoma  Blue  Cross-Blue  Shield. 

10:00  a.m.— SECOND  GENERAL  SESSION.  Colonial 
Hall,  Mezzanine,  Huckins  Hotel.  Mrs.  Tom  C. 
Sparks,  Ardmore,  President,  presiding. 
INVOCATION:  Mrs.  Elias  Margo,  Oklahoma  City. 


PLEDGE  OF  LOYALTY:  Mrs.  Harlan  Thomas, 
Tulsa,  Wife  of  the  President-Elect,  Oklahoma 
State  Medical  Association. 

WELCOME:  Mrs.  Ira  O.  Pollock,  Oklahoma  City. 
President-Elect,  Woman’s  Auxiliary,  Oklahoma 
County  Medical  Society. 

RESPONSE:  Mrs.  Pat  Fite,  Sr.,  Muskogee. 
GREETINGS:  Joe  L.  Duer,  M.D.,  Woodward, 
President,  Oklahoma  State  Medical  Association. 
INTRODUCTION  OF  SPECIAL  GUESTS. 

GUEST  SPEAKER:  Mrs.  Paul  Gray,  Batesville, 
Arkansas,  President,  Woman’s  Auxiliary,  South 
ern  Medical  Association. 

ROLL  CALL  BY  COUNTIES:  Mrs.  F.  H.  Mc- 
Gregor, Oklahoma  City,  Treasurer. 

REPORT  OF  CREDENTIALS  COMMITTEE:  Mrs. 
Ralph  A.  Smith,  Oklahoma  City. 

REPORT  OF  COUNTY  PRESIDENTS: 

Atoka-Bryan-Coal Mrs.  Alfred  T.  Baker 

Carter-Love-Marshall Mrs.  Thornton  Keli 

Cleveland-McClain Mrs.  Francis  E.  Smith 

Comanche-Cotton Mrs.  Royce  B.  Means 

Cookson  Hills Mrs.  Gordon  W.  Buffington 

Craig-Delaware-Ottawa  _ Mrs.  Wylie  G.  Chesnut 

Custer Mrs.  R.  Dayton  Royse 

East  Central Mrs.  Tony  W.  Pratt 

Garfield-Kingfisher-Major  __ 

Mrs.  Robert  J.  Terrill 

Grady-Caddo Mrs.  William  S.  Harrison 

Kay-Noble___ Mrs.  James  A.  Webb 

Oklahoma Mrs.  Robert  B.  Howard 

Okmulgee Mrs.  Arthur  L.  Buell 

Pittsburg Mrs.  William  R.  Murphy,  Jr. 

Pontotoc-Johnston Mrs.  David  C.  Ramsay 

Pottawatomie Mrs.  Jake  Jones 

Stephens Mrs.  Emmett  H.  Lindley 

Tulsa Mrs.  Robert  L.  Anderson 

Washington-Nowata  Mrs.  Lynn  C.  Barnes,  Jr. 
OLD  BUSINESS. 

NEW  BUSINESS. 

ELECTION  OF  DELEGATES  TO  NATIONAL 

CONVENTION. 

ELECTION  OF  OFFICERS. 

INSTALLATION  OF  OFFICERS  AND  COUNCIL 
ORS — Mrs.  William  H.  Evans,  President-Elect. 
Woman’s  Auxiliary,  American  Medical  Associa- 
tion. 

PRESENTATION  OF  PAST-PRESIDENT’S  EMB 
LEM:  Mrs.  Milton  L.  Berg,  Tulsa. 
PRESENTATION  OF  PRESIDENT’S  PIN  AND 
GAVEL:  Mrs.  Tom  C.  Sparks. 
ANNOUNCEMENTS. 

ADJOURNMENT  OF  1963-1964  SESSION. 

1:00  p.m.— POST-CONVENTION  SCHOOL  OF  IN- 
STRUCTION LUNCHEON.  Crystal  Hah,  Mezza 
nine,  Huckins  Hotel,  Mrs.  J.  F.  York.  Madill. 
President,  presiding. 

6:30  p.m. — SOCIAL  HOUR,  Persian  Room.  Skirvin 
Tower. 

7:30-1:00  a.m.— PRESIDENT’S  INAUGURAL  DINNER - 
DANCE.  Persian  Room.  Skirvin  Tower. 
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BOOK  REVIEWS 

ANIMAL  SPECIES  AND  EVOLU- 
TION, by  Ernst  Mayr,  Cambridge, 

Massachusetts,  Harvard  University 

Press,  1963,  pp.  560,  $11.95. 

THE  ORIGIN  OF  RACES,  by  Carle- 

ton  S.  Coon,  New  York,  Alfred  A. 

Knopf,  1962,  pp.  724,  $10.00. 

Mayr’s  work  is  a monumental  doc- 
umentation of  the  revolution  in  tax- 
onomy, taking  place  largely  during 
the  last  40  years,  which  has  endowed 
the  once  rather  bleak  concept  of  the 
biological  species  with  a new  com- 
plexity and  vitality.  Earlier  work- 
ers in  taxonomy  could  only  catalogue 
visibly  different  types  from  collected 
specimens,  since  this  work  had  to 
come  first.  But  more  recent  work- 
ers, studying  populations  in  the  field 
and  in  the  genetic  laboratory,  have 
shown  that  reproductive  isolation,  the 
final  criterion  of  the  species,  cannot 
be  predicted  by  inspection  of  speci- 
mens. In  addition,  the  relative  na- 
ture of  reproductive  isolation— the 
finite  rate  of  which  it  develops  and 
the  circumstances  under  which  it 
may  break  down— can  only  be  de- 
termined by  study  of  specific  cases. 
It  is  impossible  to  summarize  in  a 
short  space  the  variety  of  the  work 
which  has  been  done,  and  which 
Mayr  describes.  Only  a reading  of 
Animal  Species  and  Evolution  in  its 
entirety  can  convey  the  fluidity  of  the 
modern  concept  of  the  polytypic 
species,  undergoing  continuous  in- 
ternal gene  flow  until  such  time  as 
it  becomes  genetically  fragmented  by 
the  development  of  isolating  mechan- 
isms, sometimes  increasing  its  vari- 
ability by  successful  hybridization, 
and  at  the  same  time  responding  to 
the  forces  of  natural  selection  in 
such  a way  as  to  suffer  the  usually 
irreversible  progressive  changes  of 
evolution. 

Coon’s  book,  specifically  concerned 
with  the  varieties  of  modern  man 
and  his  ancestors,  is  in  every  sense 
contemporary  with  Mayr’s.  Starting 
with  the  observation  which  Franz 
Weidenreich  once  defended  rather 
unaided  against  his  colleagues,  that 
the  Asiatic  “ape-man”  Sinanthropus 
showed  certain  definite  characteris- 


tics which  still  distinguish  the  Asi- 
atic races  of  man  from  others  of  the 
world,  Coon  develops  the  concept  of 
modern  man  as  a polytypic  species 
which  has  developed  from  ancestry 
which  itself  was  polytypic.  This  is 
a great  change  from  the  ideas  gen- 
erally entertained  30  years  ago,  when 
it  was  felt  necessary  to  localize  some 
particular  part  of  the  world  which 
was  the  “cradle  of  man”  and  the 
home  of  some  supposedly  rather 
compact  population  from  which  all 
present  humans  must  be  exclusively 
descended.  Unfortunately,  in  apply- 
ing the  more  modern  concept  to  a 
species  in  which  development  through 
time  is  of  special  interest,  Coon  be- 
comes involved  with  the  essentially 
insoluble  palaeontological  problem 
of  what  constitutes  a species  distinc- 
tion in  the  time  dimension;  and  has 
been  led  to  postulate  a threshold  be- 
tween non-sapiens  and  sapiens  man 
which  may  have  been  crossed  by 
different  groups  at  different  times. 
If  so,  we  would  have  a paradoxical 
phenomenon  of  adjacent  groups  now 
of  one  species,  now  of  different  spe- 
cies, and  now  again  of  the  same;  a 
concept  rather  difficult  to  justify  ge- 
netically. He  appears  also  to  be 
somewhat  vague  as  to  what  extent 
evolutionary  advancement  in  the 
various  areas  was  due  to  independent 
mutation,  and  to  what  extent  to  par- 
allel progress  in  selection  for  ad- 
vantageous genes  which  were  traded 
back  and  forth  by  peripheral  gene 
flow.  In  view  of  the  persistent  inter- 
fertility of  the  human  races  and  the 
short  length  of  time  available  (in 
geological  perspective)  for  recent 
changes  in  the  hominids,  it  appears 
to  the  present  reviewer  that  gene 
interchange  between  the  groups  is 
the  only  adequate  explanation,  as 
well  as  the  only  one  consistent  with 
the  concept  of  the  polytypic  species. 
Thus  Coon’s  references  to  indepen- 
dent evolution  of  various  races  must 
be  taken  in  an  exceedingly  relative 
sense. 

This  sketchy  outline  of  some  of 
Coon’s  conclusions  should  not  ob- 
scure the  fact  that  The  Origin  of 
Races  is  also  a massive  and  detailed 
recounting  of  the  ever-increasing  ac- 


cumulation of  specimens,  mostly 
fragmentary,  of  man’s  fossil  ances- 
tors, which  have  come  to  light  in 
recent  years.  In  honest  scientific 
style  he  has  not  only  presented  his 
own  interpretations,  but  surveyed  the 
evidence  so  as  to  make  it  easier  for 
others  to  reinterpret  it.  This  is  a 
difficult  task  which  few  could  have 
done  as  well. — Alice  M.  Brues,  Ph.D. 

THE  PANCREAS  IN  HUMAN  AND 

EXPERIMENTAL  DIABETES,  by 

Sydney  S.  Lazarus  and  Bruno  W. 

Volk,  New  York,  Grune.  & Stratton, 

1962,  pp.  279,  $10.00. 

This  is  an  excellent  book  by  two 
outstanding  students  of  the  pancreas 
in  diabetes.  They  offer  a remark- 
ably extensive  review  of  the  world’s 
literature  in  addition  to  presenting, 
in  a clear,  precise  manner,  work  in 
fields  of  experimental  diabetes,  his- 
tochemistry and  sulfonylureas.  The 
illustrations  are  excellent  and  num- 
erous and  include  four  colored  plates. 

There  are  two  appendices  which 
consist  of  histologic  methods  and 
staining  methods  that  the  authors 
have  found  valuable  and  a chart 
showing  dosage  and  mode  of  admin- 
istration of  chemical  and  hormonal 
diabetogenic  agents. 

The  format  is  well  arranged,  and 
each  of  the  twenty-two  chapters  cov- 
ers its  subject  in  a concise  and  suc- 
cinct fashion  which  makes  for  fairly 
easy  readings.  As  in  any  book  of  this 
type  one  may  find  an  occasional  in- 
consistency. For  example,  on  page 
147  it  is  stated  that  the  change  called 
“the  ballooning  degeneration”  of  beta 
cells  has  not  been  found  in  rabbits, 
while  on  page  87  there  is  an  illustra- 
tion showing  this  change.  There  is 
a large  number  of  references  which 
is  one  of  the  most  outstanding  fea- 
tures of  the  book,  and  a very  com- 
plete index. 

The  last  chapter  presents  an  in- 
teresting historical  background  of 
the  sulfonylureas,  their  modes  of  ac- 
tion and  the  histochemical  changes 
in  the  pancreas.  The  authors  suggest 
additional  pharmacological  effects  of 
these  drugs,  perhaps  on  the  liver  or 
on  the  central  nervous  system  which 
may  account  for  the  seemingly  con- 
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tradictory  results  obtained  by  differ- 
ent investigators. 

This  book  is  without  exaggeration 
an  invaluable  addition  to  the  litera- 
ture on  diabetes.— C.  Alton  Brown, 
M.D. 

THE  RED  CELL:  PRODUCTION, 
METABOLISM,  DESTRUCTION: 
NORMAL  AND  ABNORMAL,  by 
John  W.  Harris.  Published  for  the 
Commonwealth  Fund,  Cambridge, 
Massachusetts,  Harvard  University 
Press,  1963,  pp.  482,  $5.75. 

This  excellent  monograph  is  a well- 
written,  thoroughly-documented,  ac- 
count of  current  knowledge  of  the 
red  cell  in  health  and  disease.  Al- 
though this  book  was  written  as  a 
text  for  the  second  year  medical 
students  in  the  author’s  clinical  pa- 
thology course  at  Western  Reserve, 
it  is  highly  recommended  for  all 
physicians  interested  in  the  general 
field  of  internal  medicine  and  par- 
ticularly in  hematology.  Not  the  least 
attractive  feature  of  this  book  is  its 
reasonable  price,  $5.75,  which  is  a 
welcome  bargain.— Richard  A.  Mar- 
shall, M.D. 

THE  SENILE  BRAIN:  A CLINICAL 
STUDY,  by  R.  S.  Allison,  Balti- 
more, The  Williams  and  Wilkins 
Company,  1962,  pp.  288,  $10.00. 
With  old  age  enjoying  an  increas- 
ing popularity— at  least  insofar  as  it 
is  expressed  by  the  number  of  people 
“getting  there,”  it  holds  no  surprise 
that  a number  of  studies  in  recent 
years  should  address  themselves  to 
aging  of  the  nervous  system.  Doctor 
Allison,  Senior  Neurologist  at  the 
Royal  Victoria  Hospital  in  Belfast, 
offers  his  experiences  in  this  attrac- 
tively published  book.  It  must  be 
admitted,  though,  that  in  part  the 
print  is  too  small  to  be  enjoyed  by 
any  but  very  junior  gerontologists. 

If  the  title  evokes  apprehensions 
that  this  study  may  be  addressed  to 
pathological  and,  perhaps,  biochem- 
ical inquiries,  the  contents  of  the 
book  will  dispel  such  notions.  In 
fact,  the  title  is  misleading,  since 
the  book  concerns  mainly  the  clinical 
features  of  the  so-called  “organic 
brain  syndrome.”  This  latter  term, 


DEATHS 


A.  M.  MARSHALL,  M.D. 

1873-1964 

A.  M.  Marshall,  M.D.,  pioneer 
Chandler  physician,  died  February 
16,  1964.  Doctor  Marshall  was  a 
charter  member  of  the  Lincoln  Coun- 
ty Medical  Society. 

Born  in  Mexico,  Missouri  in  1873, 
Doctor  Marshall  graduated  from  the 
University  of  Missouri  School  of 
Medicine  in  1898.  Following  gradu- 
ate work  at  Columbi  University,  he 
established  his  practice  in  Chandler. 

For  many  years  Doctor  Marshall 
was  County  Superintendent  of 
Health. 

PAUL  K.  HEERWAGEN,  JR.,  M.D. 

1921-1964 

Collinsville  physician,  Paul  K. 
Heerwagen,  Jr.,  M.D.,  died  Febru- 
ary 26,  1964. 

Born  in  Fayetteville,  Arkansas, 
Doctor  Heerwagen  was  a 1952  gradu- 
ate of  the  University  of  Arkansas 
School  of  Medicine.  His  first  prac- 
tice was  established  in  Collinsville  in 
1953.  From  1959  until  1962,  he  prac- 
ticed industrial  medicine  in  Texas. 
After  a brief  time  in  Fayetteville,  he 
returned  to  Collinsville  in  1963.  He 


was  a veteran  of  World  War  II, 
having  served  as  a Navy  fighter 
pilot. 

Doctor  Heerwagen  was  a member 
of  the  Oklahoma  Chapter  of  the 
American  Academy  of  General  Prac- 
tice. 

FRANK  A.  STUART,  M.D. 

1904-1964 

A long-time  Tulsa  orthopedic  sur- 
geon, Frank  A.  Stuart,  M.D.,  died 
March  1,  1964  in  Tulsa. 

A native  of  Jackson,  Mississippi, 
Doctor  Stuart  graduated  from  the 
University  of  Tennessee  School  of 
Medicine  in  1930.  For  three  years 
following  his  graduation,  Doctor 
Stuart  was  with  the  Mayo  Clinic  in 
Rochester.  He  was  certified  by  the 
American  Board  of  Orthopedic  Sur- 
geons in  1936. 

His  practice  in  Tulsa  was  uninter- 
rupted from  1936  until  1964  except 
for  46  months  when  he  served  with 
the  Medical  Corps  during  World 
War  H. 

Professional  affiliations  included 
his  membership  in  the  Clinical  Or- 
thopedic Society  and  the  20th  Cen- 
tury Orthopedic  Association.  □ 


reflecting  the  trend  of  diagnostic 
“lumping,”  is  at  present  enjoying  a 
deplorable  diagnostic  popularity,  par- 
ticularly in  psychiatric  circles.  It, 
obviously,  is  only  a statement  of  de- 
scriptive value,  contributing  nothing 
to,  and  often  obscuring,  any  etilogi- 
cal  account.  Doctor  Allison’s  study 
is  based  on  198  “organic  mental 
cases.”  Included  in  this  number  are 
44  cases  of  cerebral  tumors,  eight 
instances  of  chronic  subdural  hema- 
tomas, and  a number  of  other  dis- 
orders not  particularly  restricted  to 
senescence. 

After  a discussion  of  the  technique 
of  general  physical  and  neurological 
examination  of  a history-taking, 
there  are  chapters  concerning  or- 
ganic mental  testing  (there  is  very 
little  discussion  of  physiological  test- 
ing), acute  disturbances  of  conscious- 
ness, amnesic  syndromes,  disorders 


of  speech  and  language,  disorienta- 
tion, and  apraxia.  In  the  final  chap- 
ter, the  differential  diagnosis  is  dis- 
cussed, particularly  with  regard  to 
psychoneurosis  and  affective  dis- 
orders. 

No  new  knowledge  is  offered,  but 
the  material  is  presented  in  an  in- 
teresting manner,  short  case-histories 
often  demonstrating  a particular 
point.  Each  chapter  is  documented 
by  extensive  references  to  the  litera- 
ture. 

The  greatest  value  of  this  book 
will  be  to  the  general  physician  and 
to  the  psychiatrist.  It  gives  a good 
account  of  the  range  of  clinical 
manifestations  resulting  from  struc- 
tural disease  of  the  brain,  even 
though  at  times  it  seems  to  take  little 
notice  of  the  relevance  of  the  pre- 
morbid  personality  of  the  patient.— 
G.  R.  Haase,  M.D.  □ 
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Miscellaneous  Advertisements 


Two  well  established  doctors  in  dire 
need  of  an  associate.  A young  gen- 
eral practitioner  wanted.  An  indus- 
trial oil  supply  center  town  of  about 
100,000  population.  One  associate 
gone  for  specialization.  May  start  on 
salary,  percentage,  interest,  or  any 
way  desired  without  any  expense.  If 
interested,  address  inquiry  to  P.O. 
Box  3669,  Odessa,  Texas. 


WANTED:  General  Practitioner  to 
join  doctor  in  combined  clinic  and 
16-bed  hospital.  Prefer  one  to  do  OB, 
some  surgery  and  anesthesia.  Salary 
or  arrangements  for  early  partner- 
ship. Contact  Louis  A.  Martin,  M.D., 
Curry  Clinic,  P.O.  Box  581,  Sapulpa, 
Oklahoma. 


AVAILABLE  July  1,  1964,  1959 
graduate  of  the  University  of  Texas. 
Residency  in  Ob-GYN.  Contact  Joe 
Don  Hughes,  M.D.,  1128  Winnie,  Gal- 
veston, Texas. 


G.P.  INTERESTED  in  general  sur- 
gery, available  for  practice  October 
1,  1964.  Graduate  of  University  of 
Iowa  School  of  Medicine.  Medical 
service  completed.  Contact  William 
E.  Hall,  M.D.,  1022  Callanan  Dr., 
Des  Moines,  Iowa. 


EXCELLENT  opportunity  for  Gen- 
eral Surgeon  and  General  Practi- 
tioner in  established  group.  Ideal 
community  for  family.  Contact  W.  S. 
Harrison,  M.D.,  The  Chickasha  Clin- 
ic, Chickasha,  Oklahoma. 


GP— OKLAHOMA  town  of  5,600. 
Near  Tulsa.  Joint  Commission  ac- 
credited 40-bed  hospital.  Adequate 
remuneration.  Well-trained  office 
staff  including  ASCP  technologist. 
Equipment  and  office  available— 
your  terms.  Other  office  space  avail- 
able. Specializing.  Available  now  or 
July  1.  Contact  Key  N,  The  Journal, 
Oklahoma  State  Medical  Association, 
P.O.  Box  18696,  Oklahoma  City. 


IDEAL  opening  for  young  doctor 
in  well  established  medical  clinic, 
sharing  reception  room  and  equip- 
ment with  three  other  doctors.  Won- 
derful location  on  North  May  Ave- 
nue, Oklahoma  City.  Contact  Frank 
D.  Thompson,  3115  N.  Pennsylvania, 
Oklahoma  City,  JA  5-5700  or  JA  4- 
9552. 


FOR  SALE:  X-Ray  Patrician  200 
MA  with  all  accessories  except  mo- 
tor drive.  Attractive,  well  cared 
for,  and  efficient  machine,  two  years 
old.  Discount  of  50  per  cent  off  1961 
price.  $1,000  down,  will  finance  bal- 
ance, including  installation,  if  de- 
sired. Contact  Key  A,  The  Journal, 
Oklahoma  State  Medical  Association, 
P.O.  Box  18696,  Oklahoma  City,  Okla- 
homa. 


COMPLETELY  EQUIPPED  gen- 
eral practice  available  in  Norman, 
Oklahoma.  Office  equipment  includ- 
ing x-ray  and  ECG  for  sale;  clinic 
building  for  lease;  patient  records 
available.  Equipment  and  building 
available  due  to  unexpected  death 
of  Robert  Ryan,  M.D.  If  interested, 
contact  Mrs.  Robert  Ryan,  1017  Jen- 
kins, Norman  or  Grady  Ryan,  M.D., 
Box  97,  Lindsay,  Oklahoma. 


SOUTH  OKLAHOMA  City’s  first 
Medical  Center  needs  pediatrician, 
internist,  dermatologist  and  urolo- 
gist for  independent  practice  with 
presently  established  nucleus  of  six 
other  specialists  and  close  affiliation 
with  family  clinic  of  three  G.P.’s  do- 
ing volume  practice.  New  specialities 
building  in  center  will  be  only  three 
minutes  from  new  hospital  now  un- 
der construction.  Call  SU4-2246  after 
9:00  p.m. 


IMMEDIATE  opening  for  General 
Practitioner.  Practice  established. 
Fine  office  space  available.  New 
hospital  open  only  to  M.D.s.  Assume 
practice  at  no  obligation.  Contact 
Norman  A.  Cotner,  M.D.,  Grove, 
Oklahoma. 


OPENING  for  GP  in  established 
practice,  northwest  Oklahoma  City. 
Large  office  space,  share  reception 
room  with  two  other  doctors.  Ex- 
cellent opportunity.  Contact  David 
A.  Campbell,  M.D.,  2733  W.  Britton 
Rd.,  Oklahoma  City. 


GENERAL  practitioner,  age  34,  de- 
sires associate  general  practitioner 
in  South  Oklahoma  City.  Supportive 
salary  and/or  percentage  until  es- 
tablished. Contact  Key  M,  The  Jour- 
nal, Oklahoma  State  Medical  Associ- 
ation, P.O.  Box  18696,  Oklahoma 
City,  Oklahoma. 


WANTED  M.D.,  all  phases  of  prac- 
tice with  thriving,  completely  equip- 
ped clinic.  Industrial  area  in  North 
Texas  with  90  per  cent  hospitaliza- 
tion and  medical  insurance  coverage. 
Start  on  salary  or  percentage  basis. 
Write  Key  C,  The  Journal,  Oklahoma 
State  Medical  Association.  P.O.  Box 
18696,  Oklahoma  City. 
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Guest  Editorial 


Let’s  Get  Together  For  A . . . 

As  SURELY  AS  the  day  follows  the  night 
there  comes  a time  in  the  course  of  human 
events  when  everyone,  even  doctors,  become 
sources  of  news.  And  some  people  are  more 
willing  sources  than  others. 

Doctor  response  to  the  role  of  a news 
source  historically  has  been  frigid  and  un- 
friendly but  in  recent  years  there  has  been 
a warming-up  trend.  Incidentally,  I haven’t 
reached  a conclusion  on  whether  the  new 
trend  is  a temporary  condition  brought  on 
by  King-Anderson,  or  the  actual  beginning 
of  a better  doctor-news  media  relationship. 

Anyhow,  it  is  this  writer’s  opinion  that 
news  editors  regard  doctors  and  medical  as- 
sistants in  the  category  of  least  favorite 
people  when  ease  of  securing  information 
for  a story  is  concerned.  My  managing  ed- 
itor, who  has  been  in  the  business  40  years, 
made  this  comment  on  the  subject.  “News 
cooperation  is  an  individual  matter.  Some 
doctors  are  fine — some  are  real  stinkers. 
I’ve  noticed  the  younger  M.D.’s  seem  to  be 
better  as  a whole,  however.  There  is  a cry- 
ing need  for  improvement  and  consistency  in 
our  relationship.” 

This  editor’s  attitude  is  typical.  It  sug- 
gests a question — need  this  coolness  between 
our  groups  ever  be  so?  Is  there  a sort  of 
natural,  built-in  conflict  of  interest  between 
newspapers  and  doctors?  I don’t  think  so. 
I have  some  ideas  that  might  be  a step  to- 
ward a better  relationship,  but  more  about 
these  ideas  later. 

Let  me  recite  a couple  of  incidents  which 
happened  in  my  town  recently: 

Last  November  a prominent  Crescent  man 
was  involved  in  an  auto  accident  and  taken 
to  an  Enid  hospital.  Our  newspaper  was  able 
to  get  most  of  the  details  from  the  Highway 
Patrol  but  when  it  came  to  the  extent  of  the 
man’s  injuries,  we  ran  into  a stone  wall. 

The  floor  supervisor  at  the  hospital 
wouldn’t  tell  our  reporter  whether  the  in- 
juries were  minor,  critical  or  fatal.  She  said 
she  had  been  instructed  by  the  doctor  not 
to  give  any  information  to  the  newspapers. 
When  we  asked  for  the  name  of  the  attend- 
ing physician,  she  said  no,  she  couldn’t  give 
us  that  information  either. 


JOURNAL  'editorial 


We  attempted  another  source — the  man’s 
relatives,  but  this  proved  futile.  They  were 
unavailable  for  the  most  part.  Supposedly, 
one  was  in  the  injured  man’s  room  and  the 
supervisor  wasn’t  about  to  call  him  to  the 
phone.  Finally,  we  had  to  go  with  what  in- 
formation we  had  in  order  to  make  the  dead- 
line. 

At  the  bottom  of  the  story  we  attached 
the  following  sentence:  “Hospital  authorities 
refused  to  tell  a news  reporter  the  extent 
of  Mr.  X’s  injuries  or  his  condition.”  These 
may  not  be  the  exact  words  but  they  are 
pretty  close  to  what  we  said.  In  addition, 
we  named  the  supervisor  on  duty. 

Soon  after  the  paper  hit  the  street,  we  got 
a call  from  the  hospital  administrator.  He 
thought  we  were  being  unfair,  unjust,  etc. 
After  recounting  our  difficulty  in  penetrat- 
ing the  wall  of  non-cooperation,  built  in  this 
case  by  a supervisor  and  doctor,  the  admin- 
istrator began  to  see  our  side  and,  finally, 
volunteered  to  give  us  the  information  for 
the  next  edition.  Not  only  did  he  make  good 
on  this  but  he  said  if  we  had  any  future 
trouble  to  call  him. 

In  this  case  we  didn’t  want  the  doctor’s 
name  for  use  in  the  story.  What  we  wanted 
was  an  appraisal  of  the  man’s  condition.  We 
wanted  something  in  addition  to  the  am- 
bulance driver’s  opinion,  “He  looked  pretty 
bad.”  Incidentally,  the  man  died. 

A few  days  ago  Kansas  and  Oklahoma 
Highway  Patrolmen  joined  in  an  emergency 
blood  relay  from  Wichita  to  Enid.  Our  story 
told  how  the  Kansas  Patrol  rushed  the  blood 
down  the  Kansas  Turnpike  to  the  state  line 
where  the  Pawnee  unit  met  them  and  car- 
ried the  blood  to  Four  Corners,  20  miles 
north  of  Enid.  There  a local  unit  took  over 
for  the  last  leg. 

Twelve  pints  of  blood  were  involved.  Five 
pints  had  been  received  by  airplane  earlier 
but  these  were  not  enough. 

The  information  from  the  Patrol  was  fine 
— lots  of  cooperation  with  names  of  drivers, 
routes,  times,  speeds,  etc.  Then,  our  reporter 
ran  into  the  “hospital  wall”  again.  He  want- 
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ed  to  know  the  nature  of  the  man’s  illness 
that  required  so  much  blood  plus  emergency 
use  of  highways  and  patrolmen.  The  lab 
people  wouldn’t  give  him  any  help,  neither 
would  the  supervisor.  The  doctor  couldn’t  be 
located.  Again,  the  reporter  had  to  go  with 
an  incomplete  story  because  of  deadlines. 

Later  our  managing  editor  called  the  hos- 
pital chaplain,  who  after  some  investigation, 
reported  the  man  had  the  mumps  to  begin 
with,  then  there  were  complications  which 
resulted  in  partial  paralysis  and  internal 
hemorrhaging.  Finally,  he  told  us  the  pa- 
tient had  no  objection  to  this  information 
appearing  in  the  paper  but  did  ask  to  have 
his  name  withheld  and  we  complied. 

There  have  been  many  experiences  like 
these  over  the  years.  However,  on  publicity 
the  hospital  or  doctor  wants,  such  as  stories 
concerning  a nurses’  graduating  class,  the 
cheery-cherry  ladies,  the  candy-stripers,  an 
open  house,  or  doctors’  day,  cooperation  has 
been  excellent. 

On  the  other  hand,  we  have  had  some  good 
tips  from  “cooperative”  doctors.  For  in- 
stance, last  fall  one  of  our  medical  friends 
tipped  us  off  to  a youngster  dying  of  leu- 
kemia. After  getting  permission  from  the 
parents,  we  did  a feature  story  that  resulted 
in  an  early  Christmas  for  the  child.  Part  of 
the  “Christmas”  was  a money  tree  which 
well-wishers  decorated  with  dollar  bills. 
Within  a few  days  of  the  story’s  appearance, 
there  were  enough  “leaves”  on  the  tree  to 
buy  a TV  set.  Result — the  child’s  last  few 
months  were  made  a little  more  pleasant. 

There  have  been  similar  tips — a little  girl 
with  an  upside-down  stomach,  a quail  hunt- 
er’s encounter  with  a skunk,  a man  who  lost 
a couple  of  toes  mowing  the  lawn — are  a few 
that  come  to  mind  which  were  volunteered 
by  doctors. 

One  of  the  biggest  things  involving  our 
newspaper  and  the  medical  fraternity  hap- 
pened a couple  of  years  ago  when  the  Gar- 
field County  Medical  Society  undertook  the 
Sabin  oral  polio  vaccine  project.  Enid  was 
the  second  “Sabin”  town  in  the  state,  so 
there  wasn’t  a well-established  pattern  to 
go  by. 

For  the  most  part,  we  dealt  with  two  peo- 
ple, Doctor  Bruce  Hinson,  who  was  chairman 
of  the  overall  project  and  Doctor  Hope  Ross, 
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publicity  chairman.  Preliminary  to  an  in- 
tensive publicity  campaign,  we  sat  down  to- 
gether and  had  an  understanding.  We,  the 
newspaper,  insisted  on  our  medical  friends 
stepping  from  behind  the  “anonymity”  and 
“invasion  of  privacy”  shield  to  which  we  had 
become  accustomed. 

We  discussed  timing,  policies,  quotes,  pic- 
tures— the  whole  works.  Everything  clicked. 
Believe  me,  anything  we  asked  for  in  the 
way  of  information  we  got.  “Sourpuss” 
doctors  became  involved  in  the  project  who 
hadn’t  had  their  name  or  picture  in  the  paper 
for  years.  Over  41,000  people  turned  out  for 
the  first  gulp  and  this  out  of  a county  popu- 
lation of  58,000. 

Not  only  was  the  Sabin  immunization  pro- 
gram a real  service  to  the  community — but 
by  working  with  the  doctors,  our  newspaper 
established  a fine  relationship  which  hasn’t 
completely  worn  off  to  this  date.  We  should 
work  together  more  often! 

Incidentally,  I think  newspaper  folks  were 
among  the  first  to  recognize  a trend  toward 
civic  responsibility  in  the  medical  profession. 
For  years  now,  doctors  in  Enid  have  been 
surprising  a lot  of  people  in  accepting  all 
sorts  of  assignments  in  church,  chamber  of 
commerce,  club,  school  and  city  government 
affairs.  On  the  state  level,  I counted  55  doc- 
tors serving  on  Governor  Bellmon’s  Mental 
Health  Advisory  Committee. 

Now  that  I’ve  made  doctors  almost  human 
— what’s  the  next  step  toward  a better  deal 
for  newspapers?  One  thing,  I’m  sure  a lot 
of  editors  would  like  to  have  down  on  paper 
is  an  answer  to  this  question,  “What  can  a 
doctor  do  or  say  and  stay  in  ethical  bounds?” 
Other  questions  of  interest  might  be — 
“When  can  a doctor’s  name  be  used  in  a 
story?”  And  how  about  invasion  of  privacy 
and  the  doctor-patient  relationship  ? In  other 
words,  we  need  a set  of  ground  rules. 

Such  an  instrument  surely  would  help  clear 
away  some  of  the  misinformation  which  ex- 
ists as  well  as  provide  knowledge  to  those 
on  both  sides  who  just  plain  don’t  know  what 
a proper  relationship  should  and  could  be. 

This  idea,  of  course,  is  neither  new  nor 
original.  In  other  states  these  instruments 
detailing  ground  rules  are  called  Codes  of 
Cooperation. 

I would  suggest  as  a starting  place — The 
Code  of  Cooperation  Between  the  Nevada 
State  Medical  Association,  and  the  State  of 
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Nevada  and  Washoe  County  News  Media. 

This  code  is  divided  into  two  sections : 
One,  Responsibilities  of  Physicians  and  Sur- 
geons. Two,  Responsibilities  of  Press,  Wire 
Servies,  Radio  and  TV.  All  told,  the  Code 
is  five  typewritten  pages — too  long  to  pub- 
lish now  but  at  least  here  is  a small  sample 
from  Section  5 : 

“In  matters  of  private  practice,  the  wishes 
of  the  attending  physician  or  surgeon  shall 
be  respected  as  to  use  of  his  name  or  direct 
quotation,  but  he  shall  give  information  to 
the  press,  radio  and  television  where  it  does 
not  jeopardize  the  doctor-patient  relation- 
ship or  violate  the  confidence,  privacy  or  le- 
gal rights  of  the  patient,  as  follows: 

“A.  In  cases  of  accident  or  other  emer- 
gency: the  nature  of  injuries  when  ascer- 
tained, the  degree  of  seriousness. 

“B.  In  cases  of  illness  of  a personality  in 
whom  the  public  has  a rightful  interest:  the 
nature  of  the  illness,  its  gravity  and  the  cur- 
rent condition. 

“C.  In  cases  of  unusual  injury,  illness,  or 
treatment  the  above  information  and  any 
scientific  information  which  will  lead  to  a 
better  public  understanding  of  the  progress 
of  medical  science.  Any  physician  becoming 
aware  of  such  a case  is  urged  to  notify  the 
designated  spokesman  of  his  local  medical 
society  at  once  for  immediate  communication 
of  appropriate  information  to  the  press,  ra- 
dio and  television.” 

The  above  is  a small  sample  of  the  Nevada 
ground  rules.  Something  similar  would  be  a 
great  help  in  Oklahoma. 

If  there  is  sufficient  interest  on  the  med- 
ical side  of  the  fence,  I suggest  the  establish- 
ment of  a committee  made  up  of  doctors  and 
editors.  This  committee  should  be  able  to 
work  out  a satisfactory  code  of  cooperation. 

If  this  is  an  exchange  of  articles,  and  I 
hope  it  will  be,  I think  I can  anticipate  the 
lead  of  your  editor’s  message  to  the  pub- 
lishers of  Oklahoma:  “That  blankety-blank 
reporters  never  get  anything  right,”  is  a 
common  opinion  among  doctors. 

To  a certain  extent  I agree.  Newspaper 
people  have  no  monopoly  on  truth.  Because 
we  must  gather  and  assemble  a lot  of  infor- 
mation hurriedly  and  under  pressure,  it  is 
inevitable  that  we  make  mistakes.  In  this 
business  accuracy  is  a battle  you  don’t  win 
— you  just  keep  trying.  With  this  in  mind, 


we’re  hoping  for  a measure  of  patience  and 
understanding  from  doctors. 

And,  when  we  get  our  ground  rules  per- 
haps we  of  the  Oklahoma  press  can  appreci- 
ate the  doctor’s  position  and  be  a little  more 
tolerant  in  our  attitude. — Milton  B.  Garber, 
Editor,  The  Enid  Morning  News,  The  Enid 
Daily  Eagle,  President,  Oklahoma  Press  As- 
sociation. □ 

Marshall  0.  Hart,  M.D. 

How  DO  YOU  evaluate  a man?  Appear- 
ance? Clothes?  Bank  account?  Social  stand- 
ing? These  have  their  value,  but  would  give 
no  clue  as  to  the  true  worth  of  Marshall 
Hart.  If  you  base  your  j udgment  on  integrity 
of  purpose,  devotion  to  ideals,  and  willing- 
ness to  serve  his  fellowmen,  coupled  with  a 
dogged  determination  to  carry  on  in  spite  of 
opposition,  and  even  with  known  physical 
handicaps,  then  the  true  Marshall  Hart  be- 
gins to  emerge. 

He  was  devoted  to  organized  medicine,  and 
particularly  to  the  work  and  place  of  gen- 
eral practice.  He  served  the  Tulsa  County 
Medical  Society  in  places  of  highest  official 
capacity.  For  several  years,  he  was  Speaker 
of  the  House  of  Delegates  of  of  the  State 
Association,  and  had  wrought  miracles  of 
reorganization.  The  same  can  be  said  of  his 
work  in  the  Oklahoma  Chapter,  American 
Academy  of  General  Practice.  He  was  Dele- 
gate to  the  Congress  for  ten  years,  and  was 
on  duty  at  the  time  of  his  death.  The  expres- 
sion of  concern,  sympathy,  and  deep  personal 
loss  was  heartwarming — a testimony  to  his 
standing  and  worth. 

Many  state  doctors  gratefully  attest  to  his 
willingness  to  drop  everything  and  come  to 
their  aid  with  his  legal  acumen,  when  they 
were  involved  in  malpractice  litigation. 
There  is  no  knowing  wffiat  amounts  of  money 
were  saved  and  what  tragedies  were  averted 
by  his  freely  giving  of  his  time,  often  at  his 
own  expense,  even  at  times,  perhaps,  for  men 
who  had  previously  been  somewhat  less  than 
his  friends. 

This  has  been  a most  difficult  task  of  writ- 
ing and  has  been  inadequately  done,  I know\ 
but  there  are  thousands  of  doctors  in  Okla- 
homa and  across  this  great  land  of  ours  who 
will  join  me  in  this  epitaph: 

HE  WAS  MY  FRIEND.— M.  B.  Glismann, 
M.D.  □ 
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I would  like  to  ask  this  association  one  big  question.  “Are  you 
ready?” 

Are  you  ready  to  fight  for  your  rights  as  citizens  of  this  great 
country  ? Are  you  ready  to  bury  the  hatchets  of  self-destruction  with- 
in our  own  association  ? Are  you  ready  to  see  your  own  shortcomings 
as  well  as  those  of  others? 

You  say,  “Has  he  lost  his  mind?”  Of  course,  I have  always  de- 
fended these  principles.  But,  have  you?  Have  prosperity  and  self- 
satisfaction  blinded  us  to  how  little  we  have  done,  or  failed  to  show 
how  much  we  have  contributed  to  our  own  dilemma? 

May  I say  this:  You  are  ready  only  if  you  are  ready  to  take  part  in  the  affairs  of 
your  association ; only  if  you  are  willing  to  share  and  share  alike  the  great  rewards  of 
all  medicine  no  matter  which  part  needs  your  understanding  and  help ; only  if  you  spend 
much  time  improving  the  image,  respect  and  general  welfare  of  all  the  profession  re- 
gardless of  the  satisfaction  of  self,  materially  and  “glorywise” ; only  if  you  are  willing 
to  give  your  time  and  money  (yes,  I said  money)  to  let  the  public  know  that  we  are 
ready  to  be  as  great  as  the  profession  that  we  profess  designates  us  to  be. 

Let  us  not  search  out  enemies  to  do  battle  with.  (Heaven  only  knows  that  we  al- 
ready have  enough.)  We  could  easily  be  swallowed  up  by  the  multitude.  Let  us  cultivate 
our  many  friends  and  find  new  friends  so  that  the  multitude  will  sweep  us  to  our  goals. 
We  have  many  friends  that  are  anxious  to  help  us  achieve  the  purpose  that  I am  sure 
we  all  strive  for.  We  of  the  medical  profession  and  paramedical  services  should  not 
have  to  stand  on  what  we  want  but  on  how  to  reach  the  goal.  I am  convinced  that 
the  medical  association,  the  hospital  association,  the  Blue  plans,  the  nurses  associations 
and  the  health  department  under  Doctor  Mosley,  have  the  same  goal.  That  is:  Free- 
dom to  serve  the  American  people  better  and  to  give  them  the  greatest  medical  service 
known  in  the  world.  To  be  allowed  to  reach  these  principles  we  must  close  ranks.  Now 
is  the  time.  Tomorrow  may  be  too  late.  One  of  this  group  cannot  be  compromised  with- 
out destruction  of  them  all.  Never  has  it  been  so  true  as  in  our  case  now:  “United  we 
stand,  divided  we  fall.” 

As  president  of  the  association,  I invite  you  to  join  me  in  the  task  ahead. 
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JAMES  B.  SNOW,  Jr.,  M.D. 

A surgical  approach  to  the  lateral  nasal 
wall  is  presented  ivhich  allows  effective 
management  of  the  major  mechanical 
problems  involved  in  adequate  resection 
of  tumors  of  this  area. 

XlJMORS  OF  THE  lateral  nasal  wall  pre- 
sent a number  of  problems  in  their  surgical 
management.  These  problems  exist  in  both 
benign  and  malignant  tumors.  Benign  tu- 
mors of  the  lateral  nasal  wall  may  be  malig- 
nant by  position.  That  is,  they  may  produce 
disabling  or  fatal  complications  by  their 
proximity  to  the  orbit  and  the  cranial  cavity. 
Bleeding  from  benign  nasal  tumors  may  lead 
to  exsanguination  because  of  the  unusually 
rich  blood  supply  of  the  area. 

The  specific  problems  involved  in  excision 
of  tumors  of  the  lateral  nasal  wall  are  diffi- 
culty in  ascertaining  the  extent  of  the  tu- 
mor’s attachment  and  difficulty  in  adequate 
exposure  to  permit  the  proper  control  of 
hemorrhage  during  the  operation  and  to 
permit  an  en  bloc  resection  of  the  tumor.  In 
particular  the  superior,  posterior  and  lateral 
extent  of  the  tumor  must  be  determined  to 
permit  adequate  removal. 

Sir  William  Fergusson  in  1845  introduced 
an  approach  to  tumors  of  the  nose  and  para- 

Presented  at  the  Seventh  Annual  Rotating  Clinical  Meeting 
of  the  Oklahoma  Chapter  of  the  American  College  of  Surgeons, 
February  29,  1964. 


nasal  sinuses  which  was  essentially  what  is 
now  called  a lateral  rhinotomy  and  included 
splitting  of  the  lip  in  the  midline  as  well  as 
a horizontal  incision  along  the  inferior  or- 
bital rim  for  reflection  of  the  soft  tissues  of 
the  face  laterally.1 

Later  Moure  added  to  this  approach  the 
removal  of  the  ascending  process  of  the 
maxilla.2  Ellis  in  1943  and  Havers  in  1944 
further  modified  this  procedure  to  include 
removal  of  the  lamina  papyracea  for  access 
to  the  ethmoid  air  cells.3’4 

The  Moure-Fergusson  approach  is  a tre- 
mendous advantage  over  an  intranasal  re- 
moval of  the  tumor  in  which  all  work  is  done 
through  the  intact  nasal  vestibule.  However 
the  Moure-Fergusson  approach  has  the  dis- 
advantage of  approaching  the  tumor  from 
only  one  direction  and  therefore  by  neces- 
sity results  in  the  piecemeal  removal  of  the 
tumor  from  before  backward.  Difficulty  re- 
sults from  being  unable  to  determine  the 
superior  and  posterior  extent  of  the  tumor 
as  well  as  its  lateral  extent. 

CASE  REPORT 

Our  attention  was  directed  to  this  problem 
by  the  case  of  an  18-year-old  girl  who  was 
first  seen  in  April  1956  at  the  age  of  11 
years.  She  presented  with  a history  of  diffi- 
culty breathing  through  the  left  side  of  her 
nose  for  six  weeks.  She  also  had  mild  epis- 
taxis  from  the  left  side.  Her  physician  had 
found  and  biopsied  a tumor  of  the  left  nasal 
cavity  which  was  an  olfactory  neurocytoma. 
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In  May  1956  a lateral  rhinotomy  was  per- 
formed at  the  Children’s  Memorial  Hospital. 
A large  mass  attached  to  the  superior  meatus 
and  anterior  portion  of  the  left  ethmoid  bone 
was  removed.  Her  post  operative  course  was 
uneventful  and  she  did  well  until  May  1962. 
At  that  time  she  again  noted  difficulty  breath- 
ing through  the  left  side  of  the  nose  and  be- 
gan to  have  moderately  severe  epistaxis.  A 
biopsy  revealed  an  olfactory  neurocytoma  or 
what  we  would  now  call  a nasal  neuroblas- 
toma. In  December  1962  an  attempt  at  intra- 
nasal  removal  of  this  tumor  through  the  in- 
tact left  nasal  vestibule  was  made.  The  re- 
moval was  incomplete  and  discontinued  be- 
cause of  the  brisk  bleeding  encountered. 

Persistent  tumor  was  again  biopsied  in 
April  1963  but  because  of  the  patient’s  preg- 
nancy, further  surgery  was  delayed  until 
after  her  delivery  in  September  1963.  In 
October  1963  she  had  a combined  lateral 


rhinotomy,  canine  fossa  and  external  eth- 
moid approach. 

At  this  time  her  tumor  was  situated  in  the 
left  lateral  nasal  wall  as  is  illustrated  in 
Figure  1. 

The  incision  used  is  a modified  Fergusson 
with  a Killian  extension  as  illustrated  in 
Figure  2. 

This  incision  is  begun  in  the  eyebrow.  The 
incision  is  carried  medially  and  interiorly 
on  the  lateral  wall  of  the  nose  passing  half- 
way between  the  midline  and  the  inner  can- 
thus.  It  is  carried  interiorly  in  the  naso- 
labial fold.  It  is  extended  medially  around 
the  ala  of  the  nose  to  the  midline.  The  lip 
may  be  divided  in  the  midline  as  illustrated 
in  Figure  3 or  an  incision  in  the  alveolar 
sulcus  as  used  in  this  patient  will  give  access 
to  the  anterior  wall  of  the  maxillary  sinus. 

The  periosteum  of  the  anterior  wall  of  the 
maxillary  sinus  is  elevated  and  the  soft  tis- 
sues of  the  face  are  reflected  laterally.  The 
canine  fossa  or  anterior  wall  of  the  maxil- 
lary sinus  is  thereby  exposed.  The  nasal  cav- 
ity is  entered  through  the  pyriform  aper- 
ture. The  orbital  periosteum  is  separated 
from  the  medial  wall  of  the  orbit.  The  lac- 
rimal sac  is  reflected  with  the  orbital  peri- 
osteum. The  orbital  periosteum  and  the  or- 
bital contents  are  retracted  laterally.  The 
bone  of  the  lamina  papyracea  is  removed 
superiorly  to  the  level  of  the  anterior  and 
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posterior  ethmoid  arteries  which  mark  the 
level  of  the  cribriform  plate.  This  removal 
of  the  medial  wall  of  the  ethmoid  cell  block 
is  illustrated  in  Figure  4. 

The  ethmoid  cells  are  exenterated  exposing 
and  circumscribing  the  superior  extent  of 
the  tumor.  The  bone  of  the  canine  fossa  of 
the  anterior  wall  of  the  maxillary  sinus  is 
removed  exposing  and  circumscribing  the 
lateral  extent  of  the  tumor.  That  portion  of 


the  ascending  process  of  the  maxilla  and  the 
nasal  bone  necessary  for  adequate  anterior 
exposure  and  resection  of  the  tumor  is  re- 
moved. The  tumor  may  then  be  excised  en 
bloc  with  adequate  visualization  of  all  of  its 
margins. 

The  superior  margin  of  the  resection  is 
divided  with  heavy  scissors  placed  through 
the  pyriform  aperture  which  has  been  con- 
siderably enlarged  by  the  removal  of  the  as- 
cending process  of  the  maxilla  and  the  an- 
terior wall  of  the  maxillary  sinus.  The  pos- 
terior margin  of  the  resection  is  also  divided 
with  heavy  scissors  placed  through  the  ex- 
enterated ethmoid  cells.  The  inferior  at- 
tachment of  the  lateral  nasal  wall  to  the  floor 
of  the  nose  is  divided  near  the  floor  with 
chisel  and  mallet.  The  completed  resection 
is  illustrated  in  figure  5. 

One  month  post  operatively  numerous  bi- 
opsies of  the  resected  margin  failed  to  show 
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any  residual  tumor.  This  patient  has  con- 
tinued to  do  well  with  no  evidence  of  recur- 
rence. 

DISCUSSION 

The  advantage  of  the  external  ethmoid  ap- 
proach is  that  the  superior  and  posterior  ex- 
tent of  the  tumor  can  be  determined  and  cir- 
cumscribed. The  advantage  of  the  canine 
fossa  approach  is  that  the  lateral  extent  of 
the  tumor  can  be  determined  and  circum- 
scribed. With  the  large  opening  in  the  an- 
terior wall  of  the  maxillary  sinus  the  amount 
of  the  ascending  process  of  the  maxilla  to  be 
removed  can  be  determined.  In  this  manner 
the  tumor  can  be  removed  with  one  or  more 
centimeters  of  normal  tissue  along  each  mar- 
gin. This  truly  en  bloc  resection  obviates  any 
violation  of  the  tumor  mass  itself.  The  cos- 
metic deformity  after  careful  repair  of  the 
soft  tissues  of  the  face  in  layers  is  minimal 
because  no  significant  amount  of  bone  re- 
sponsible for  facial  contour  is  removed.  The 
amount  of  intranasal  crusting  is  no  greater 
than  would  occur  from  the  more  conventional 
lateral  rhinotomy  approach. 

Two  other  patients  with  similar  problems 
of  malignant  tumors  of  the  lateral  nasal  wall 
have  been  treated  with  the  same  approach. 


One  is  a 40-year-old  woman  with  an  adenoid 
cystic  carcinoma  of  the  right  lateral  nasal 
wall.  Another  is  a 48-year-old  man  with  a 
squamous  cell  carcinoma  of  the  left  lateral 
nasal  wall  who  was  treated  previously  with 
radiation  therapy. 

SUMMARY 

A patient  with  a tumor  of  the  lateral  nasal 
wall  is  presented  and  the  surgical  approach 
used  is  described  and  illustrated.  This  ap- 
proach is  not  new  but  merits  more  emphasis. 

This  modification  of  the  lateral  rhinotomy 
has  given  us  greater  assurance  of  encompass- 
ing the  whole  tumor  especially  its  superior, 
posterior,  and  lateral  extent.  We  have  not 
encountered  any  serious  complications  with 
its  use  and  feel  it  should  have  further  trial. 
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OU  MEDICAL  SCHOOL  ALUMNI  TO  REUNITE  AT  AMA  MEETING 

The  Alumni  Association  of  the  University  of  Okla- 
homa School  of  Medicine  is  planning  a reunion  in  connec- 
tion with  the  annual  meeting  of  the  American  Medical  As- 
sociation, San  Francisco,  June  21-25,  1964. 

Scheduled  for  June  22nd  from  6:00  p.m. -8:00  p.m. 
in  the  Olympian  Room  of  the  Olympic  Club,  524  Post  Street, 

San  Francisco,  the  event  will  feature  cocktails  and  hors 
d’oeuvres.  Since  it  will  be  partially  undewritten  by  the 
association,  tickets  are  only  $5.00  per  person. 

Advance  ticket  reservations  may  be  made  by  writing 
Kemp  H.  Dowdy,  M.D.,  450  Sutter  Street,  San  Francisco  8, 
California.  Tickets  will  also  be  available  at  a booth  near 
the  AMA  meeting  registration  desk,  and  at  the  door  of  the 
Olympic  Club.  □ 
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CREEPING  ERUPTION 


Effectiveness  of  Thiabendazole  Therapy 


ROBERT  J.  MORGAN,  M.D. 

HORACE  B.  MOSS,  M.D. 

“A  specific,”  the  epitome  of  therapy 
research,  seems  to  have  been  found  in 
this  palatable  and  relatively  safe 
antihelminthic.  Ancylostoma  larvae 
migrans  has  dramatically  cleared  with 
Thiabendazole  therapy. 

INTRODUCTION 

CREEPING  ERUPTION  (Larva  migrans, 
Myiasis  linearis,  Sandworm  disease)  is  a 
cutaneous  infestation  due  to  larvae.  The 
most  common  larvae  which  can  cause  the 
condition  in  this  country  are  Ancylostoma 
braziliense  and  Ancylostoma  caninum,  dog 
and  cat  hookworms.  Larvae  of  the  horse  bot- 
fly or  Gastrophilus  and  of  pig  and  cat  nema- 
todes of  the  genus  Gnathostoma  as  well  as 
others  have  produced  similar  lesions  in  man. 
Acquiring  the  larvae  by  humans  is  usually 
from  bodily  contact  with  moist  sand  or  earth 
contaminated  with  the  excreta  of  dogs  or 
cats  which  are  infected.  The  most  common 
sites  of  involvement  are  the  feet,  buttocks, 
hands,  genitals,  or  any  part  of  the  skin  which 
may  be  exposed  to  the  contaminated  soil. 
Creeping  eruption  might  be  considered  an 
occupational  disease  of  gardeners,  plumbers, 
life  guards,  firemen,  house  appraisers,  and 
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pest  control  workers.  Children  also  are  com- 
monly affected. 

The  larvae  penetrate  the  exposed  skin  (or 
often  the  skin  through  thin  clothing)  within 
five  to  ten  minutes.  The  symptoms  of  itch- 
ing begin  within  twelve  hours  after  exposure. 
Erythematous  papules  and  vesicles  may 
form  by  twelve  to  eighteen  hours  after  ex- 
posure. Subsequently,  serpiginous  channels 
form  due  to  migration  of  the  larvae  through 
the  epidermis  (figures  3 and  4).  Migration 
may  be  delayed  for  several  days  or  even 
months.  The  serpiginous  channels  are 
marked  by  elevated,  erythematous  lines 
which  become  vesicular.  Scratching  often 
produces  eczematization.  Topical  medicines 
often  produce  a superimposed  inflammatory 
response.  The  lesions  may  become  secondar- 
ily infected  by  bacteria  and  become  purulent. 

The  duration  of  larvae  migrans  is  variable. 
Spontaneous  healing  has  occurred  in  two 
weeks ; however,  spontaneous  healing  has  not 
occurred  in  some  instances  for  several  years. 
Although  the  itching  produced  is  extremely 
distressing  to  the  patient,  the  condition  is 
benign.  Death  has  resulted  rarely  and  only 
in  those  cases  associated  with  the  develop- 
ment of  a Loeffler’s  Syndrome.  The  only  sig- 
nificant laboratory  change  to  be  noted  is  a 
marked  eosinophilia  in  patients  with  numer- 
ous lesions. 

An  “extremely  effective”  treatment  for 
Larva  migrans  was  reported  by  Mullins,  et 
al.,  at  the  1963  Southern  Medical  Associa- 
tion.1 Prior  to  his  announcement,  best  re- 
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Figure  1.  Papular,  vesicular  and  channeling  lesions 
of  scapula  nine  days  after  onset. 


suits  were  obtained  by  freezing  the  larvae 
with  ethyl  chloride  or  solid  carbon  dioxide. 
Hitch2  has  shown  that  blistering  and  peeling 
of  the  skin  is  necessary  to  remove  the  larvae 
since  the  larvae  can  remain  viable  in  the 
frozen  state  thirty  minutes  or  more.  The 
“extremely  effective”  treatment  referred  to 
above  is  Thiabendazole. 

THE  DRUG 

“Thiabendazole  (MK-360)  is  a white  crys- 
talline compound  which  melts  with  decompo- 
sition at  298  to  299°  C.  It  has  the  empirical 
formula  Cl0H7N3S  and  has  a molecular 
weight  of  201.3.  It  may  be  titrated  with  acid 
with  an  equivalent  weight  of  201  and  a pKa 
of  4.7.  It  is  slightly  soluble  in  water;  its 
solubility  is  a fraction  of  pH,  being  more 
soluble  in  dilute  acids  and  alkali  than  at 
neutral  pH.  Its  maximal  solubility  is  at  pH 
2 where  it  will  give  a 0.5  per  cent  solution. 


Figure  2.  Close  up  of  indeterminate  number  of  chan- 
nels three  weeks  after  onset. 


It  is  slightly  soluble  in  alcohol,  esters,  and 
chlorinated  solvents.  It  is  soluble  in  dimethyl 
formamide.  MK-360  has  a characteristic 
ultraviolet  absorption  in  0.1  N HC1  with 
maxima  at  304  millimicrons  (Al%  1 cm 
1230)  and  at  243  millimicrons  (Al%  1 cm 
625) . It  has  also  a characteristic  fluorescence 
in  acid  solution  with  a maxima  at  370  milli- 
microns using  a 310  millimicron  excitation 
frequency.  It  is  a stable  compound  both  as 
a solid  and  in  solution  and  will  form  colored 
complexes  with  metals  such  as  iron.”3 

Extensive  studies  of  the  antihelminthic 
activity  of  Thiabendazole  against,  gastroin- 
testinal parasites  of  sheep,  cattle,  goats, 
swine,  and  dogs  have  been  done.4  The  com- 
pound has  been  found  to  have  a broad  anti- 
helminthic spectrum  effective  against  nu- 
merous roundworms  and  certain  tapeworms, 
especially  roundworms  of  the  orders  Stron- 
gyloides  and  Ascaroidea.  The  drug  also  has 
a limited  effect  on  hookworm,  roundworm 
and  whipworm  infestations  in  dogs.  Thia- 
bendazole has  also  been  evaluated  for  human 
use.5  It  has  been  found  highly  effective 
against  Strong yloides,  moderately  effective 
against  Ascaris,  Necator  americanus,  Ancyl- 
ostoma  duodenale,  Enterobius  vermicularis, 
and  less  effective  against  Trichuris. 

Toxicity  studies  in  animals  show  Thia- 
bendazole to  have  a low  toxicity6  with  a wide 
margin  of  therapeutic  safety.  Side  effects 
reported  during  the  use  of  Thiabendazole  in 
humans  consist  of  dizziness,  nausea  and  vom- 
iting. Epigastric  pain,  drunkenness,  an- 
orexia, heartburn,  diarrhea,  weariness, 
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Figure  3 Figure  4 

Figures  3 and  4.  Histopathology  showing  characteristic  intraepithelial  spaces  and  channels  measuring  the 
size  of  2 to  20  epithelial  cells. 


drowsiness,  bradycardia  and  headache  were 
observed  rarely. 

In  addition  to  its  antihelminthic  proper- 
ties, Thiabendazole  is  presently  under  inves- 
tigation as  an  antifungal  agent.7  In  vitro 
antifungal  studies  have  shown  a high  degree 
of  activity  against  a variety  of  saprophytic 
and  pathogenic  fungi.  Among  these  fungi 
are  the  dermatophytes,  Microsporum  and 
Trichophyton.  This  compound  indeed  offers 
promise  and  deserves  keen  interest  and 
awareness  in  subsequent  investigational  re- 
ports of  its  use. 

The  status  of  the  drug  is  still  investiga- 
tional.* It  is  supplied  in  a 20  per  cent  sus- 
pension (5cc  = 1.0  gm  base  of  Thiabenda- 
zole) and  as  a chewable  wafer  containing 
0.5  gm  base  of  Thiabendazole.  Both  of  these 
forms  are  pleasantly  flavored  and  quite  palat- 
able. The  dosage  commonly  employed  in  its 
evaluation  for  human  use  is  50  mg  per  kgm 
given  as  one  dose  after  breakfast.  In  infes- 
tations not  responding  to  the  single  dose,  50 

*The  authors  are  indebted  to  Merck.  Sharpe  and  Dohme  Co. 
for  supplying  the  Thiabendazole  used  in  the  study  of  this  case 
report. 
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mg  per  kgm  has  been  given  for  three  suc- 
cessive days. 

CASE  REPORT 

Mr.  R.C.S.,  a 45-year-old  mechanic,  began 
to  develop  skin  lesions  on  July  4,  1963.  The 
lesions  were  most  prominent  over  the  scap- 
ular areas  bilaterally  and  were  characterized 
by  marked  burning  and  itching.  Numerous 
proprietary  medications  were  applied  with- 
out benefit.  His  family  doctor  gave  him 
antihistamines  and  steroids  because  of  the 
possibility  that  it  might  be  an  allergy.  The 
patient  obtained  most  relief  from  standing 
under  a cold  shower.  Questioning  revealed 
that  he  crawled  under  a house  on  July  1. 
Examination  on  July  9 showed  hundreds  of 
follicular,  papular  lesions,  some  of  which 
were  surmounted  by  small  superficial  ves- 
icles and  pustules.  The  lesions  were  promi- 
nent over  the  entire  back  (especially  the 
scapular  areas),  the  buttocks,  the  calves  of 
his  legs  and  the  waist  (see  figure  1).  Other 
lesions  were  scattered  over  the  entire  body. 
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Extending  from  three  of  the  erythematous 
papules  were  channels  approximately  one  cm 
in  length.  Phenergan®  50  mgs  q.  i.  d.  and 
Amend’s  iodine  five  drops  t.  i.  d.  were  start- 
ed orally.  Boric  acid  one  dram  in  witch  ha- 
zel, was  to  be  applied  topically  with  an  atom- 
izer. On  July  12  the  channels  were  more 
prominent.  The  patient  had  some  difficulty 
breathing.  He  was  admitted  to  St.  Anthony’s 
Hospital,  Oklahoma  City.  Roentgenograms 
of  the  chest  were  normal.  There  was  a leu- 
kocytosis of  12,000  white  blood  cells  per 
cubic  millimeter  with  six  per  cent  eosino- 
philes.  During  the  hospital  course,  Phener- 
gan was  continued  and  Amend’s  iodine  was 
increased  to  ten  drops  t.  i.  d.  After  five  days, 
a severe  iodine  rash  developed  necessitating 
discontinuance  of  iodine  therapy  and  insti- 
tution of  temporary  steroid  therapy.  The 
iodine  rash  was  controlled  within  two  days. 
A seven  day  course  of  Fuadin  injections  was 
given  without  improvement  in  the  larva 
migran  lesions.  Injections  of  BAL  were 
given  without  benefit.  Chloroquin  50  mgs 
t.  i.  d.  was  then  started  and  the  patient  was 
discharged  to  be  followed  as  an  outpatient. 

A number  of  measures  were  then  under- 
taken to  determine  their  possible  beneficial 
effects : Solid  carbon  dioxide  applications 
were  given  to  the  right  scapular  area ; Quat- 
rasal®  spray  was  applied  to  the  abdomen, 
benzyl  benzoate  emulsion  was  applied  to  the 
right  scapular  area  (below  the  C02  ap- 
plication) ; and  ultrasound  was  given  over 
the  upper  right  arm  (15  min.  at  three  watts 
per  cm  daily  for  one  week) . On  July  30  there 
was  equivocal  improvement  only  in  the  area 
where  Quatrasal®  was  applied;  others  were 
not  improved.  Temaril®  was  then  prescribed 
for  itching  and  later  Periactin®  was  also 
tried.  On  August  2 a Desenex®  aerosol  spray 
was  tried.  A course  of  Hetrazan  was  given 
without  benefit.  On  August  20  he  was  given 
tetrachloroethylene,  three  capsules  which 
was  repeated  after  five  days.  Also  Chrysaro- 
bin  three  per  cent  in  washable  base  was  pre- 
scribed. There  was  questionable  improve- 
ment after  Chrysarobin ; however  he  de- 
veloped an  irritation  which  necessitated 
temporary  steroid  therapy  again.  On  Sep- 
tember 5 the  rash  was  almost  clear  but  there 
were  many  new  lesions.  Ethyl  chloride  was 
given  for  use  at  home  as  needed  for  itching. 
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On  September  19  a course  of  Antepar  was 
given  (seven  3.5  mg  tablets  daily  for  three 
days)  with  no  benefit.  On  September  30  the 
patient  developed  an  abscess  of  the  left  leg 
due  to  secondary  infection.  The  abscess  was 
treated  with  hot  packs  locally  and  Ilosone® 
250  mgs  four  times  daily  orally.  An  erythe- 
matous dose  of  ultraviolet  was  given  over  an 
area  on  the  patient’s  back.  On  October  8, 
because  some  of  the  lesions  were  thought  to 
have  sloughed  due  to  the  ultraviolet  light, 
another  erythematous  dose  was  given  to  a 
second  area  without  benefit.  On  October  31 
the  patient  was  given  Butazolidin  100  mgs 
three  times  daily  because  of  arthritis  (this 
was  a previous  existing  intermittent  prob- 
lem prior  to  and  not  associated  with  the 
Larva  migrans).  On  November  8 a white 
blood  cell  count  was  normal  except  for  15 
per  cent  eosinophilia. 

On  November  26  there  were  numerous 
persistent  lesions.  There  were  estimated 
around  300  such  lesions  over  various  areas  of 
the  body.  Thiabendazole  five  teaspoons  daily 
(1  gm  per  teaspoonful)  was  prescribed  in 
divided  doses  (2-2-1).  All  other  medications 
were  discontinued.  The  patient  did  not  take 
the  medication  as  prescribed  but  as  follows. 
The  first  evening  he  took  two  teaspoons.  The 
following  day  he  took  the  originally  recom- 
mended five  teaspoons  but  felt  dizzy.  The 
next  day  he  was  still  dizzy  so  he  took  only 
two  teaspoons.  On  this  day  the  itching 
stopped.  The  following  day  he  felt  slightly 
dizzy  all  day  and  did  not  take  any  medication. 
The  next  day  he  had  some  itching  on  one  of 
his  shoulders  and  he  took  three  teaspoons. 
The  following  day  there  was  no  itching  or 
dizziness  and  he  took  a full  five  teaspoons. 
The  following  day  he  was  dizzy  and  only  took 
two  teaspoons.  The  last  day  of  therapy,  De- 
cember 3,  he  was  slightly  dizzy  and  took 
three  teaspoons.  On  December  6 his  skin  was 
entirely  clear.  There  was  no  significant 
change  in  the  blood  count  taken  immediately 
prior  to  Thiabendazole  therapy  and  one  taken 
three  days  after  cessation  of  therapy  except 
for  a reduction  in  eosinophiles  from  13  per 
cent  to  seven  per  cent.  The  dizziness  cleared 
promptly  after  cessation  of  the  drug.  In  ad- 
dition to  transient  dizziness,  the  patient 
noted  that  his  stools  were  unusually  foul. 
He  has  remained  symptom  free  and  on  Janu- 
ary 13,  1964.  his  blood  count  was  normal. 
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CONCLUSION 

This  case  illustrates  the  usual  persistence 
of  Larva  migrans  in  patients  with  wide- 
spread lesions.  More  important,  however, 
this  case  points  out  the  difficulties  and  frus- 
trations encountered  in  treatment  of  this 
condition.  The  response  to  Thiabendazole 
treatment  was  gratifying  in  its  elimination 
of  itching  essentially  after  the  first  day’s 
therapy  and  in  the  complete  clearing  of  the 
patient’s  skin  shortly  after  cessation  of  ther- 
apy. The  results  substantiate  the  prudent 
and  hopeful  enthusiasm  of  Doctor  Mullins 
for  the  use  of  Thiabendazole  in  the  treatment 
of  creeping  eruption. 

ADDENDUM 

Since  this  paper  was  completed  two  addi- 
tional cases  of  creeping  eruption  have  been 
treated  with  Thiabendazole. 

Case  No.  1.  W.W.,  a seven-year-old  boy, 

contracted  Larvae  migrans  on  his  hands  in 
the  summer  of  1963.  The  usual  forms  of 
treatment  had  been  unsuccessful.  He  was 
started  on  Thiabendazole.  50  mgs.  per  kgm. 
on  January  21,  1964.  By  January  27  the  ac- 
tivity had  disappeared  and  there  had  been 


no  return  of  symptoms  by  April  4,  1964.  Mild 
nausea  was  the  only  side  effect.  This  case 
was  treated  in  conjunction  with  Doctor  Mark 
Allan  Everett. 

Case  No.  2.  J.D.H.,  35  years  old,  de- 

veloped creeping  eruption  lesions  in  the  fall 
of  1963.  The  usual  means  of  cryotherapy 
were  unsuccessful.  Thiabendazole,  five  tea- 
spoonsful,  was  given  March  27,  1964.  He 
had  vertigo  after  the  second  dose  and  nausea 
after  the  third  dose.  The  next  day  he  took 
three  teaspoonsful  but  vomited  the  last  two 
and  has  received  no  treatment  since  then. 
He  has  had  no  itching  since  his  last  dose  of 
Thiabendazole  April  6,  1964  and  there  has 
been  no  evidence  of  recurrence.  This  case 
was  treated  in  conjunction  with  Doctor  Tom 
Nix.  □ 
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DUER  AWARDS  REHAB  CHECK 

Annually,  the  Oklahoma  State  Medical  As- 
sociation sponsors  an  expense-paid  trip  to 
Washington,  D.C.,  for  the  English  teacher 
of  the  first-place  winner  in  the  essay  contest 
sponsored  by  the  Governor’s  and  President’s 
Committees  on  Employment  of  the  Handi- 
capped. 

Joe  L.  Duer,  M.D.,  immediate  past-presi- 
dent of  the  Oklahoma  State  Medical  Associa- 
tion, presents  an  award  of  $250  expense-paid 
trip  to  Washington,  D.C.,  to  Mrs.  Leslie 
Howard,  teacher  of  the  first-place  essay  con- 
test winner  for  the  State,  Miss  Carol  Green- 
wood, at  the  Award  Presentation  in  the  Blue 
Room  of  the  State  Capitol. 

Doctor  Duer  complimented  the  teach- 
ers for  taking  an  interest  in  the  program, 
pointing  out  the  importance  of  returning 
citizens  to  a productive  way  of  life.  □ 
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Incidence  and  Types 
of  Poisonings  in  Childhood 


RUSSELL  F.  SHAW,  M.D.,  M.S.,  (Med.) 

Accidental  poisonings  in  children 
represent  a serious  and  often 
unrecognized  health  hazard.  An 
epidemiologic  approach  to  the 
problem  serves  to  pinpoint  the 
areas  of  greatest  concern. 

Accidental  poisonings  of  children 

have  been  recognized  as  a serious  problem 
for  many  years.  Proper  medical  treatment 
of  this  class  of  accidents  has  been  the  subject 
of  more  intensive  study  than  any  other  group 
of  childhood  injuries.  The  reasons  for  this 
probably  include  the  dramatic  nature  of 
many  of  the  events  and  the  clear  recognition 
that  such  injuries  are,  in  hindsight,  easily 
preventable. 

Less  well  documented  are  the  epidemio- 
logic factors  concerned  in  accidental  poison- 
ings. It  is  the  purpose  of  this  paper  to  re- 
view briefly  the  experience  of  the  Columbus, 
Ohio,  Regional  Poison  Control  Center  and 
also  present  a short  review  of  environmental 
and  personal  factors  which  affect  the  risk 
of  poisoning  in  children. 

Presented  at  a Postgraduate  Pediatric  Course  December  12, 
1962,  at  the  University  of  Oklahoma  Medical  Center,  Oklahoma 
City,  Oklahoma. 

From  the  Department  of  Pediatrics  and  Children’s  Memorial 
Hospital,  University  of  Oklahoma  Medical  Center,  Oklahoma 
City,  Oklahoma,  and  the  Division  of  Chronic  Disease,  Oklahoma 

State  Department  of  Health. 
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INCIDENCE 

It  is  difficult  to  estimate  accurately  the  in- 
cidence of  poisonings  in  children  since  many 
produce  no  clinical  effects  and  are  not  in- 
vestigated. Nationwide,  over  400  deaths  each 
year  are  reported  due  to  accidental  poison- 
ings in  children  under  the  age  of  six.  This 
gives  very  little  indication  of  the  true  ex- 
tent of  the  problem,  however.  The  Colum- 
bus Regional  Poison  Control  Center  serving 
a population  of  approximately  three  and  one- 
half  million  people,  in  one  year  handled  3,464 
telephone  requests  for  information  and  treat- 
ed an  additional  2,148.  Of  the  treated  pa- 
tients, 271  were  considered  serious  enough 
to  be  admitted  to  the  hospital.  These  figures 
probably  come  closest  to  estimating  the  true 
incidence  of  poisonings  in  children. 


Table  I 


Types 

of  Agents  Ingested 

Substances  Ingested 

Number  of 
Cases/Yr. 

Percent 
of  Total 

Internal  Medication 

2133 

38 

Household  Products 

1163 

21 

Cosmetics 

501 

9 

External  Medications 

306 

6 

Petroleum  Products 

283 

5 

Pesticides 

260 

5 

Pamts 

195 

4 

Plants 

163 

3 

Others 

572 

10 

Unknown 

26 

0.5 

Total 

5602 

100% 
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Table  II 

Types  of  Poisonings 
Prompting  Admission  to  Hospital 


Classification 

Number 

Cases/Yr. 

Internal  Medicine 

116 

Household  Products 

84 

Petroleum  Products 

34 

Plants 

13 

External  Medication 

10 

Others 

14 

Total 

271 

TYPES  OF  AGENTS  INGESTED 

The  various  agents  involved  in  poisoning 
episodes  are  presented  in  table  1.  Of  those 
children  requiring  hospitalization  the  break- 
down of  agents  involved  is  included  in  table 
2.  The  two  most  common  classes  of  poisons, 
Internal  Medication  and  Household  Products, 
are  further  broken  down  into  specific  groups 
in  table  3. 


ENVIRONMENTAL  FACTORS 

Eighty-seven  per  cent  of  all  childhood 
poisonings  occur  in  the  victim’s  own  home. 
The  most  common  areas  in  the  home  to  be 
involved  are  the  kitchen  and  bedroom.  This 
is  where  the  child  spends  the  greatest  part 
of  his  playing  day. 

The  removal  of  a substance  from  its  orig- 
inal container  and  its  transfer  to  a house- 
hold utensil  is  a contributory  factor  in  over 
60  per  cent  of  all  poisonings.  The  most  com- 
mon offenses  are  placing  bleach  in  a drink- 
ing glass,  kerosene  in  coffee  cans  and  tur- 
pentine in  glass  jars  or  soft  drink  bottles. 
In  addition  all  of  these  toxic  substances  are 
usually  easily  accessible  to  the  child  since 
they  are  stored  on  the  floor,  under  the  sink, 
on  a table  or  in  open  cabinets. 


Table  III 

Specific  Toxic  Products 
Prompting  Admission  to  Hospital 


Internal  Medications 

Household  Products 

Aspirin 

60 

Drano 

61 

Barbiturate 

15 

Bleach 

14 

Dilantin 

5 

Lye 

10 

Amphetamine 

4 

Chlorox 

8 

Thyroid 

5 

nh4 

5 

Tranquilizer 

4 

Miscellaneous 

6 

Iron 

4 

Miscellaneous 

19 

Total 

116 

84 

Unfortunately,  a false  sense  of  security  is 
often  engendered  by  such  “safety”  features 
as  child-safe  bottle  caps  and  locks  on  medi- 
cine cabinets.  If  all  household  medicines  and 
products  were  looked  upon  as  potential  pois- 
ons, these  measures  would  be  regarded  as 
only  relative,  rather  than  absolute  safety 
devices. 


PERSONAL  FACTORS 

The  peak  age  for  childhood  poisonings  is 
20-28  months.  We  might  explain  this  on  the 
child’s  stage  of  development.  At  this  age 
most  children  are  given  to  exploration,  but 
with  little  caution  or  experience.  Further 
personal  factors  are  found,  however,  in  the 
group  of  two  year  olds  who  ingest  poisonous 
materials. 

The  majority  of  ingestions  occur  less  than 
one  hour  before  the  child’s  usual  mealtime, 
a time  characterized  by  mothers  as  “my 
busiest  moment  during  the  day.”  Many  of 
the  children  are  just  recovering  from  an  ill- 
ness for  which  they  had  medication  offered 
them.  The  combination  of  gaily  colored  and 
cherry  flavored  medicine  offered  as  “candy” 
and  then  left  unattended  in  some  easily  ac- 
cessible spot  is  an  almost  irresistible  temp- 
tation to  most  two  year  olds. 

Most  poisonings  under  these  circum- 
stances also  involve  an  element  of  “social 
play.”  An  unusually  imaginative  and  re- 
sourceful child  playing  doctor  or  presiding 
at  a tea  party  will  invariably  find  medica- 
tions or  cleaning  solutions  “useful”  in  their 
play. 

When  the  family  of  a youngster  with  a 
history  of  repeated  poisoning  incidents  is 
studied,  over  50  per  cent  show  significant 
disturbances  in  family  balance.  Often  the 
mother  is  working  or  there  are  frequent  sep- 
aration experiences  of  the  child  from  his  par- 
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ents.  These  families  very  often  keep  more 
medications  in  their  home  than  a control 
group  and  tend  to  use  them  much  more  read- 
ily for  minor  complaints. 

COMMENT 

In  view  of  the  epidemiology  of  childhood 
poisonings,  it  is  difficult  to  view  them  as  “ac- 
cidents.” So  many  times  such  injuries  are, 
in  hindsight,  easily  preventable.  The  impli- 
cations of  this  concept  of  poisonings  is  ob- 
vious. A considerable  burden  of  responsi- 
bility rests  with  the  physician  who  prescribes 
medication  for  the  sick  child.  “Active  im- 
munization” of  the  parents  to  the  potential 
hazards  of  household  medications  should  be 


a part  of  every  physician’s  routine  well-child 
care. 

SUMMARY 

Examination  of  the  personal  and  environ- 
mental factors  which  affect  the  risk  of  child- 
hood poisonings  reveal  that  the  majority  of 
such  “accidents”  could  be  prevented.  The 
family  physician,  through  awareness  of  these 
predisposing  factors  could  play  an  important 
educational  role  in  the  prevention  of  child- 
hood poisonings.  □ 
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THE  MONTH  IN  WASHINGTON 


The  American  Medical  Association  and 
the  American  Pharmaceutical  Association 
have  warned  Congress  that  too  stringent 
regulations  for  clinical  testing  could  result 
in  valuable  new  drugs  not  being  approved. 

The  two  associations  testified  before  a 
House  Government  Operations  subcommit- 
tee, headed  by  Rep.  L.  H.  Fountain  (D., 
N.C.)  during  its  study  of  drug  safety  re- 
quirements from  both  government  and  in- 
dustry aspects. 

The  American  Medical  Association  testi- 
fied that  “even  the  most  extensive  pre-mark- 
eting clinical  tests  cannot  always  be  relied 
upon  as  completely  predictive  of  human 
toxicity.” 

Doctor  Hugh  H.  Hussey,  director  of  the 
AMA’s  Division  of  Scientific  Activities,  told 
the  subcommittee  that  “it  is  entirely  pos- 
sible that  more  lives  could  be  lost  by  keeping 
a valuable  drug  off  the  market  during  ex- 
tensive clinical  trials  than  would  be  saved 
by  gaining  a precise  knowledge  of  the  ex- 
act type  and  incidence  of  all  side  effects. 

“Physicians  realize  that  no  drug  can  be 
considered  completely  safe.  There  is  always 
an  element  of  risk,  no  matter  how  small, 
whenever  a chemical  agent  is  administered 
to  a patient.  That  risk  can  be  minimized  by 
adequate  animal  testing  and  pre-marketing 
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clinical  trials ; it  can  never  be  eliminated.” 

Cautioning  against  government  regula- 
tions that  become  unnecessarily  burdensome 
and  restrictive,  Doctor  Hussey  said  the  vital 
knowledge  about  drug  toxicity  “can  be  ob- 
tained only  by  utilizing  the  combined  exper- 
ience of  the  ultimate  evaluators  of  drug  safe- 
ty— the  well  informed  practicing  physicians 
of  the  United  States.” 

The  American  Pharmaceutical  Association 
said  that  it  was  “concerned  that  the  hysteria 
of  the  moment  about  drug  safety  could  de- 
velop into  an  unwritten  protocol  of  inde- 
cision and  delay.” 

William  S.  Apple,  executive  director  of  the 
APA,  said  “the  general  public  and  individual 
patients  must  be  informed  that  a benefit-to- 
risk  ratio  will  always  exist,  and  that  every 
effort  is  being  made  to  reduce  the  risk  and 
increase  the  benefit.” 

The  American  Medical  Association  has  re- 
iterated its  opposition  to  military  veterans 
getting  free  hospital  services  for  non-serv- 
ice-connected  disabilities  and  illnesses.  Two 
bills  under  consideration  would  make  four 
million  men  eligible  for  complete  outpatient 
care,  regardless  of  service  connection  of  dis- 
abilities and  without  respect  for  ability  to 
pay.  □ 
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White  Sound  and 


Schizophrenics’  Reaction  to  Stress 


VLADIMIR  PISHKIN,  Ph.D.* 
DAVID  HERSHISER** 


White  sound  function  under  induced 
stress  was  investigated  with  schizophrenics 
and  normals.  Physiologically , differential 
responses  ivere  demonstrated  by  the 
groups.  Oxygen  saturation,  fear  and 
anger  constructs  tvere  inferred  in 
explanation  of  findings. 


Analgesic  properties  of  white  sound 

have  been  demonstrated  in  dental  proce- 
dures.1 In  an  attempt  to  control  agitation  and 
anxiety  of  psychiatric  patients  it  was  as- 
sumed that  white  sound  may  be  applicable 
in  reducing  such  symptoms,  since  many  of 
the  psychotropic  drugs  involve  toxic  effects.2 
No  specific  hypotheses  could  be  made  in  re- 
gard to  the  effects  of  white  sound  with 
schizophrenic  patients,  since  there  is  also 
evidence  that  noise  can  produce  noxious  ef- 
fects in  terms  of  impaired  psychomotor  per- 
formance, irritation,  discomfort  and  rise  in 
blood  pressure.  In  addition,  there  is  evidence 
that  white  sound,  per  se,  is  not  an  analgesic 

This  report  is  based  on  the  data  which  were  presented  and 
analyzed  in  a more  detailed  version  in:  Pishkin,  V.,  and  Her- 
shiser,  D.  Respiration  and  GSR  as  functions  of  white  sound  in 
schizophrenia.  J.  Consult.  Psychol.,  1963,  27,  4,  330-337.  This 
report  is  published  with  the  permission  of  the  American  Psycho- 
logical Association. 

*Veterans  Administration  and  Department  of  Psychiatry,  Neu- 
rology and  Behavioral  Sciences,  University  of  Oklahoma  Medical 
Center,  Oklahoma  City. 

“Department  of  Psychology,  State  University  of  Iowa,  Iowa 
City. 
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through  stimulation  of  a large  area  of  the 
auditory  nerve  endings,  but  rather  that  it  is 
a distracting  stimulus  potentiated  by  sug- 
gestion of  possible  analgesia.3 

It  has  also  been  shown  that  irritation  and 
dizziness  may  result,  with  decreased  oxy- 
gen saturation  as  a function  of  rhythmic 
auditory  stimuli.  That  finding  would  sug- 
gest the  opposite  hypothesis  in  that  white 
sound  would  serve  as  a noxious  stimulus  for 
those  subjects  suffering  from  relative  an- 
oxemia, and  it  was  postulated  earlier  that 
low  oxygen  saturation  may  be  characteristic 
of  mental  illness.4 

In  an  attempt  to  examine  plausibility  of 
stress  reducing  effects  of  white  sound  under 
induced  pain,  40  chronic  undifferentiated 
schizophrenics  and  40  normal-controls  who 
were  employees  at  the  same  hospital  served 
as  voluntary  subjects.  All  subjects  were  be- 
tween the  ages  of  25  and  50,  with  the  schizo- 
phrenic group  having  a mean  length  of  hos- 
pitalization of  61.35  months.  Twenty  sub- 
jects in  each  group  were  exposed  to  white 
sound  while  the  other  half  were  conditioned 
without  it.  Frequency  of  respiration  and  GSR 
were  utilized  as  measures  of  reaction  to  pain 
stimulus.  All  subjects  were  given  a series 
of  electric  shocks  of  ascending  intensity  un- 
til a subjective  pain  level  had  been  reached. 
For  the  remainder  of  the  experiment  this 
particular  level  was  held  constant  and  served 
as  the  unconditioned  stimulus  (normals’  X = 
4.79,  schizophrenics’  X = 4.62  milliamps). 
This  conditioned  stimulus  was  a 15  w.  light 
which  was  presented  for  five  seconds  and  was 
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immediately  followed  by  the  shock  for  a 
duration  of  two  seconds.  There  were  20  con- 
ditioning trials  in  all  and  they  were  pre- 
ceded by  10  adaptation  trials  (CS  alone) . The 
white  sound  was  presented  with  a commer- 
cial stereophonic  system  with  a 40  w.  amp- 
lifier and  two  sets  of  speakers.  The  inten- 
sity of  white  sound  and  music  was  at  a con- 
stant 70  db.  at  the  location  where  the  sub- 
ject was  seated.  The  white  sound  was  re- 
produced in  combination  with  symphonic 
music  used  for  analgesic  effects.5 

The  most  noteworthy  finding  was  that 
there  was  a significant  difference  between 
schizophrenics  and  normals  in  their  respon- 
sivity  to  white  sound  condition.  This  dif- 
ference was  both  in  terms  of  GSR  and  res- 
piration parameters,  whereas  the  frequency 
of  respiration  was  significantly  higher  for 
schizophrenics  than  normals  in  all  condi- 
tions, i.e.,  in  adaptation  and  conditioned  re- 
sponses (ps  between  <.05  and  .02).  On  the 
other  hand,  the  normals’  change  in  GSR 
conductance  (micro-mho)  was  significantly 
higher  during  adaptation  as  well  as  for 
conditioned  response  and  unconditioned  re- 
sponse (p  <.02).  Schizophrenic  patients’  re- 
sponse also  had  a higher  respiration  rate 
under  white  sound  conditions  than  their 
respective  control  group.  In  addition,  the 
data  demonstrated  lack  of  GSR  conditioning 
in  schizophrenic  group.  The  general  trend 
of  significantly  higher  conditioned  response 
as  well  as  unconditioned  response  in  GSR  of 
normals  with  white  sound  was  clearly  evi- 
dent. This  effect  was  significant  in  the 
comparison  of  the  last  five  trials  between 
normals  with  white  sound  and  normals  with 
no  white  sound  (p  <.05). 

Thus,  it  must  be  concluded  that  white 
sound  functions  as  a noxious  stimulus  for 
both  the  groups,  although  responsivity  was 
differentiated  in  channeling  of  physiological 
reaction  to  this  noxious  stimulus. 

There  are  two  possible  explanations  for 
the  above  findings.  One  plausibility  would 
be  that  of  fear-anger  differentiation.6  It 
could  be  assumed  that  since  anger  has  been 
shown  to  be  associated  with  higher  changes 
in  GSR  and  whereas  fear  was  closer  associat- 
ed with  higher  respiration  frequency,  it  may 
very  well  be  that  the  two  populations  have 
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subjectively  responded  in  a clearly  distin- 
guishable manner  which  was  reflected  in 
differential  physiological  responsivity.  The 
other  explanation  would  be  couched  in  terms 
of  propositions  of  Lovett  Doust  and  Schnei- 
der, who  suggested  that  lower  oxygen  sat- 
uration is  predominant  in  mentally  ill  in- 
dividuals.4 This  postulate  would  account  for 
higher  respiration  of  the  schizophrenic  popu- 
lation. Nevertheless,  one  important  question 
remains  unanswered,  and  that  is  why  there 
was  no  difference  between  normal  and  schi- 
zophrenic populations  without  white  sound 
in  response  to  the  shock.  It  is  plausible  that 
white  sound  potentiates  the  stress  effects 
of  electrical  stimulation  to  a greater  degree 
with  schizophrenics  than  with  normals. 

A very  obvious  follow-up  would  be  to  create 
clearly  cut  situations  resembling  fear  or  an- 
ger experiences  as  influenced  by  white  sound 
and  also  to  make  assessment  of  oxygen  blood 
level  for  the  white  sound  conditions.  The 
findings  do  not  necessarily  exclude  the  pos- 
sibility that  white  sound  may  function  as  an 
analgesic  at  lower  levels  of  intensity.  Never- 
theless, it  is  important  to  note  that  respon- 
sivity to  white  sound  is  highly  distinguish- 
able between  normal  and  schizophrenic  popu- 
lations. This  consideration  must  be  taken 
in  account  in  application  of  dental  analgesic 
procedures  involving  psychiatric  patient  pop- 
ulation such  as  tested  in  this  investigation. 

SUMMARY 

Possible  application  of  white  sound  in  con- 
trol of  induced  anxiety  was  investigated  with 
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schizophrenic  and  normal  populations.  Even 
though  there  is  evidence  that  analgesic  prop- 
erties of  white  sound  have  been  demon- 
strated in  dental  procedures,  present  evidence 
is  that  at  subjective  70  db.  level  it  produces  a 
noxious  effect.  Differential  responsivity  of 
schizophrenics  and  normals  was  demonstrat- 
ed to  white  sound  with  significantly  higher 
respiration  rate  in  the  patient  sample  and 
significantly  greater  change  in  GSR  conduc- 
tance in  normals.  Since  the  physiological 
parameters  indicated  this  difference,  it  was 
postulated  that  either  lower  oxygen  satura- 
tion in  schizophrenics  or  distinguishable, 
subjective  experience  of  fear  for  patients  and 


anger,  for  normals,  accounts  for  differential 
physiological  function  of  white  sound  in  the 
two  populations.  □ 
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ECONOMIC  EFFECTS  OF  OVER-INSURANCE 


In  1959,  one  out  of  every  ten  insured  hos- 
pital patients  had  multiple  hospital  expense 
coverage  which  paid  aggregate  benefits  of 
$1.44  for  every  $1.00  of  actual  expense  in- 
curred, according  to  a recent  appraisal  of 
“over-insurance”  by  the  Health  Insurance 
Council. 

A Status  Report  to  the  National  Associa- 
tion of  Insurance  Commissioners  submitted 
by  Blue  Cross,  Blue  Shield,  and  the  Health 
Insurance  Association  of  America  (May 
1960)  listed  six  adverse  economic  effects  of 
over-insurance.  All  of  these  are  contrary  to 
public  interest,  according  to  the  report,  in 
that  they  distort  the  function  of  the  health 
insurance  mechanism  and  violate  basic  in- 
surance principles. 

1.  Unnecessarily  increasing  premiums  due 
to  its  effect  on  claim  frequency  and  costs. 

2.  Encouraging  the  insured  patient  to  de- 
mand unnecessary  or  luxury  services  and 
care. 

3.  Encouraging  patient  demands  on  the 
practicing  physician  for  unnecessary  hos- 
pital confinement  and  unjustified  pro- 
longed hospital  stays. 

4.  Complicating  the  hospital  credit  and  col- 
lection practices  in  insured  confinements 
in  those  instances  where  multiple  cover- 
age results  in  the  submission  of  multiple 
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claim  forms  and  overpayment  of  the  hos- 
pital bill  through  the  use  of  assignments. 

5.  Frequently  providing  greater  benefits  for 
procedures  than  are  customarily  charged 
by  the  physician  or  surgeon. 

6.  Diverting  premium  resources  to  purchase 
excess  coverage  when  such  resources 
might  be  used  more  effectively  and  eco- 
nomically to  fill  other  needs  in  the  in- 
sured’s overall  insurance  program  or 
other  necessary  living  expenses. 

A joint  study  group  of  the  Health  Insur- 
ance Association  of  America,  Life  Insurance 
Association  of  America,  and  the  American 
Life  Convention  has  evaluated  the  problem 
of  “over-insurance”  in  detail,  and  has  pre- 
pared a model  anti-duplication  provision  for 
group  medical  expense  plans,  recommending 
usage  by  affiliated  companies.  The  pro- 
vision will  permit  the  claimant  up  to  100  per 
cent  reimbursement  of  his  “allowable  ex- 
penses,” defined  as  “any  necessary,  reason- 
able and  customary  item  of  expense  at  least 
a portion  of  which  is  covered  under  at  least 
one  of  the  plans  covering  the  person  for 
whom  the  claim  is  made.” 

The  effort  is  designed  to  hedge  against  an 
insured  person  making  a “profit”  by  collect- 
ing in  full  under  several  group  programs  and 
/or  individual  health  insurance  policies.  □ 
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PEDIATRIC  GRAND  ROUNDS 


Brown  Spider  Bite 


With  Severe  Hemolytic  Phenomena 
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New  York 


Doctor  RILEY : The  case  to  be  presented 
at  today’s  rounds  is  an  unusual  and  tragic 
one.  We  believe  that  it  represents  an  ex- 
ample of  necrotic  arachnidism  due  to  the 
bite  of  a brown  recluse  spider.  Until  rela- 
tively recently  it  was  felt  that  the  black 
widow  spider  was  the  only  member  of  the 
spider  family  capable  of  causing  serious  in- 

From  the  Department  of  Pediatrics  and  the  Children’s  Me- 
morial Hospital,  University  of  Oklahoma  Medical  Center,  Okla- 
homa City,  Oklahoma.  From  the  Pediatric  Grand  Rounds  con- 
ducted weekly  at  Children’s  Memorial  Hospital. 

fAt  the  University  of  Oklahoma  School  of  Medicine. 
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jury  or  disease  in  this  country.  In  recent 
years  reports  from  the  Southwestern  and 
Southeastern  parts  of  the  United  States  have 
indicated  a particular  type  of  brown  spider, 
Loxosceles  reclusa,  is  capable  of  causing 
severe  illness.  It  is  suggested  that  this  en- 
tity may  be  more  common  than  is  generally 
supposed.  This  morning  we  would  like  to 
present  a case  which  we  have  seen  recently 
and  to  discuss  several  aspects  of  the  prob- 
lem. 

Doctor  McLean  will  present  the  case. 

DOCTOR  McLEAN : I.R.,  a 2Vi2-year-old 
Negro  male,  was  admitted  to  the  Children’s 
Memorial  Hospital  with  the  chief  complaint 
of  dark  urine.  He  had  apparently  been  in 
his  usual  state  of  health  until  the  morning 
of  admission.  On  awakening  he  complained 
of  cramping  abdominal  pain,  refused  break- 
fast and  vomited  a small  amount  of  green 
material.  He  passed  urine  which  is  reported 
to  have  been  normal  in  color.  A short  time 
later  he  became  quite  drowsy  and  went  to 
sleep  but  would  rouse  periodically  and  ask 
for  water.  When  his  mother  awakened  him 
for  lunch  at  noon,  she  noted  a pinpoint  lesion 
over  his  left  shoulder  surrounded  by  an  area 
of  swelling  and  tenderness  which  was 
thought  to  be  an  insect  bite. 

Approximately  nine  hours  after  onset  of 
his  first  symptoms  and  two  hours  before  ad- 
mission, he  passed  dark  brown  urine  and 
his  parents  noted  for  the  first  time  peri- 
orbital edema,  fever  and  unsteadiness  on 
standing.  He  was  taken  to  his  family  phy- 
sician, who  referred  him  to  this  hospital  with 
the  diagnosis  of  acute  nephritis. 
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Past  history  revealed  that  the  patient  was 
the  result  of  a full  term,  normal  pregnancy 
with  an  uncomplicated  labor  and  delivery. 
He  had  enjoyed  good  health  with  no  signifi- 
cant illnesses.  Growth  and  development  had 
been  normal.  During  the  past  two  or  three 
months  he  had  several  bouts  of  impetigo 
resulting  from  infected  insect  bites. 

Physical  examination  on  admission  re- 
vealed a well  nourished  Negro  male  child  of 
the  stated  age  who  appeared  to  be  quite  ill. 
Temperature  was  103°  F.,  pulse  120  per 
minute,  respirations  40  per  minute,  and 
blood  pressure  120/60  mm  Hg.  He  was  quite 
lethargic  and  slept  fitfully  but  could  be 
aroused  with  questions  or  simple  commands. 
Over  the  left  scapula  was  an  area  of  swell- 
ing approximately  8 x 10  cms.  which  was 
quite  tender  with  increased  local  heat.  In 
the  center  of  this  area  was  a puncture  wound 
surrounded  by  a small  vesicle.  The  mucus 
membranes  were  pale.  Mild  periorbital 
edema  was  present.  Examination  of  the 
lungs,  heart,  and  abdomen  revealed  no  ab- 
normalities. There  were  no  other  skin  lesions 
or  rash  with  the  exception  of  healing,  crusted 
impetiginous  lesions  over  the  lower  extremi- 
ties. Neurological  examination  was  normal 
except  for  a very  slight  tremor  on  motion. 
The  child  was  unsteady  on  standing  erect,  but 
this  was  thought  to  be  due  to  generalized 
weakness. 

Because  of  the  history  the  urine  was  ex- 
amined immediately.  It  was  dark  brown, 
contained  numerous  red  cells,  and  tests  for 
the  presence  of  blood  was  strongly  positive; 
determination  of  the  hemoglobin  content  of 
the  urine  revealed  it  to  be  4.1  grams  per 
100  ml.  The  hemogram  revealed  a hemo- 
globin of  6.4  grams  per  100  ml.,  hematocrit 
11  per  cent,  white  cell  count  110,000  per 
cubic  millimeter  with  a differential  count  of 
89  per  cent  neutrophils,  and  11  per  cent 
lymphocytes. 

Because  of  the  clinical  findings  and  the 
laboratory  evidence  of  a hemolytic  phe- 
nomena, the  possibility  of  necrotic  arach- 
noidism  due  to  a brown  spider  bite  was  con- 
sidered and  the  parents  were  re-questioned. 
While  they  had  originally  disclaimed  any 
possibility  of  spider  bites,  they  did  recall 
on  requestioning  they  had  noted  recently  sev- 
eral “small  brown”  spiders  around  the  house. 

The  child  was  placed  in  an  oxygen  tent 
and  intravenous  fluids  were  started.  Serum 


electrolytes,  which  had  been  obtained  earlier, 
were  reported  to  show  a serum  sodium  of 
133,  potassium  4.9,  chlorides  104,  and  C02 
of  18  mEq/1.  Blood  urea  nitrogen  was  30 
mgms  per  100  ml.  The  child  was  given  100 
ml  of  packed  group  0,Rh  positive  cells.  An 
exchange  transfusions  was  considered,  but 
it  was  decided  to  withhold  and  to  observe 
the  child  carefully  for  progress  of  the  hemo- 
lytic process.  During  the  next  12  hours,  his 
condition  was  relatively  stable.  The  blood 
pressure  and  vital  signs  remained  stable 
and  he  became  more  alert.  Urine  output 
ranged  between  15  and  50  ml.  per  hour,  and 
the  urine  became  lighter  in  color.  However, 
the  blood  urea  nitrogen  approximately  nine 
hours  after  admission  had  risen  to  50  mgms. 
per  100  ml.  Over  the  next  six  hours  it  was 
felt  that  the  patient  exhibited  definite  clin- 
ical improvement.  The  hematocrit  rose  from 
11  per  cent  to  16  per  cent  and  his  urine  out- 
put was  increasing.  Approximately  22  hours 
after  admission,  however,  while  preparing 
to  give  the  patient  an  additional  transfusion 
of  packed  cells,  but  before  any  had  been 
administered,  the  child  suddenly  expired. 

DOCTOR  RILEY : I happened  to  walk  in 
the  laboratory  that  night  shortly  after  the 
child  was  admitted  and  saw  the  urine  speci- 
men which  was  collected  on  arrival  at  the 
ward.  The  appearance  suggested  the  urine 
seen  following  a snake-bite.  We  have  saved  a 
specimen  of  urine  to  demonstrate  the  strik- 
ing appearance. 

DOCTOR  START : As  you  will  note  the 
urine  is  the  color  of  a cola  drink  although 
the  color  is  darker  now  than  when  first 
passed. 

DOCTOR  RILEY : An  autopsy  examina- 
tion was  done  and  the  pertinent  findings 
will  be  presented  by  Doctor  Start. 

DOCTOR  START : Only  the  pertinent 
findings  at  necropsy  will  be  reviewed.  A 
small  crusted  lesion  one  cm.  in  diameter  was 
noted  over  the  left  scapula.  Extensive  sub- 
cutaneous edema  was  present  over  the  left 
scapula  and  extended  anteriorly  over  the  re- 
gion of  the  left  pectoralis  muscle.  The  gross 
appearance  of  the  lungs  and  heart  was  nor- 
mal. The  pleural  and  other  serous  cavities 
were  essentially  free  of  fluid.  The  kidneys 
showed  a striking  purplish  discoloration 
which  extended  throughout  the  entire  renal 
parenchyma  obliterating  the  corticomedul- 
lary  demarcation.  The  remainder  of  the 


•Journal  / May  1964  / Volume  57 


219 


Spider  Bite  / RILEY,  et  al. 

gross  autopsy  examination  was  not  remark- 
able. 

Microscopic  examination  of  the  lungs  re- 
vealed areas  of  distended  alvceoli  alternating 
with  patchy  areas  of  extensive  edema.  The 
myocardium  was  normal.  The  kidneys  ex- 
hibited the  most  significant  findings.  Many 
of  the  Bowman’s  spaces  and  convoluted  tu- 
bules and  most  of  the  collecting  tubules  con- 
tained a red  brown  material,  which  was 
watery  to  amorphous  in  consistency.  This 
material  had  the  appearance  and  staining 
characteristics  of  hemoglobin.  Microscopic 
sections  of  the  pectoralis  major  muscle 
showed  marked  edema  but  no  evidence  of  in- 
flammation or  necrosis. 

The  final  pathologic  diagnosis  was  severe 
hemoglobinuric  nephrosis  and  pulmonary 
edema.  The  findings  in  the  skin  and  soft 
tissues  on  the  left  scapula  were  compatible 
with  those  previously  described  as  due  to 
the  bite  of  the  brown  spider  (L.  reclusa) . 

DOCTOR  RILEY : Are  there  any  ques- 
tions concerning  the  case?  If  not,  I would 
like  to  introduce  Mr.  Horace  W.  Van  Cleave, 
entomologist  from  Oklahoma  State  Univer- 
sity, Stillwater,  who  was  kind  enough  to  get 
up  very  early  to  be  with  us  for  this  morning’s 
session. 

MR.  VAN  CLEAVE : Thank  you,  Doctor 
Riley.  Much  of  what  I will  say  today  comes 
from  studies  conducted  in  collaboration  with 
and  under  the  supervision  of  Doctor  D.  E. 
Howell,  Professor  and  Head  of  the  Depart- 
ment of  Entomology,  Oklahoma  State  Uni- 
versity. 

During  the  past  five  years  considerable 
information  concerning  the  brown  spider 
Loxosceles  reclusa  G.  & M.  has  been  accumu- 
lated and  the  poisonous  nature  of  its  bite 
is  now  well  recognized. 

This  spider  is  not  new  to  Oklahoma  but 
has  been  here  for  many  years.  It  was  re- 
ported in  scientific  literature  as  Loxosceles 
rufescens  Banks  until  1940  when  Gertsch  & 
Mulaik1  recognized  that  two  species  were 
included  in  L.  rufescens  and  demonstrated 
that  the  form  found  in  the  Central  and 
Southwestern  states  was  a new  species  which 
they  named  Loxosceles  reclusa.  Definite  col- 
lection records  in  Oklahoma  go  back  to  19282 
but  much  earlier  records  are  reported  for 
Northern  Texas.3-4 
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Loxosceles  laeta  Nicolet,  a closely  related 
species  found  in  South  America,  was  shown 
to  have  a toxic  bite  by  Machiavello5  in  1934, 
but  the  role  played  by  L.  reclusa  was  not 
recognized  until  1957  when  Wingo  and  as- 
sociates in  Missouri  demonstrated  that  its 
bite  produced  lesions  approximating  those 
caused  by  L.  laeta.  R.  Bryan6  has  indicated 
that  the  Choctaw  Indians  of  Southwestern 
Oklahoma  have  regarded  L.  reclusa  as  a dan- 
gerous spider  for  over  50  years  and  are  fa- 
miliar with  the  symptomatology  of  the  bite. 

For  many  years  scientific  literature  indi- 
cated that  the  black  widow  Latrodectes 
mactans  was  the  only  dangerous  poisonous 
spider  in  the  United  States.  Current  infor- 
mation suggests  that  three  closely  related 
species  of  Latrodectes,  two  sack  spiders, 
Chiracanthium  inclusum  (Hentz)  and  C. 
diversum  Koch,  and  the  brown  spider  Loxo- 
sceles reclusa  must  be  considered  capable  of 
inflicting  a dangerous  or  very  painful  bite. 
Only  Latrodectes  Mactans  (Fab.) , Loxosceles 
reclusa,  and  Chiracanthium  inclusum  have 
been  collected  in  Oklahoma. 

Adult  brown  spiders  vary  from  seven  to 
13  mm.  in  length,  the  average  is  about  nine 
mm.  Males  are  usually  slightly  smaller  than 
the  females.  Their  color  varies  from  light 
yellow  to  dark  brown  and  the  cephalothorax 
is  usually  lighter  than  the  abdomen.  The 
legs  are  long  and  well  covered  with  short 
dark  hairs.  This  slide  will  demonstrate  the 
spider  (figure  1). 

Conspicuous  recognition  characters  are 
the  presence  of  three  pairs  of  eyes  arranged 
in  a semicircle  on  the  forepart  of  the  head; 
a violin-shaped  dark  marking  immediately 
behind  the  semicircle  of  eyes  and  a some- 
what flattened  carapace  with  a distinct  short 
median  groove.  The  immature  stages  close- 
ly resemble  the  adults  except  for  size  and 
often  a slightly  lighter  color. 

The  eggs  are  deposited  in  off-white,  round 
silken  egg  cases  approximately  eight  mm.  in 
diameter.  These  cases  are  found  in  sheltered 
dark  areas  in  the  spider’s  habitat.  In  sum- 
mer young  spiderlings  emerge  from  the  egg 
case  in  24  to  36  days.  However,  they  have 
hatched  from  the  egg  sometime  earlier  and 
molt  once  before  leaving  the  egg  case.  The 
abandoned  egg  case  contains  the  cast  skins 
of  the  first  instar  spiderlings.  From  41  to 
50  spiders  have  been  noted  to  emerge  from 
the  egg  cases  in  our  studies  but  unhatched 
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eggs  and  dead  spiderlings  remain  in  the 
cases.  Development  is  relatively  slow  and 
is  greatly  influenced  by  weather  conditions 
and  the  availability  of  food. 

This  spider  prefers  sheltered  areas  of  re- 
duced light  where  the  organisms  on  which 
it  preys  can  be  found.  They  have  been  taken 
under  stones,  in  hollow  trees,  in  caves  and 
under  logs  or  similar  areas.  They  apparent- 
ly are  well  adapted  to  life  in  buildings  and 
have  been  taken  in  all  rooms  in  the  home. 

They  may  be  found  in  barns,  sheds,  silos, 
corn  cribs,  schools,  office  buildings,  hotels, 
warehouses  and  probably  by  careful  search- 
ings they  could  be  found  in  almost  any  type 
of  building  within  a few  years  after  con- 
struction. Almost  as  many  brown  spiders 
were  found  on  the  top  floor  of  a large  build- 
ing as  on  the  bottom  floor.  Our  data  indicate 
that  older  buildings  are  usually  more  heavily 
infested  but  spiders  have  been  found  in 
buildings  less  than  six  months  old. 

The  webs  of  brown  spiders  are  not  well 
formed  but  resemble  a loose  tangle  of  silk 
with  no  definite  pattern. 

During  the  day  the  spiders  are  found  in 
sheltered  areas  but  at  night  they  wander 
widely  and  may  be  found  in  the  center  of  a 
room.  They  hide  quickly  when  exposed  to 
white  light  but  may  be  observed  more  easily 
under  a red  light. 

While  the  spiders  are  very  timid  and  not 
aggressive  toward  humans,  they  quickly  and 
efficiently  catch  and  kill  insects  much  larger 
than  they  are.  Houseflies  may  be  captured 
and  bitten  in  a second  or  two  and  within  30 
seconds  the  fly  is  almost  completely  im- 
mobilized. Unlike  many  spiders,  they  usually 
make  no  attempt  to  hold  their  prey  after 
biting  but  step  back  and  wait  until  the  strug- 
gle is  over.  One  half-grown  spider  caught 
and  killed  four  houseflies  in  less  than  three 
minutes. 

Brown  spiders  kill  many  undesirable  in- 
sects and  can  quickly  kill  cockroaches  many 
times  their  size.  Probably  most  of  their 
hunting  is  done  at  night  when  it  usually  goes 
unnoticed.  This  greatly  expanded  nighttime 
habitat  may  explain  bites  incurred  outside 
the  spider’s  daytime  haunts.  It  is  unfortun- 
ate that  such  a useful  spider  also  has  a toxic 
bite. 

Relatively  little  information  is  available 
on  control  measures.  Anything  that  reduces 
the  number  of  hiding  places  and  the  avail- 


Figure  1.  Loxosceles  reclusus. 

ability  of  food  will  aid  in  control.  Intensive 
hunting  and  crushing  particulary  at  night, 
using  a red  light,  will  provide  some  control 
but  chemicals  are  usually  needed  to  eliminate 
a large  population  in  a building. 

Many  insecticides  will  kill  the  spiders  if 
they  can  be  applied  so  that  the  spider  is  di- 
rectly contacted.  Because  of  their  habits 
this  is  often  difficult.  Laboratory  studies 
with  a large  series  of  common  insecticides 
indicated  that  in  low  concentration  only 
DDVP  (Vapona)  killed  spiders  which  were 
not  struck  by  spray  droplets  without  coming 
in  direct  contact  either  directly  or  by  walk- 
ing over  the  treated  surfaces. 

To  determine  the  effectiveness  of  large 
scale  applications  by  thermal  aerosal  gen- 
erators (Dynafog  Jr.)*  rooms  in  two  large 
dormitories  were  treated  with  one  of  the 
following  amounts  of  90  per  cent  (Vapona) 
fogging  formulations:  0.033,  0.067,  or  0.10 
ml.  per  cubic  foot.  The  particle  size  diame- 
ters ranged  from  1.0  to  30.0  microns  with 
a few  particles  exceeding  60  microns. 

Two  days  later  the  rooms  were  carefully 

*Curtis  Automotive  Devices,  (Model  No.  CFR-11500B)  West- 
field,  Indiana. 
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searched  with  a red  light  to  determine  the 
number  of  live  and  dead  brown  spiders.  All 
spiders  found  in  the  rooms  receiving  0.067 
or  0.10  ml./cu.  ft.  were  dead.  Approximately 
50  per  cent  of  the  spiders  in  rooms  treated 
with  0.033  ml./cu.  ft.  were  alive.  From  zero 
to  four  spiders  were  found  in  a dormitory 
room  and  closets;  the  average  was  0.41. 
Minor  softening  of  the  wax  covering  the 
floors  was  noted  in  a few  of  the  rooms 
“fogged”  with  DDVP,  particularly  where 
the  large  particles  fell  to  the  floor. 

Fumigation  with  methyl  bromide  at  two 
pounds  per  1000  cu.  ft.  failed  to  kill  all 
spiders.  Rooms  treated  with  DDT,  methoxy- 
chlor  or  DDD  at  a rate  of  one  gallon  of  2.0 
per  cent  spray/1000  sq.  ft.  were  not  freed 
of  spiders. 

DOCTOR  RILEY : Thank  you  very  much 
for  your  interesting  remarks.  It  is  quite 
obvious  that  you,  Doctor  Howell,  and  your 
associates  have  accumulated  a great  deal  of 
valuable  information  on  this  family  of  in- 
sects. Are  there  any  questions  of  Mr.  Van 
Cleave  ? 

DOCTOR  GARRISON : I believe  you  men- 
tioned there  are  three  poisonous  spiders  in 
Oklahoma.  Would  you  elaborate  on  this? 

DOCTOR  RILEY:  You  heard  Mr.  Van 
Cleave  mention  that  “Bryan  has  indicated 
that  the  Choctaw  Indians  in  Oklahoma  have 
regarded  the  brown  spider  as  dangerous  for 
over  50  years.”  The  “Bryan”  he  referred 
to  is  Mr.  Richard  Bryan,  Research  Assistant 
in  The  Department  of  Entomology  at  Okla- 
homa State  University. 

We  are  fortunate  in  having  him  here  with 
us  today  and  I would  like  to  ask  him  to  com- 
ment on  Doctor  Garrison’s  question. 

MR.  BRYAN : Three  poisonous  spiders 
are  found  in  Oklahoma,  the  black  widow, 
Latrodectes  mactans,  the  brown  spider  Loxo- 
sceles  reclusa,  and  a sack  spider  Chiracan- 
thium  inclusum.  The  poisonous  nature  of  the 
bite  of  the  brown  spider  has  recently  been 
recognized  but  the  spider  has  been  in  the 
central  and  southwestern  states  for  many 
years.  As  Mr.  Van  Cleave  mentioned,  brown 
spiders  are  found  in  secluded  areas  of  many 
homes,  commercial  buildings,  schools  and 
churches  in  many  parts  of  Oklahoma.  The 
most  effective  control  measures  developed 

222 


include  removal  of  favored  hiding  areas  and 
“fogging”  with  DDVP  (Vapona). 

DOCTOR  RILEY:  Thank  you,  Mr.  Bryan. 
I would  like  to  call  on  Doctor  Ben  Nicholson 
to  comment  on  some  of  the  clinical  aspects  of 
this  problem.  He  has  been  interested  in  this 
problem  for  sometime  and,  as  a matter  of 
fact,  is  the  author  of  an  article  on  necrotic 
arachnidism.7 

DOCTOR  BEN  H.  NICHOLSON:  There 
is  no  question  about  the  brown  spider,  Loxo- 
sceles  reclusus,  being  responsible  for  a bite 
in  the  human  which  will  produce  intense 
long  lasting  pain  and  will  be  followed  by 
devitalization  and  necrosis  of  the  affected 
area.  In  one  of  our  patients  the  slough  was 
large  enough  that  the  area  required  a skin 
graft.  The  degree  of  devitalization  depends 
on  how  long  the  spider  bites  and  whether 
or  not  it  has  recently  bitten  enough  insects 
to  decrease  its  supply  of  venom.  I would  like 
to  show  this  slide  which  demonstrates  the 
skin  lesion  36  hours  following  the  spider  bite 
(figure  2) . 

The  evidence,  however,  for  the  bite  of  the 
brown  spider  being  responsible  for  acute 
hemolytic  anemia  is  largely  circumstantial 
but,  nevertheless,  convincing.  Against  acute 
hemolytic  anemia  occurring  as  a result  of 
the  bite  of  the  brown  spider  are : 

1.  It  has  not  been  identified  as  the  villain 
in  bites  followed  by  hemolysis  but  has  in 
necrotic  arachnidism. 

2.  South  American  workers  have  been  un- 
able to  produce  hemolysis  with  the  venom 
of  Loxosceles  laeta  either  in  vitro  or  vivo, 
although  ten  per  cent  of  the  patients  bit- 
ten by  the  spider  in  South  America  are 
reported  to  have  some  degree  of  intra- 
vascular hemolysis. 

3.  Bill  Denny,  one  of  our  graduates  who  is 
working  on  this  problem  at  the  Veteran’s 
Hospital  in  Little  Rock,  tells  me  that  he 
has  been  unable  to  produce  hemolysis  with 
the  venom  of  the  L.  reclusus  but  he  either 
told  me,  or  someone  did,  that  he  has  been 
able  to  demonstrate  hemolysis  using  an 
extract  of  the  crushed  cephalothorax. 

The  strongest  evidence  in  favor  of  L. 

reclusus  being  responsible  is  that  those  who 
survive  the  hemolytic  crisis  have  the  typical 
necrotic  lesion  which  characterized  the  bite 
of  L.  reclusus.  One  has  only  then  to  consider 
that  an  individual  host  factor  is  necessary 
to  complete  the  picture.  This  we  know  to  be 
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true  in  the  hemolytic  picture  of  primaquine 
sensitivity  and  perhaps  it  could  be  true  here. 

As  for  treatment,  Denny  has  shown  in  ex- 
perimental animals  that  steroids  injected 
locally  or  given  systemically  will  decrease 
the  toxic  effect  of  the  venom.  The  problem 
then  is  to  be  aware  of  this  and  to  see  the 
patient  before  the  damage  has  been  done.  I 
believe  that  the  early  appearance  of  the 
wound  would  not  be  as  important  in  making 
the  diagnosis  of  a brown  spider  bite  as  would 
the  disproportionate  intensity  of  the  pain. 

DOCTOR  SAPPER : I take  it  from  what 
you  say  that  a prominent  feature  is  the  se- 
vere pain  and  that  not  all  of  the  cases  are 
accompanied  by  a hemolytic  phenomenon. 

DOCTOR  BEN  NICHOLSON:  That  is 
correct.  The  pain  is  out  of  proportion  to  the 
extent  of  the  area  involved  by  the  puncture 
wound  or  bite  in  individuals  old  enough  to 
relate  it.  Fortunately,  only  a minority  of  the 
cases  have  a complicating  hemolytic  anemia. 

DOCTOR  RILEY : We  are  pleased  to  have 
with  us  today  Doctor  John  Nicholson  by  way 
of  Vanderbilt  and  Babies  Hospital,  Columbia 
University.  While  a pediatric  house  officer 
at  Vanderbilt  University  Hospital,  I believe 
you  had  a case  of  brown  spider  bite  with 
severe  hemolysis.  Will  you  comment  from 
your  experience  on  the  case  which  was  pre- 
sented today. 

DOCTOR  JOHN  NICHOLSON:  I would 
like  to  make  a few  comments  regarding 
therapy.  While  exchange  transfusion  was 
dramatically  successful  in  our  case  at  Van- 
derbilt, such  therapy  is  hazardous  and  should 
be  used  with  caution.  Its  primary  object  is 
to  prevent  hemoglobinuric  nephrosis,  which, 
as  has  been  shown  in  dogs,  is  a function  not 
only  of  the  hemoglobinuria,  but  also  of  renal 
ischemia.  The  two  together  produce  acute 
renal  failure  in  a situation  where  neither 
one  alone  has  such  an  effect.  In  humans,  we 
know  that  acute  renal  failure  very  frequent- 
ly accompanies  hemolytic  transfusions  re- 
action, which  likewise  is  frequently  associ- 
ated with  vascular  collapse;  however,  renal 
failure  is  much  less  common  following 
paroxysmal  nocturnal  hemoglobinuria,  a con- 
dition in  which  shock  is  much  less  frequent. 
With  these  considerations  we  would  reserve 
exchange  transfusion  for  cases  in  which  cir- 
culatory stability  seems  jeopardized  or  in 
which  the  massivness  of  the  hemolytic  pro- 
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Figure  2.  Appearance  of  the  skin  lesion  36  hours 
following  bite  of  L.  reclusus. 


cess  itself  appears  to  interfere  with  the  oxy- 
gen carrying  capacity  of  the  blood. 

DOCTOR  RILEY : Do  you  have  any  com- 
ments on  the  management  of  our  case? 

DOCTOR  JOHN  NICHOLSON:  I would 
agree  with  the  decision  to  withhold  exchange 
transfusion  since  the  hemolytic  process  ap- 
peared to  have  stabilized. 

DOCTOR  RILEY : Are  there  any  further 
questions  or  comments?  If  not,  I would  like 
to  thank  all  of  the  participants  for  their 
contributions  to  the  discussion.  □ 
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EMOTIONAL  FACTORS  IN  CORONARY  DISEASE 

M.  E.  Groover,  Jr.,  M.D.  The  Journal  of  the  Arkansas 

Medical  Society,  Aug.,  1963. 

One  hundred  eighty-seven  executives  were  followed 
over  a period  of  greater  than  five  years  and  had  a 
minimum  of  six  blood  analyses  each  year  for  blood 
lipids.  Sixteen  of  these  men  had  myocardial  infarctions 
during  this  period.  These  16  who  had  infarctions  were 
found  to  have  more  labile  serum  lipid  values  than  those 
who  did  not  have  myocardial  infarctions,  to  have  in 
general  a higher  blood  cholesterol  value  and  usually  a 
rising  or  high  cholesterol  value  immediately  preceding 
their  myocardial  infarction.  Other  studies  that  seemed 
to  correlate  with  the  hazard  of  having  myocardial  in- 
farctions were  the  electrophoretic  mobility  of  a Beta 
Lipoprotein  fraction  of  the  serum  and  the  appearance 
of  a lipid  mobilizer  factor  in  the  blood.  Changes  in 
the  above  tests  were  also  noted  to  be  associated  with 
stress  periods  in  the  lives  of  these  executives.  Other 
work  was  also  cited  describing  atherosclerosis  and  myo- 
cardial infarction  being  produced  experimentally  in 
animals  implicating  neurogenic  mechanisms. 

SOCIAL  INTERACTION  AND 
PHYSIOLOGIC  CHANGE 

W.  W.  Schottstaedt,  Bulletin  of  the  Menninger  Clinic, 

27:  291-299,  Nov.,  1963. 

The  author  has  for  some  time  been  interested  in  and 
reported  on  metabolic  deviations  associated  with  emo- 
tional states.  This  paper  reports  observations  made 
on  patients  and  groups  on  metabolic  balance  studies. 

A case  of  a young  woman  with  premenstrual  tension 
and  rage  reactions  was  studied  by  means  of  urinary 
electrolyte  and  water  excretion.  This  patient’s  excre- 
tion rates  of  electrolytes  and  water  were  apparently 
affected  by  the  person  with  whom  she  was  interacting. 
Rejection  by  a fellow  employee  and  rejection  by  her 
boss  were  associated  with  different  excretion  patterns. 
Opposite  excretion  patterns  were  obtained  when  the 
patient  contemplated  the  same  event  in  two  different 
circumstances. 

Experiences  on  a metabolic  ward  are  noted  by  the 
author.  It  was  found  that  less  than  half  of  the  stress- 
ful events  were  associated  with  significant  metabolic 
changes  when  the  ward  was  calm.  This  compared  to 
86  per  cent  significant  metabolic  deviations  during 
stressful  events  when  the  ward  was  disturbed.  Changes 
in  status  among  the  patients  were  accompanied  by 
metabolic  changes.  An  anxiety  situation  among  the 
nurses  that  was  unknown  to  the  patients  caused  changes 
in  electrolyte  excretion  and  exacerbation  of  symptoms 
on  the  entire  ward. 

In  general  anger  and  anxiety  are  associated  with  in- 
creased water  and  sodium  excretion  with  sodium  ex- 
cretion being  more  marked  in  the  former.  Tension 


and  depression  tend  to  be  associated  with  decreased 
water  and  sodium  excretion  while  the  necessity  to  ex- 
ercise conscious  control  over  emotional  states  is  fre- 
quently manifested  by  an  increase  in  potassium  ex- 
cretion. 

EDITOR’S  NOTE:  These  observations  are  important 
both  to  studies  utilizing  metabolic  balances  and  to  treat- 
ment of  conditions  where  sodium,  potassium  and  water 
excretion  are  important.  Congestive  heart  failure,  cir- 
rhosis and  nephrosis  come  to  mind  immediately. 

EXPERIMENTAL  INDUCTION  OF  ENDOMETRIOSIS 
ACROSS  MILLIPORE  FILTERS 

James  A.  Merrill,  M.D.,  Surgical  Forum  14:  397,  1963. 

The  author  has  shown  that  the  lesions  of  endometriosis 
can  be  produced  without  direct  implantation  of  endo- 
metrium. In  rabbits  endometrium  was  placed  within 
Millipore  filters  and  deposited  in  the  pelvic  peritoneum, 
between  the  leaves  of  the  broad  ligament,  and  within 
the  subcutaneous  tissue.  The  Millipore  filters  do  not 
allow  passage  of  cellular  material.  Direct  implantation 
of  endometrial  cells  was  thus  made  impossible.  After 
periods  ranging  from  four  to  ten  weeks,  definite  histo- 
logic endometriosis  was  seen  adjacent  to  the  intact 
Millipore  filter  chambers  in  the  broad  ligament.  The 
endometrium  within  the  chamber  was  infarcted.  This 
experiment  lends  support  to  the  coelomic  metaplasia 
theory  of  endometriosis. 


RECENT  PUBLICATIONS 

The  Journal  welcomes  the  opportunity  to  list  current 
publications  by  any  Oklahoma  physician. 

Electric  Computers  in  Public  Health,  Edward  Brandt 
Jr.,  and  Margaret  Shackelford,  M.S.  Okla.  Journal  of 
Public  Health,  Vol.  7,  2,  Oct.,  1963. 

Anatomy  as  Applied  to  Clinical  Medicine,  Ernest  Lach- 
man,  M.D.,  The  New  Physician,  12:  418-421,  Oct.,  1963. 
Desalting  by  High  Voltage  Electrophoresis,  Hsiu-Ying 
T.  Yang,  and  M.  R.  Shetlar,  Analytical  Chemistry,  35: 
2224,  1963. 

Estimation  of  Serum  Proteins  by  Physical  Chemical 
Measurements,  Manual  of  Procedures  for  the  Applied 
Seminar  on  the  Serum  Proteins  and  the  Dysprotein- 
emias,  K.  M.  Dubowski,  Philadelphia  Assoc,  of  Clin. 
Scientists,  pp.  V-l-18,  1963. 

a-Galactosidase  from  Diplococcus  pneumoniae,  Yu-Teh 
Li,  Su-Chen  Li  and  M.  R.  Shetlar,  Arch.  Biochem.  and 
Biophys.,  103,  436,  1963. 

Reprints  of  most  of  the  above  publications  are  usually  avail- 
able on  request  from  the  senior  author,  c/o  Mrs.  Joan  Camp- 
bell, Veterans  Administration  Hospital,  921  N.E.  13th  Street. 
Oklahoma  City,  Oklahoma. 
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Pyelonephritis  and  Hypertension 

PAXTON  HOWARD,  M.D.* 
HARRIS  D.  RILEY,  Jr.,  M.D  ” 


An  ASSOCIATION  between  pyelonephritis 
and  hypertension  has  been  observed  repeat- 
edly. However,  the  exact  etiological  relation- 
ship between  two  such  prevalent  disorders 
each  possessing  a wide  range  of  diverse 
clinical  and  pathologic  manifestations  is  diffi- 
cult to  define. 

Pyelonephritis  and  its  complications  are  a 
major  problem  in  preventive  medicine.  That 
pyelonephritis  beginning  in  infancy  and 
childhood  has  the  same  potential  for  chron- 
icity  and  complications  as  does  the  disease 
when  it  starts  in  adult  life  has  been  shown 
by  studies  at  the  Children’s  Memorial  Hos- 
pital in  Oklahoma  City  and  elsewhere.  Long- 
cope  and  Winkenwerder  (1933)  described  a 
series  of  patients  with  bilateral  non-obstruc- 
tive pyelonephritis  which  had  progressed  to 
renal  insufficiency  with  intermittent  or  per- 
sistent hypertension.  They  postulated  the 
onset  as  pyelonephritis  of  infancy  with  in- 
sidious progression  during  pregnancy  or 
early  adult  life  with  or  without  acute  flare- 
ups  to  produce  the  contracted  kidneys  found 
at  autopsy.  Weiss  and  Parker  (1939)  point- 
ed out  the  relationship  of  obliterative  vascu- 
lar lesions  in  the  kidney  to  hypertension. 
Subsequently,  a high  incidence  of  hyperten- 
sion was  noted  among  patients  with  pyelone- 
phritis secondary  to  urinary  tract  anomalies, 
obstruction,  calculi  or  instrumentation.  There 
can  be  little  question  that  hypertension  can 
be  produced  by  advanced  renal  infection. 

Studies  in  experimental  animals  have 
demonstrated  that  hypertension  induced  by 

From  the  Department  of  Pediatrics,  and  the  Children’s  Me- 
morial Hospital,  University  of  Oklahoma  School  of  Medicine, 
Oklahoma  City,  Oklahoma.  Studies  supported  in  part  by  Train- 
ing Grant  TI-AM  5343-02  from  The  National  Institute  of  Child 
Health  and  Human  Development,  U.  S.  Public  Health  Service. 

‘Epidemic  Intelligence  Officer,  Communicable  Disease  Center, 
U.S.P.H.S.  assigned  to  Department  of  Pediatrics,  Children’s 
Memorial  Hospital,  University  of  Oklahoma  Medical  Center.  Re- 
search Fellow  in  Pediatrics,  University  of  Oklahoma  School  of 
Medicine. 

“Professor  of  Pediatrics,  University  of  Oklahoma  School  of 
Medicine. 


mineralocorticoid  administration  renders  the 
kidney  more  susceptible  to  experimental 
pyelonephritis  (Woods,  1960).  Accordingly, 
some  investigators  have  suggested  that  es- 
sential hypertension  predisposes  to  renal  in- 
fection which  in  turn  aggravates  the  hyper- 
tension producing  a vicious  cycle. 

The  recent  development  of  practical  meth- 
ods to  quantitate  the  number  of  bacteria  in 
the  urine,  to  collect  satisfactory  urine  speci- 
mens without  catheterization  in  females,  and 
of  renal  biopsy  has  renewed  interest  in  the 
relationship  of  hypertension  and  chronic 
pyelonephritis  (Kass;  Riley).  Before  these 
techniques  wese  available  only  20  to  30  per 
cent  of  autopsy-proved  cases  of  pyelone- 
phritis were  diagnosed  during  life.  Several 
recent  studies  have  demonstrated  that  sig- 
nificant bacteriuria  (greater  than  100,- 
000  colonies  per  ml.  of  urine)  signifies  ac- 
tive renal  infection  and  occurs  more  fre- 
quently among  hypertensive  patients  than 
among  normotensive  controls.  In  extensive 
investigations  in  ambulatory  population 
groups  Kass  (1962)  found  evidence  to  sup- 
port the  hypothesis  that  bacteriuria  occurs 
independent  of  and  leads  to  hypertension. 

There  is  general  agreement  that  pyelone- 
phritis intensifies  the  disease  in  patients 
who  are  otherwise  predisposed  to  hyperten- 
sion by  genetic,  familial,  environmental,  or 
yet  undetermined  factors.  Util  the  signifi- 
cance of  the  relationship  of  pyelonephritis 
and  hypertension  is  clarified,  it  is  suggested 
that  the  physician  should  make  a concerted 
effort  to  attack  the  problem  of  pyelonephritis 
as  a possible  means  of  preventing  hyperten- 
sion. Approaches  to  this  include  the  search 
for  and  vigorous  treatment  of  significant 
bacteriuria  whether  symptomatic  or  not,  and 
the  avoidance  of  injudicious  instrumentation 
of  the  urinary  tract. — Edited  by  Hands  D. 
Riley,  Jr.,  M.D.  □ 
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Dean’s  Message 


Before  the  Oklahoma  State  Medical  Asso- 
ciation Financial  Aid  to  Medical  Education 
program  was  initiated  in  1962,  there  was  no 
continuing  source  of  scholarship  funds  for 
promising  and  deserving  candidates  for  ad- 
mission to  the  University  of  Oklahoma 
School  of  Medicine. 

Since  that  time  an  increasing  number  of 
physicians  have  become  concerned  with  the 
problem  of  securing  the  most  able  future 
physicians  in  the  face  of  competition  from 
other  medical  schools  and  other  scientific 
disciplines.  They  have  responded  generous- 
ly by  establishing  additional  loan  and  schol- 
arship funds. 

As  a result,  this  year  the  Board  of  Admis- 
sions for  the  first  time  is  able  to  offer  some 
scholarships  at  the  time  of  the  admissions 
interview  to  applicants  who  show  exception- 
al ability,  motivation  and  potential.  We  have 
been  in  a position  to  outbid  other  institu- 
tions, whereas,  in  the  past,  our  school  on  oc- 
casion has  lost  outstanding  candidates  who 
stated  that  they  preferred  this  school  but, 
through  financial  necessity,  had  to  choose  an 
institution  that  provided  a scholarship  pro- 
gram. 

The  OSMA  this  fall  will  make  its  third 
annual  award  of  $500  tuition  scholarships 
to  five  first  year  students.  Four  new  first 
year  scholarships  will  be  awarded  this  year 
also.  They  were  recently  made  available  by 
gifts  from  the  Oklahoma  City  Clinic,  by 
neurosurgeons  and  neurologists  in  Oklahoma 
City  who  created  the  Harry  Wilkins  Scholar- 
ship Fund,  and  by  another  group  of  Okla- 
homa City  physicians  who  established  a 


Mark  R.  Everett  Scholarship  Fund  in  lieu 
of  sending  conventional  Christmas  cards. 

These  additional  funds  increase  the  num- 
ber of  first  year  schloarships  to  be  awarded 
in  1964  to  a record  total  of  20,  including  ten 
from  the  Avalon  Foundation  grant  and  one 
from  the  Oklahoma  City  Allergy  Clinic-Ray 
M.  Balyeat,  M.D.,  Memorial  Scholarship 
fund. 

However,  the  Avalon  Foundation  grant 
will  be  exhausted  within  two  years  and  un- 
less additional  scholarships  are  established 
the  admission  board’s  power  to  bargain  for 
top  talent  will  decline. 

Other  liberal  contributions  during  the  past 
year  have  bolstered  the  medical  student  loan 
funds.  The  Hughes-Seminole  County  Medi- 
cal Society  gave  $4,500  to  launch  a fund  for 
students  in  the  second  year  or  beyond.  A 
Student  Emergency  Loan  Fund  to  provide 
small,  short-term  loans  was  set  up  by  the 
Women’s  Auxiliary  to  the  Oklahoma  SAM  A 
chapter. 

Even  with  these  fine  developments  in  the 
loan  and  first  year  scholarship  program, 
there  remains  a need  for  nonrefundable 
scholarships  to  help  the  capable  and  finan- 
cially distressed  student  beyond  the  first 
year  of  medical  school.  At  present  there  is 
only  one  such  scholarship,  provided  by  one 
of  the  pharmaceutical  companies. 

Establishment  of  scholarships  by  individ- 
uals or  groups  of  physicians  is  indeed  a 
heartening  trend  and  the  physicians  of  our 
state  are  to  be  commended  for  their  action. 
It  is  truly  a contribution  to  the  future  of 
medicine.  □ 
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OSMA  Life  Insurance  Program  Tops  Competing  Plans 


A new  group  term  life  insurance 
program  for  association  members 
was  inaugurated  on  April  1st  by  the 
OSMA  Council  on  Insurance.  Under- 
written by  the  Massachusetts  Mutual 
Life  Insurance  Company,  the  new 
plan  offers  basic  changes  and  im- 
provements over  the  existing  OSMA 
life  program,  and  is  now  considered 
as  the  most  economical,  broad-bene- 
fit term  life  insurance  protection 
available  to  Oklahoma  physicians 
from  any  source. 

The  new  program  provides  for  a 
level  annual  premium  of  $125.00  and 
high  death  benefits  at  the  younger 
ages,  gradually  decreasing  as  the  in- 
sured grows  older.  Formerly,  the 
OSMA-approved  Massachusetts  Mu- 
tual program  (since  1956)  provided 
a level  death  benefit  up  to  age  60 
and  markedly  increasing  premiums. 

Since  the  inception  of  the  OSMA 
relationship  with  Massachusetts  Mu- 
tual, death  claims  have  been  paid  in 
the  amount  of  $595,000. 

Under  the  new  plan,  death  bene- 
fits range  from  $33,125  at  age  25,  to 
$21,625  at  age  40,  to  $2,250  at  age  69. 
A full  schedule  of  death  benefits  ap- 
pears with  this  article. 

A Purpose  For  Group  Term 

Through  the  mass  purchasing  pow- 
er of  the  hundreds  of  OSMA  mem- 
bers enrolled  in  the  program,  low- 
cost  life  protection  is  provided  at 
virtually  wholesale  rates,  which  are 
not  possible  in  individual  policies  or 
in  other  medical  group  programs.  Al- 
though term  insurance  does  not  ac- 
cumulate cash  value,  there  are  many 
advantages  offered  which  should  be 
seriously  considered  by  the  majority 
of  physicians. 

The  OSMA  term  insurance  plan 
economically  “fills  the  gap”  which 
might  be  present  in  the  physician’s 
portfolio  of  permanent  life  insurance. 
In  addition,  it  is  ideal  for  mortgage 
liquidation,  educational  obligations, 
or  survivors  needs. 


Since  the  program  is  written  on  a 
true  group  basis  and  administered 
locally  by  Oklahoma  City  insurance 
agent,  Walter  C.  Wilson,  Charter 
Life  Underwriter,  the  Oklahoma  State 
Medical  Association’s  Council  on  In- 
surance exercises  unusual  control  in 
the  management  of  the  plan. 

Unlike  other  medical  association 
sponsored  programs,  the  master  con- 
tract of  the  OSMA  plan  provides  that 
all  surplus  funds  are  returned  to  the 
participants,  either  in  the  form  of 
cash  dividends,  premium  credits  or 
expanded  benefits.  The  president, 
president-elect  and  executive  secre- 
tary of  the  OSMA  are  trustees  of  the 
funds. 


In  1962  and  1963,  five  per  cent  divi- 
dends were  distributed  to  all  par- 


WALTER  C.  WILSON 


Walter  C.  Wilson,  C.  L.  U.,  is  co- 
general agent  of  the  Wilson  & Wil- 
son, Inc.,  general  agency  of  the 
Massachusetts  Mutual  Life  Insurance 
Company  in  Oklahoma  City.  Mr. 
Wilson  is  administrator  for  the 
Oklahoma  State  Medical  Association 
Insurance  Trust.  He  is  a native  of 
Oklahoma  City  and  graduated  from 
Dartmouth  College. 


ticipants  in  the  form  of  premium 
credits. 

Extra  Benefits  Offered 

In  addition  to  the  liberal  life  in- 
surance protection  provided  by  OSMA 
term  life  policies,  four  other  valu- 
able benefits  are  included: 

Double  indemnity  in  the  event  of 
accidental  death. 

Triple  indemnity  in  the  event  of 
death  while  a passenger  on  a 
common  carrier. 

Waiver  of  premium  in  the  event  of 
disability  through  accident  or 
illness. 

Dismemberment  and  loss  of  sight 
coverage. 

The  OSMA  program  stands  com- 
pletely apart  from  competing  medical 
association  plans  in  providing  the 
above  benefits.  Other  plans  routine- 
ly offer  only  the  basic  death  benefit 
and  waiver  of  premium,  excluding 
accidental  death  coverage,  and  dis- 
memberment and  loss  of  sight  bene- 
fits. 

In  addition,  the  unique  Massachus- 
etts Mutual  policy  contract  provides 
a variety  of  guarantees  which  are 
not  generally  available  to  group  in- 
surance policyholders. 

A few  of  these  guarantees  are  as 
follows: 

Full  aviation  coverage,  regardless 
of  flying  experience  or  status. 

All  settlement  options  of  the  com- 
pany are  provided,  so  the  OSMA 
program  may  be  coordinated  with 
other  personal  life  insurance. 

Liberal  conversion  privileges  are 
included. 

On  the  latter  point,  as  a physician’s 
term  life  coverage  decreases  each 
year,  he  is  guaranteed  the  privilege 
of  choosing  any  type  of  permanent 
individual  policy  then  being  issued 
by  Massachusetts  Mutual  in  an 
amount  equal  to  the  loss  of  coverage. 
No  evidence  of  insurability  is  re- 
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quired,  and  the  premium  cost  will 
be  based  upon  the  plan  of  insurance 
selected,  and  age  at  the  time  of 
conversion. 

If  a policyholder  terminates  his 
OSMA  membership,  he  may  convert 
the  entire  amount  of  his  term  policy 
to  permanent  insurance  without  evi- 
dence of  insurability. 

A Comparison 

OSMA’s  program  compares  very 
favorably  with  the  offerings  of  other 
medical  society  programs  which  are 
commonly  available  to  Oklahoma 
physicians. 

The  OSMA  Council  on  Insurance 
made  a detailed  study  of  selected 
competing  plans,  which  reveals  the 
true  value  of  the  OSMA  program  and 
illustrates  the  exceedingly  broad  cov- 


ern  Medical  Association,  American 
Academy  of  General  Practice,  and 
the  American  Society  of  Abdominal 
Surgeons  are  compared  below  to  the 
benefits  and  costs  of  the  OSMA  plan. 

Enroll  Now 

Applications  are  now  being  accept- 
ed for  OSMA  group  term  life  insur- 
ance. Physicians  are  encouraged  to 
contact  Mr.  Walter  C.  Wilson,  C.L.U., 
Administrator,  1280  First  National 
Building,  Oklahoma  City,  Oklahoma. 

Upon  receipt  of  the  application 
form  and  remittance,  the  insurance 
protection  is  in  force.  However,  if 
a physical  impairment  is  indicated, 
Massachusetts  Mutual  reserves  the 
right  to  request  a physical  examina- 
tion. 

Take  advantage  of  a low-cost  in- 
surance program,  a liberal  policy 
contract,  and  unique  additional  bene- 


Rates  And  Coverages 


If  Death 
Occurs  At  Arp 

25 

26 

27 

28 

29 

30 

31 

32 

33 

34 

35 

36 

37 

38 

39 

40 


Plan  Pays  Thu- 
Amount  of  Coverage 

$33,125 

32.750 

32.625 

32.375 
32,000 

31.750 
31,250 

30.750 

29.875 

29.125 

28.125 

26.875 

25.625 

24.375 

22.875 

21.625 


erage  afforded  to  members  of  the 

fits.  The 

program 

is  designed  and 

41 

20,250 

association. 

regulated  by  the  OSMA  Council  on 

42 

18,875 

For  example,  the  term  life  insur- 

Insurance for  the  benefit  of 

associa- 

43 

17,500 

ance  programs  offered  by  the  South- 

tion  members. 

□ 

44 

16,375 

45 

15,250 

46 

14,125 

COMPARISON 

TO  SELECTED 

47 

13,125 

LIFE  INSURANCE  PROGRAMS 

48 

12,125 

49 

11,250 

50 

10,375 

SUR- 

51 

9,500 

BENEFIT 

OSMA 

SMA 

AAGP 

GEONS 

52 

8,750 

53 

8,125 

Waiver  of  Premium? 

Yes 

Yes 

Yes 

Yes 

54 

7,500 

55 

6,875 

Accidental  Death  Benefits? 

Yes 

No 

No 

No 

56 

6,375 

57 

5,875 

Triple  Indemnity? 

Yes 

No 

No 

No 

58 

5,375 

59 

5,000 

Right  to  Convert? 

Yes 

No 

No 

No 

60 

4,625 

61 

4,250 

62 

4,000 

Dismemberment,  Loss  of  Sight 

? Yes 

No 

No 

No 

63 

3,625 

64 

3,375 

Cost  per  $1,000  of  Death 

65 

3,125 

Benefit,  Age  40? 

$5.78* 

$7.20 

$4.52 

$4.80 

66 

2,875 

*If  the  OSMA  did  not  offer  the  liberal  benefits  noted  above,  the  cost  per  $1,000  would 
be  $4.58.  In  addition,  there  is  no  charge  for  the  right  to  convert,  aviation  coverage  and 
settlement  options,  none  of  which  are  included  in  competing  plans. 


67 

68 
69 


2,625 

2,375 

2,250 
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ARE  YOU  FAMILIAR  WITH 
THE  NEW  OSMA  GROUP  LIFE 
INSURANCE  PROGRAM? 

The  Council  on  Insurance  is  happy  to  an- 
nounce a new  Group  Term  Life  Insurance  Pro- 
gram. Your  Council  has  made  an  extensive  study 
of  other  association  group  life  insurance  pro- 
grams, and  we  now  offer  the  lowest  cost  associa- 
tion program  available  today. 

Massachusetts  Mutual  Life 
Insurance  Company 

Walter  C.  Wilson,  C.L.U.,  Administrator 
1280  First  National  Building 
Oklahoma  City,  Oklahoma 


DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Robert  O.  Bowles  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

720  N.W.  50th  St.  P.  O.  Box  18735 
OKLAHOMA  CITY,  OKLAHOMA  73118 
Telephone  Victor  2-1431 
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OSMA  Disability  Insurance  Is  National  Pacesetter 


One  out  of  five  physicians  will  ex- 
perience a disability  of  at  least  two 
weeks’  duration  within  the  next  two 
months,  according  to  statistics  of 
national  averages. 

Most  physicians  can  ill  afford  to 
be  without  a good  disability  income 
insurance  program.  Although  well 
protected  by  real  property,  automo- 
bile and  personal  property  insurance, 
many  physicians  fail  to  adequately 
guard  their  most  valuable  asset— 
their  earning  power. 

The  potential  lifetime  earnings  of 
a physician  can  usually  be  measured 
in  hundreds  of  thousands  of  dollars, 
yet  in  most  cases,  income  would 


soon  cease  in  the  event  of  disabling 
illness  or  accident. 

Under  the  OSMA  Disability  Income 
Insurance  program,  Oklahoma  phy- 
sicians are  offered  the  most  compre- 
hensive and  flexible  plan  available 
to  physicians  anywhere. 

Program  Improved 

In  1964,  major  improvements  were 
made  in  the  disability  insurance 
plan  which  is  underwritten  by  the 
Insurance  Company  of  North  Ameri- 
ca and  administered  for  the  associa- 
tion by  C.  L.  Frates  and  Company, 
Oklahoma  City  insurance  agency. 


RODMAN  A.  FRATES 


President  of  C.  L.  Frates  & Com- 
pany, Inc.  Graduated  from  Dart- 
mouth College  and  attended  the  Uni- 
versity of  Virginia  Law  School.  Mr. 
Frates  has  also  attended  numerous 
insurance  seminars  and  completed  a 
number  of  special  insurance  courses. 
Has  worked  closely  with  the  insur- 
ance committee  and  administrative 
offices  of  the  Oklahoma  State  Medi- 
cal Association  since  being  appoint- 
ed administrator  for  the  group  acci- 
dent and  health  insurance  program. 


ROBERT  0.  BOWLES 


Manager  of  the  Life  Insurance  De- 
partment of  C.  L.  Frates  & Company, 
Inc.  Received  his  formal  education  at 
the  University  of  Oklahoma,  has  at- 
tended numerous  insurance  seminars 
and  was  employed  for  home  office 
training  in  Boston,  Massachusetts. 
Presently  studying  toward  the  pro- 
fessional designation  of  Charter  Life 
Underwriter  (CLU).  Has  worked 
closely  with  the  Oklahoma  State  Med- 
ican  Association  insurance  program 
since  1961. 


The  expanded  program  enables 
physicians  with  proven  insurability 
to  obtain  up  to  $800.00  a month  in- 
demnity, payable  for  lifetime  for  dis- 
abilities due  to  accident,  and  extend- 
ing up  to  age  65  in  the  case  of  illness. 

The  new  benefits,  brought  about  by 
excellent  loss  experience  in  the  group 
program,  are  simply  additions  to  the 
former  schedule  of  benefits  and  op- 
tions. Under  the  former  plan,  doc- 
tors could  select  from  $200.00  to 
$600.00  monthly  indemnity  benefits, 
payable  for  lifetime  on  accidents  and 
for  either  three  or  five  years  on  ill- 
ness. Now,  the  monthly  indemnity 
payment  can  be  carried  up  to  $800.00, 
and  the  pay  period  in  the  case  of  ill- 
ness may  be  carried  to  age  65. 

New  OSMA  members  may  obtain 
at  least  $200.00  a month  benefits  with- 
out evidence  of  insurability,  as  long 
as  they  apply  within  sixty  days  after 
acceptance  to  membership.  Other 
coverages  are  based  upon  proven  in- 
surability. 

Waiting  periods  under  any  of  the 
benefit  options  range  from  nil  on 
accident  and  seven  days  on  illness, 
to  180  days  for  both  accident  and  ill- 
ness. The  policies  provide  $5,000.00 
in  accidental  death  and  dismember- 
ment benefits,  plus  benefits  for  par- 
tial disability  due  to  accidents.  An- 
other option  provides  $15.00  a day 
for  hospital  benefits  for  a period  of 
up  to  120  days. 

Strong  Company,  Agent 

The  Insurance  Company  of  North 
America  has  reserves  in  excess  of 
one  and  one-half  billion  dollars,  and 
enjoys  the  top  financial  and  service 
ratings  in  the  industry.  Excellent 
claim  service  is  available  in  Okla- 
homa, from  which  state  physicians 
participating  in  the  OSMA  plan  have 
received  over  $130,000  in  benefits 
since  the  inception  of  the  program 
in  1961. 

C.  L.  Frates  and  Company  has 
more  than  fifty  years’  experience  in 
the  casualty  insurance  business,  and 
now  maintains  offices  in  Oklahoma 
City,  Tulsa,  Muskogee,  Ardmore,  Al- 
tus  and  Guthrie.  The  agency  has 
assumed  direct  responsibility  for 
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assuring  excellent  claims  service, 
diligent  enrollment  service,  and  in- 
dividual insurance  counselling  for 
OSMA  members. 

Low  Cost,  Liberal  Benefits 

Since  the  new,  improved  OSMA  Dis- 
ability Income  Insurance  program 
offers  optional  waiting  periods  and 
disability  payments  to  age  65  for  ill- 
ness and  for  lifetime  on  accidents,  it 
is  definitely  more  comprehensive  than 
plans  promoted  by  other  medical  so- 
cieties. Moreover,  the  top  monthly 
benefit  of  $800.00  compares  favorably 
with  the  top-limit  program  offered 
by  the  American  Medical  Association, 
but  does  not  have  the  AMA  disad- 
vantage of  a mandatory  one-year 


waiting  period  before  benefits  begin. 

It  is  reported  that  98  per  cent  of 
all  disability  claims  terminate  with- 
in the  first  year.  As  a case  in  point, 
in  the  last  four  years  of  Oklahoma 
experience,  only  three  disability 
claims  have  lasted  longer  than  one 
year. 

Thus,  it  may  be  said  that  few  phy- 
sicians will  benefit  from  a “catastro- 
phic” program  which  requires  a 
waiting  period  of  one  year. 

Other  medical  society  plans  avail- 
able to  Oklahoma  physicians  offer 
comparable  benefits  to  the  OSMA 
program  at  higher  costs  (5-12  per 
cent  higher),  but  do  not  have  a pay 
period  to  age  65  in  the  case  of  illness. 

The  OSMA-approved  program  is 
absolutely  the  most  economical  pro- 


gram of  its  type,  and  is  a match  for 
any  regional  or  national  program  in 
the  type  and  quality  of  benefits  of- 
fered. 

Overhead  Expense  Package 

C.  L.  Frates  also  offers  OSMA 
members  a companion  insurance 
program  to  indemnify  physicians 
against  the  costs  of  maintaining  their 
offices  during  periods  of  disability. 

Up  to  $1,000.00  a month  insurance 
protection  is  available  for  payment 
of  necessary  office  expenses,  such 
as  fees  for  substitute  practitioners, 
employees’  salaries,  utilities,  rent 
and  other  ordinary  business  expenses. 

Optional  waiting  periods  for  bene- 
fits to  begin  following  disability  due 


THE  NEW  PLAN*  ANNUAL  PREMIUMS 

Accident  Benefit  Period:  Lifetime  • Sickness  Benefit  Period:  TO  AGE  65 


MONTHLY 

INDEMNITY 

Under 
Age  40 

Age  40 
thru  44 

i 

Age  45 
thru  49 

Age  50 
thru  54 

Age  55 
thru  59 

Age  60 
thru  64 

Age  65 
thru  69 

Accident  Waiting  Period:  0 Days 

Sickness  Waiting  Period:  7 Days 

$200 

$ 79 

$ 95 

$103 

$124 

$132 

$118 

$127 

- 300 

116 

140 

152 

183 

195 

174 

187 

11  400 

152 

184 

200 

242 

258 

229 

248 

L\  500 

189 

229 

249 

301 

321 

285 

308 

n eoo 

225 

273 

297 

360 

384 

341 

368 

700 

262 

318 

346 

419 

447 

397 

428 

800 

298 

362 

394 

478 

510 

453 

488 

Accident  Waiting  Period:  30  Days 

Sickness  Waiting  Period:  30  Days 

200 

64 

77 

84 

100 

107 

102 

109 

300 

93 

113 

123 

147 

158 

149 

160 

U 400 

122 

148 

162 

194 

208 

197 

211 

500 

151 

184 

201 

241 

259 

244 

262 

U 600 

180 

219 

240 

288 

309 

292 

313 

700 

209 

255 

279 

335 

360 

339 

364 

800 

238 

290 

318 

382 

410 

387 

415 

Accident  Waiting  Period:  180  Days 

Sickness  Waiting  Period:  180  Days 

200 

54 

64 

69 

83 

88 

80 

85 

/\  300 

78 

93 

101 

122 

129 

117 

125 

I 1 400 

102 

122 

132 

160 

170 

154 

164 

1 - 500 

126 

151 

164 

199 

211 

191 

204 

V 600 

150 

180 

195 

237 

252 

227 

243 

700 

174 

209 

227 

276 

293 

264 

283 

800 

198 

238 

258 

314 

334 

301 

312 

*Your  Oklahoma  State  Medical  Association  Group  Insurance  Program  is  now  offering  this  additional  plan.  This 
plan  affords  you  lifetime  accident  benefits  and  sickness  benefits  to  age  65.  If  you  are  presently  participating  in  the 
group  program  you  may  keep  your  old  plan  at  correspondingly  lower  rates  than  printed  above,  or  apply  for  the 
preceding  high  limit  options.  New  proof  of  insurability  will  be  required  to  obtain  the  new  plan. 
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to  accident  or  illness  are  15  days  or 
30  days.  Benefits  are  payable  for 
periods  up  to  18  months,  or  about 
one-third  longer  than  most  competi- 
tive plans. 

The  OSMA  Overhead  Expense  Pro- 
gram is  underwritten  by  the  Conti- 
nental Casualty  Insurance  Company, 
the  largest  and  most  experienced 
underwriter  of  association  group  in- 
surance in  the  world. 

Enroll  Now 

OSMA  Disability  Insurance  and 
Overhead  Expense  Insurance  may 
be  obtained  upon  application  to  the 
C.  L.  Frates  and  Company,  Inc.,  720 
N.W.  50th  Street,  Oklahoma  City. 

The  OSMA  Council  on  Insurance 
strongly  urges  protection  against  the 
hazard  of  disability,  and  recommends 
the  OSMA  plans  as  the  best  available 
to  Oklahoma  physicians.  □ 

Highlights  of  Annual 
AMA  Convention 

The  AMA  Council  on  Postgraduate 
Programs  announced  that  the  scien- 
tific program  for  the  113th  Annual 
Convention  in  San  Francisco,  June 
21-25  is  virtually  complete,  and  that 
an  attendance  of  between  15,000  and 
16,000  physicians  is  anticipated. 

When  the  AMA  held  its  last  con- 
vention in  San  Francisco,  June,  1958, 
the  total  physician  registration  was 
13,997. 

Doctor  J.  Arnold  Bargen,  Temple, 
Texas,  chairman  of  the  Council  on 
Postgraduate  Programs,  which  plans 
the  scientific  programs  for  the  As- 
sociation’s two  conventions,  the  an- 
nual and  clinical,  said  that  the  San 
Francisco  program  will  be  most 
comprehensive,  including  lectures, 
scientific  exhibits,  preview  showings 
of  medical  films,  and  color  television. 

“The  combined  efforts  of  many 
people,  particularly  the  section  sec- 
retaries, have  helped  to  formulate  a 
program  that  will  be  an  outstanding 
contribution  to  graduate  medical  ed- 
ucation,” Doctor  Bargen  said. 

Doctor  John  Hickam,  Indianapolis, 
chairman  of  the  program  planning 
committee  of  the  Council,  said  that 


the  following  general  scientific  meet- 
ings have  already  been  coordinated 
by  section  secretaries: 

Differential  Diagnosis  of  the  Liver 
and  Pancreas;  Hyperbaric  Oxygen 
Phenomena;  Computers  in  Medicine; 
Autoimmune  Mechanisms  and  Dis- 
ease; Cardiovascular  Opacification; 
and  Tumors  of  the  Endocrine  Func- 
tion. 

In  addition,  a special  half-day  pro- 
gram on  various  aspects  of  heart 
disease  will  be  offered  by  the  Ameri- 
can College  of  Cardiology  and  the 
American  Heart  Association. 

The  popular  and  interesting  Re- 
search Forum  program,  under  the 
chairmanship  of  Doctor  Edwin  H. 
Ellison,  Milwaukee,  will  be  offered 
again  at  the  San  Francisco  meeting. 
Sixty  papers,  based  on  new  and  orig- 
inal work  being  done  in  the  nation’s 
medical  schools,  will  be  delivered 
by  young,  outstanding  researchers. 
In  contrast  to  previous  forums,  one 
or  two  major  areas  of  research,  pos- 
sibly organ  transplantation  and  hy- 
perbaric oxygen  in  the  treatment  of 
disease,  will  be  covered  in  a sym- 
posium presentation. 

Much  Interest  in  Program 

A general  scientific  meeting  pro- 
gram that  has  already  elicited  con- 
siderable interest  is  the  half-day  ses- 
sion on  Hyperbaric  Oxygen  Phenom- 
ena—the  science  of  administering 
oxygen  at  super  atmospheric  pres- 
sure. 

Principal  investigator  of  hyper- 
baric research  is  Doctor  Claude  R. 
Hitchcock,  chief  of  surgery  at  Min- 
neapolis General  Hospital  and  pro- 
fessor of  surgery  at  the  University 
of  Minnesota.  He  and  three  other 
Minneapolis  surgeons— John  J.  Hag- 
lin,  Russell  H.  Harris  and  Frank  E. 
Johnson— as  well  as  other  research- 
ers throughout  the  country,  were  at- 
tracted to  hyperbaric  therapy  by  two 
articles  appearing  in  Surgery  in 
March,  1961.  The  author  was  Doctor 
I.  Boerema  of  Amsterdam,  Nether- 
lands, whose  human-size  hyperbaric 
chamber  has  been  in  use  since  1959. 

Doctor  Kenneth  K.  Keown,  anes- 
thesiologist from  the  University  of 
Missouri  Medical  Center  at  Colum- 


bia, who  is  serving  as  the  coordi- 
nating secretary  for  the  hyperbaric 
program,  has  plans  underway  to 
bring  Doctor  Boerema  to  the  San 
Francisco  convention. 

At  the  present  time,  research  uses 
for  the  hyperbaric  chamber  are 
many.  Applications  where  research 
is  expected  to  be  highly  productive 
include  acute  coronary  occlusion, 
acute  carotid  artery  occlusion,  acute 
intracerebral  vascular  occlusion, 
acute  cerebral  hemorrhage  with  rup- 
ture of  berry  aneurysm,  irradiation, 
traumatic  shock,  pulmonary  edema 
and  cardiac  defect  surgery. 

Sections  Offer  Programs 

All  of  the  21  Sections,  representing 
various  specialties  in  medicine,  are 
formulating  interesting  and  educa- 
tional programs  for  the  San  Fran- 
cisco Convention.  Subjects  include 
toxicants  and  insecticides,  chronic 
ulcerative  colitis,  psychiatry  in  gen- 
eral practice,  gynecology  for  the 
general  practitioner,  ecology  to  closed 
environments  (submarines  and  space 
craft),  basic  courses  in  hand  sur- 
gery and  common  foot  problems, 
prosthetics,  differential  diagnosis  of 
the  liver  and  pancreas,  management 
of  lower  extremity  amputees  in  the 
light  of  recent  research,  procedures 
for  the  treatment  of  anorectal  dis- 
eases, and  contamination  and  infec- 
tion of  the  bladder  and  kidney. 

San  Francisco’s  Civic  Auditorium 
has  been  completely  modernized  at 
a cost  of  more  than  seven  million 
dollars  and  will  be  ready  for  the 
AMA  convention  in  June. 

San  Francisco,  in  keeping  with  its 
attractiveness  as  a vacation  and  con- 
vention center,  has  increased  its 
housing  capacity  since  the  AMA  last 
met  in  the  Pacific  coast  city  six  years 
ago.  Several  major  new  how1?  have 
been  constructed,  existing  ones  have 
greatly  expanded  their  accommoda- 
tions, and  hundreds  of  fine  motels 
now  encircle  the  entire  bay  area. 
Complete  forms  for  hotel  reserva- 
tions, as  well  as  for  advance  con- 
vention registration,  appear  period- 
ically in  all  AMA  publications.  Check 
the  convention  issue,  J.A.M.A.,  May 
9th,  for  details.  □ 


232 


Oklahoma  State  Medical  Association 


Oklahoma  State  Medical  Association 
COUNTY  MEDICAL  SOCIETY  OFFICERS-1964 


Society 

ALFALFA-WOODS 

ATOKA-BRYAN-COAL 

BECKHAM  (Roger  Mills) 

BLAINE 

CADDO 

CANADIAN 

CARTER-LOVE-MARSHALL 
CHOCTAW-PUSHMATAHA 
CLEVELAND-McCLAIN 
COMANCHE-COTTON 
COOKSON  HILLS  (Chero- 
kee, Adair  and  Sequoyah) 
CRAIG-DELAWARE- 
OTTAWA 
CREEK 
CUSTER 

EAST  CENTRAL  (Muskogee, 
Wagoner  and  McIntosh) 
GARFIELD-KINGFISHER 
(Major) 

GARVIN 

GRADY 

GRANT 

GREER 

HUGHES-SEMINOLE 

JACKSON  (Harmon) 

JEFFERSON 

KAY-NOBLE 

KIOWA-WASHITA 

LeFLORE-HASKELL 

LINCOLN 

LOGAN 

Mccurtain 

MURRAY 

NORTHWESTERN  (Beaver, 
Dewey,  Ellis,  Harper 
and  Woodward) 
OKFUSKEE 
OKLAHOMA 
OKMULGEE 
OSAGE 

PAYNE-PAWNEE 

PITTSBURG  (Latimer) 

PONTOTOC  (Johnston) 

POTTAWATOMIE 

ROGERS-MAYES 

STEPHENS 

TEXAS-CIMARRON 

TILLMAN 

TULSA 

WASHINGTON-NOWATA 


President 

Douglas  Leatherman,  M.D.,  Waynoka 
A.  C.  Fina,  M.D.,  Atoka 
T.  J.  McGrath,  M.D.,  Sayre 
Not  Reported 

A.  C.  Roberson,  M.D.,  Anadarko 
Kenneth  Peacher,  M.D.,  El  Reno 
Loyd  L.  Long,  M.D.,  Ardmore 
Bill  E.  Woodruff,  M.D.,  Hugo 
R.  C.  Mayfield,  M.D.,  Norman 
Donald  Wicker,  M.D.,  Lawton 
Ed  Pointer,  M.D.,  Sallisaw 

H.  E.  Barnes,  M.D.,  Vinita 

W.  E.  Jones,  M.D.,  Bristow 

E.  R.  Flock,  M.D.,  Weatherford 
Maurice  Gephardt,  M.D.,  Muskogee 

J.  F.  Tagge,  M.D.,  Enid 

M.  E.  Robberson,  M.D.,  Wynnewood 

Rossler  Henton,  M.D.,  Rush  Springs 

Robert  W.  Choice,  M.D.,  Wakita 

L.  0.  Short,  M.D.,  Granite 

R.  C.  McDougal,  M.D.,  Holdenville 

R.  S.  Srigley,  M.D.,  Altus 

Lee  Pullen,  M.D.,  Waurika 

Jack  0.  Alexander,  M.D.,  Ponca  City 

Tisdal  Jones,  M.D.,  Cordell 

Earl  M.  Woodson,  M.D.,  Poteau 

Jack  Mileham,  M.D.,  Chandler 

John  Leslie  LeHew,  M.D.,  Guthrie 

A.  E.  Hale,  M.D.,  Idabel 

Paul  V.  Annadown,  M.D.,  Sulphur 

William  G.  Harvey,  M.D.,  Beaver 

L.  J.  Spickard,  M.D.,  Okemah 

Rex  E.  Kenyon,  M.D.,  Oklahoma  City 
H.  B.  Powell,  M.D.,  Okmulgee 
Ed  A.  Brashear,  M.D.,  Barnsdall 
W.  N.  Davidson,  M.D.,  Cushing 
Samuel  E.  Dakill,  M.D.,  McAlester 

E.  M.  Gullatt,  M.D.,  Ada 

J.  R.  Hayes,  M.D.,  Shawnee 

M.  E.  Gordon,  M.D.,  Claremore 
Jack  L.  Gregston,  M.D.,  Duncan 
R.  L.  Cozine,  M.D.,  Texhoma 

F.  Polk  Fry,  Jr.,  M.D.,  Frederick 
William  M.  Benzing,  Jr.,  M.D.,  Tulsa 
John  Smithson,  M.D.,  Dewey 


Secretary-Treasurer 

John  F.  Simon,  M.D.,  Alva 
W.  A.  Hyde,  M.D.,  Durant 
Kenneth  Whinery,  M.D.,  Sayre 

G.  Conrad  Markert,  M.D.,  Anadarko 
James  P.  Jobe,  M.D.,  El  Reno 

W.  Paul  Dickinson,  M.D.,  Ardmore 
Elizabeth  P.  Fleming,  M.D.,  Hugo 
Y.  E.  Parkhurst,  M.D.,  Norman 
Donald  Barney,  M.D.,  Lawton 

H.  A.  Masters,  M.D.,  Tahlequah 

John  E.  Highland,  M.D.,  Miami 

David  McAllister,  M.D.,  Bristow 
James  R.  Rhymer,  M.D.,  Clinton 
Ann  K.  Kent,  M.D.,  Muskogee 

W.  J.  Buvinger,  M.D.,  Enid 

Hugh  H.  Monroe,  M.D.,  Pauls  Valley 
J.  William  McDoniel,  M.D.,  Chickasha 
F.  P.  Robinson,  M.D.,  Pond  Creek 
Harold  D.  Thiessen,  M.D.,  Mangum 
L.  A.  S.  Johnston,  M.D.,  Holdenville 

Q.  M.  Hughes,  M.D.,  Altus 
W.  A.  Heflin,  M.D.,  Ryan 

J.  F.  DeJarnette,  Jr.,  M.D.,  Ponca  City 

R.  R.  Hannas,  M.D.,  Sentinel 
Kenneth  G.  Lowe,  M.D.,  Poteau 
C.  W.  Robertson,  M.D.,  Chandler 
J.  R.  Henke,  M.D.,  Guthrie 
Thomas  E.  Rhea,  M.D.,  Idabel 
Robert  S.  Davis,  Jr.,  M.D.,  Sulphur 
R.  G.  Obermiller,  M.D.,  Woodward 

C.  A.  Cashman,  M.D.,  Okemah 
Charles  H.  Wilson,  M.D.,  Oklahoma  City 
R.  D.  Miller,  M.D.,  Okmulgee 
R.  Fred  Harper,  M.D.,  Pawhuska 
W.  0.  Davis,  M.D.,  Cushing 
H.  C.  Wheeler,  M.D.,  McAlester 
J.  B.  Gwin,  M.D.,  Ada 
Robert  Zumwalt,  M.D.,  Tecumseh 
Robert  M.  Stover,  M.D.,  Claremore 
John  D.  Jennings,  M.D.,  Duncan 
Larry  L.  Lowery,  M.D.,  Guymon 
Roger  G.  Johnson,  M.D.,  Frederick 
Samuel  R.  Turner,  M.D.,  Tulsa 
Elvin  Amen,  M.D.,  Bartlesville 
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Two  Tulsa  Doctors  Honored 


Robert  M.  Shepard,  Sr.,  M.D.,  vet- 
eran Tulsa  medical  leader,  is  pre- 
sented with  a gold  pin  from  the 
Oklahoma  State  Medical  Association 
in  commemoration  of  the  completion 
of  50  years  in  active  practice. 

Making  the  presentation  is  Samuel 
R.  Turner,  M.D.  (left),  a member  of 
the  OSMA  Board  of  Trustees. 

Margaret  G.  Hudson,  M.D.,  of  Tul- 
sa (right),  retired  Tulsa  public  health 
official,  has  received  a Certificate  of 
Life  Membership  in  the  OSMA  from 
Doctor  Turner. 

The  ceremonies  took  place  at  the 
April  13th  meeting  of  the  Tulsa 
County  Medical  Society  at  The  Mayo 
Hotel. 

A native  of  Mississippi,  Doctor 
Shepard  graduated  from  the  Uni- 
versity of  Tennessee  School  of  Medi- 
cine in  1913.  He  completed  his  in- 
ternship at  the  Kingston  Avenue  Hos- 
pital of  Brooklyn  in  1913-14.  Doctor 
Shepard  practiced  at  Paterson,  New 
Jersey,  for  several  years.  He  served 
as  a First  Lieutenant  in  World  War 
I.  In  1919  he  became  a staff  mem- 
ber of  the  tuberculosis  sanitarium 
at  Talihina,  Oklahoma,  and  in  1929 
entered  private  practice  in  Tulsa, 
specializing  in  diseases  of  the  chest. 
He  is  still  in  active  practice. 

Doctor  Shepard  is  a former  Presi- 


dent of  the  Tulsa  County  Medical 
Society,  former  President  of  the 
Oklahoma  Chapter  of  the  American 
College  of  Chest  Physicians,  and 
former  President  of  the  Oklahoma 
Trudeau  Society.  He  is  a former 
member  of  the  Board  of  Directors 
of  the  National  Tuberculosis  Associa- 
tion, the  Oklahoma  Tuberculosis  As- 
sociation and  the  Tulsa  County  Health 
and  Welfare  Association.  His  son, 
Doctor  Robert  M.  Shepard,  Jr.,  is  a 
Tulsa  surgeon.  Doctor  Shepard,  Sr., 
was  honored  by  the  Tulsa  County 
Medical  Auxiliary  as  Doctor  of  the 
Year  in  1961. 

Doctor  Hudson  is  a graduate  of 
Johns  Hopkins  University  School  of 
Medicine  and  interned  at  the  Hos- 
pital for  Women  of  Baltimore,  Mary- 
land. She  practiced  with  her  hus- 
band in  Peking,  China,  for  several 
years.  Then  she  was  a member  of 
the  faculty  of  the  Iowa  State  Uni- 
versity College  of  Medicine.  In  1930, 
she  and  her  husband,  Doctor  David 
V.  Hudson,  began  practice  in  Tulsa. 
In  more  recent  years  Doctor  Hudson 
has  been  a staff  physician  for  the 
Tulsa  City-County  Health  Depart- 
ment. She  retired  last  year.  Doctor 
Hudson,  with  her  husband,  was 
named  Doctor  of  the  Year  by  the 
Tulsa  County  Medical  Auxiliary  this 
year.  □ 


Rocky  Mountain  Cancer 
Conference  in  Denver 

Program  plans  for  the  18th  Annual 
Rocky  Mountain  Cancer  Conference 
in  Denver,  July  10-11,  have  been  fi- 
nalized and  will  include  participation 
by  the  presidents  of  the  American 
Medical  Association  and  the  Ameri- 
can Cancer  Society. 

The  popular  two-day  conference  in 
the  Mile-High  City’s  Brown  Palace 
Hotel  will  feature  a symposium  on 
“Etiologic  Agents  of  Cancer,  Their 
Avoidance  or  Prevention”  on  the  first 
morning  followed  by  an  afternoon  of 
scientific  papers  delivered  by  some 
of  the  nation’s  foremost  physicians. 
The  second  morning  of  the  Confer- 
ence will  be  devoted  to  a symposium 
on  ‘‘Treatment  of  Cancer”  with  an 
‘‘Information  Please”  session  in  the 
afternoon. 

Wendell  G.  Scott,  M.D.,  president 
of  the  American  Cancer  Society  and 
Norman  A.  Welch,  M.D.,  who  will 
become  president  of  the  American 
Medical  Association  in  late  June,  will 
participate  in  the  Conference. 

Other  leading  participants  are  No- 
bel Prize  winner  Wendell  M.  Stanley, 
Ph.D.,  University  of  California,  Virus 
Laboratory;  Russell  Ramon  DeAlva- 
raz,  M.D.,  Professor,  Obstetrics  and 
Gynecology,  University  of  Washing- 
ton School  of  Medicine;  William  M. 
Christopherson,  M.D.,  Professor  and 
Chairman,  Department  of  Pathology, 
University  of  Louisville  School  of 
Medicine;  R.  Relton  McCarroll,  M.D., 
orthopaedic  surgeon,  St.  Louis;  W. 
P.  L.  Myers,  M.D.,  internist,  Clinical 
Unit  of  Memorial  Sloan-Kettering 
Cancer  Center,  New  York;  Tom  D. 
Throckmorton,  M.D.,  surgeon.  Des 
Moines. 

The  conference  in  the  heart  of  the 
Rocky  Mountain  vacationland  is  a 
joint  effort  of  the  Colorado  Medical 
Society  and  the  Colorado  Division, 
American  Cancer  Society.  Chairman 
for  the  18th  Annual  Conference  is  N. 
Paul  Isbell,  M.D.,  of  Denver. 

Further  information  on  the  con- 
ference may  be  obtained  by  writing: 
Rocky  Mountain  Cancer  Conference. 
1809  E.  18th  Ave.,  Denver,  Colorado 
80218.  □ 
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The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 

(Formerly  Beverly  Hills  Clinic  and  Sanitarium) 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Bulidings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 


PSYCHIATRY 

A.  J.  Schwenkenberg,  M.D. 

Joseph  L.  Knapp,  M.D. 
Jackson  H.  Speegle,  M.D. 
Fred  H.  Jordan,  M.D. 


PSYCHIATRY 
Joseph  H.  Lindsay,  M.D. 
John  T.  Holbrook,  M.D. 
PSYCHOLOGY 

Traudi  E.  Jordan-Diener,  Ph.D. 
W.  R.  Garretson,  M.  A. 


1353  N.  Westmoreland  ☆ Dallas  11,  Texas  ☆ FE  1-8331 
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DEATHS 


MARSHALL  0.  HART,  M.D. 

1900-1964 

Speaker  of  the  House  of  Delegates 
of  the  Oklahoma  State  Medical  As- 
sociation, Marshall  0.  Hart,  M.D., 
died  in  Atlantic  City,  New  Jersey, 
April  12th,  1964,  while  serving  as  a 
delegate  to  the  Annual  Meeting  of 
the  American  Academy  of  General 
Practice. 

A native  of  Cleveland  County,  Okla- 
homa, Doctor  Hart  graduated  from 
the  University  of  Oklahoma  School 
of  Medicine  in  1927.  A long  career 
of  service  in  various  medical  groups 
followed  the  establishment  of  his 
practice  in  Tulsa  in  1928.  The  gen- 
eral practitioner  served  Tulsa  Coun- 
ty Medical  Society  both  as  President 
and  Trustee.  Before  assuming  the 
duties  of  Speaker  of  the  House  of 
Delegates  of  the  OSMA,  Doctor  Hart 
had  served  as  Vice-President  of  the 
group.  He  was  President  of  the  Okla- 
homa State  Board  of  Medical  Exam- 
iners. 

Doctor  Hart  organized  the  Tulsa 
Academy  of  General  Practice  in  1951 
and  served  as  its  first  president.  The 
Oklahoma  Chapter  of  the  American 
Academy  of  General  Practice  hon- 
ored him  on  February  4th,  this  year, 
for  his  long  and  distinguished  service 
in  the  profession. 

Doctor  Hart  was  one  of  only  a few 
physicians  in  the  United  States  who 
held  a law  degree.  He  had  gained  a 
national  reputation  for  his  knowledge 
of  legal  medicine.  Although  he  had 
not  actively  practiced  law,  he  held 
memberships  in  the  Oklahoma  Bar 
Association  and  the  American  Acad- 
emy of  Forensic  Medicine. 

Among  his  medical  affiliations  was 
his  membership  in  the  Southern 
Medical  Association. 


N.  STUART  WHITE,  M.D. 
1895-1964 

N.  Stuart  White,  M.D.,  Tulsa  sur- 
geon, died  March  24th,  1964  in  Tulsa. 

A native  of  Virginia,  Doctor  White 
graduated  from  the  University  of 
Oklahoma  School  of  Medicine  in  1920. 
He  established  his  practice  in  Sand 


Springs,  later  moving  to  Tulsa.  In 
1959,  he  retired  from  active  practice. 

The  Oklahoma  State  Medical  As- 
sociation honored  Doctor  White  in 
1961  with  the  presentation  of  a Life 
Membership  in  appreciation  for  his 
devotion  to  the  profession. 


LORENZO  J.  PICO,  M.D. 

1906-1964 

Shawnee  anesthesiologist,  Lorenzo 
J.  Pico,  M.D.,  died  April  17,  1964. 

Born  in  Brooklyn,  New  York,  Doc- 
tor Pico  was  a graduate  of  Long 
Island  College  of  Medicine.  He  prac- 
ticed his  specialty  in  Brooklyn  for  21 
years  before  coming  to  Shawnee  in 
1960.  He  was  a Diplomat  of  the 
American  Board  of  Anesthesiology 
and  a Fellow  of  the  American  Board 
of  Anesthesiology. 

Doctor  Pico  was  a member  of  the 
American  Society  of  Anesthesiology 
and  the  New  York  State  Society  of 
Anesthesiology. 


ORANGE  E.  WELBORN,  M.D. 

1889-1964 

Orange  E.  Welborn,  M.D.,  father 
of  Ada  physician,  Orange  M.  Wel- 
born, M.D.,  died  in  Ada,  April  21st, 
1964.  Doctor  Welborn  had  been  in 
active  practice  there  from  1927  un- 
til his  retirement  in  1963. 

The  74-year-old  doctor,  a native  of 
Soso,  Mississippi,  graduated  from 
Baylor  University  College  of  Medi- 
cine in  1915.  He  established  his  prac- 
tice in  Kingston,  Oklahoma,  where  he 
remained  until  moving  to  Ada. 


T.  R.  ROBERTS,  M.D. 

1891-1964 

A 72-year-old  Tulsa  general  prac- 
titioner, T.  R.  Roberts,  M.D.,  died 
in  Tulsa,  April  30th,  1964. 

Born  in  Pine  Apple,  Alabama,  Doc- 
tor Roberts  received  his  medical  de- 
gree in  1919  from  Emory  University 
School  of  Medicine.  He  practiced  in 
Catoosa  for  four  years  before  moving 
to  Tulsa.  He  had  served  as  Tulsa 
County  physician  during  the  late 
1920s  and  1930s. 


JOHN  T.  PRICE,  M.D. 

1873-1964 

A 90-year-old  Seminole  physician, 
John  T.  Price,  M.D.,  died  March 
15th,  1964. 

A graduate  of  the  National  Uni- 
versity of  Arts  and  Sciences  Medical 
Department  in  Saint  Louis  in  1905, 
Doctor  Price  had  specialized  in 
Ophthalmology  and  Otolaryngology. 

In  1955,  Doctor  Price  was  present- 
ed a Life  Membership  by  the  Okla- 
homa State  Medical  Association  in 
recognition  of  his  long  years  of  serv- 
ice to  humanity. 
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OU  Medical  School 
Accepts  106  Students 
For  Fall  Term 

Names  of  106  young  men  and  wom- 
en accepted  for  admission  to  the 
University  of  Oklahoma  School  of 
Medicine  have  been  announced. 

They  were  selected  by  the  Board 
of  Admissions  from  a total  of  498 
applicants,  an  increase  of  52  over 
last  year.  The  new  class  will  enroll 
in  the  fall. 

One  hundred  and  four  will  take  the 
four  year  course  of  study  leading  to 
the  Doctor  of  Medicine  degree.  The 
other  two  will  be  admitted  under  a 
combination  M.D.  and  Ph.D.  pro- 
gram that  requires  six  years  to 
complete. 

Those  given  places  in  the  new 
class  are: 

Gary  Wayne  Abrams,  Purcell; 
Thomas  W.  Amsden,  Jr.,  Norman: 
Preston  A.  Bagley,  Midwest  City; 
Donald  C.  Barnett,  Tulsa;  Michael 
E.  Bell,  Edmond; 

John  Michael  Benson,  Norman; 
James  E.  Berner,  Tulsa;  Jack  Lee 
Berry,  Cushing;  Herbert  I.  Bias,  Jr., 
Shidler;  Gary  K.  Borrell,  Oklahoma 
City;  Clark  Wesley  Brazil,  Sentinel; 
Vaud  A.  Burton,  III,  Ardmore;  Ger- 
ald Ray  Butler,  Norman;  Harrison 
G.  Butler,  Tulsa;  Stephen  B.  Camp- 
bell, Tulsa;  David  Tit-Chiu  Chan, 
Tulsa; 

Raymond  L.  Cornelison,  Oklahoma 
City;  David  Alan  Cross,  Hobart; 
Robert  W.  Daniels,  Oklahoma  City; 
Guy  Otis  Danielson,  Oklahoma  City; 
Jerome  M.  Dilling,  Jr.,  Fletcher; 
Gorst  H.  dePlessis,  Oklahoma  City; 
John  Wesley  Ellis,  Oklahoma  City; 
Mary  Ann  Engel,  Ada;  Jackie  L. 
Finney,  Webbers  Falls; 

Donald  Hugh  Garrett,  Oklahoma 
City;  William  P.  Gibbens,  Oklahoma 
City;  Jimmy  D.  Giddens,  Wakita; 
James  M.  Gilliam,  Oklahoma  City; 
Richard  H.  Glassberg,  Brooklyn, 
N.Y.;  Lawrence  C.  Green,  Lawton; 
Charles  M.  Gunn,  Dill  City; 

Gary  W.  Harris,  Oklahoma  City; 
Thomas  D.  Harris,  Oklahoma  City; 
Joseph  W.  Hayhurst,  Blanchard;  Del- 


bert L.  Heskett,  Crescent;  Robert  G. 
Hooper,  Oklahoma  City;  Daniel  Jay 
Houtman,  Tulsa;  William  A.  Hub- 
bard, Oklahoma  City; 

Lynn  Allen  Hughes,  Columbus, 
Ohio;  David  Rex  Hunter,  Bartles- 
ville; Robert  J.  Hutchison,  Oklahoma 
City;  Ira  M.  Jackler,  Valley  Stream, 
N.Y.;  Oleh  I.  Jacykewycz,  Canton, 
Ohio;  Linda  Mae  Johnson,  Chicka- 
sha;  Warren  W.  Kendall,  Tulsa;  Jack 
W.  Knippa,  Tulsa;  Robert  William 
Krasnow,  Norman; 

Samuel  Jon  LeMonte,  Oklahoma 
City;  Sherman  B.  Lawton,  Norman; 
Stephen  Alden  Lay,  Tulsa;  Elton  W. 
LeHew,  Jr.,  Guthrie;  Terry  Mack 
Lewis,  Lamont;  James  D.  Ligon, 
Ann  Arbor,  Mich.;  Billy  Herman 
Lipe,  Oklahoma  City; 

Guy  Conner  Logsdon,  Jr.,  Ada; 
Lawrence  Ray  Mansur,  Tulsa;  James 
E.  Marvel,  Lawton;  Sidney  Ray  Mat- 
thews, Wilson;  George  C.  McAnelly, 
Jr.,  Bartlesville;  WTilliam  James  Mc- 
Daniel, Blackwell;  William  Edwin 
McGuire,  Talihina;  John  D.  Mc- 
Laughlin, Parma,  Ohio;  Alan  Duane 
Menafee,  Ada;  Dan  Eugene  Miller, 
Fairview;  Richard  Milsten,  Tulsa; 

Ruthann  Monk,  Norman;  Nicholas 
E.  Moorad,  Edmond;  Gary  M. 
Moore,  Wellston;  Thomas  Mead 
Murphy,  Ponca  City;  Charles  L. 
Neal,  Tulsa;  David  A.  Neumann, 
Okarche;  John  R.  Oglesbee,  Chil- 
occo;  W.  B.  (Fred)  Oldham,  Okla- 
homa City; 

Paul  Francie  Park,  Tulsa;  Ira  Joe 
Pryor,  Olustee;  John  H.  Purcell, 
Haileyville;  David  Snow  Pyle,  Chick- 
asha;  Roddie  LeRoy  Reed,  Oklahoma 
City;  David  Lester  Rice,  Watonga; 
Robert  M.  Rice,  San  Antonio.  Texas; 
John  K.  Rikkers,  Oklahoma  City; 

Esber  Nabeeh  Samara,  Oklahoma 
City;  Stanley  K.  Shields,  Tulsa: 
Randall  P.  Singleton,  Tulsa;  William 
Clifford  Slick,  Pasadena,  Calif.;  Sara 
B.  Slight,  Oklahoma  City;  Verne  A. 
Smith,  Jr.,  Tulsa. 

Steven  V.  Stephenson,  Chickasha; 
Thomas  Ross  Stough,  Geary;  Ann 
Elizabeth  Tardiff,  Tulsa;  Max  Edwin 
Taxter,  Oklahoma  City;  Margaret 
J.  Thompson,  Hobbs,  N.  Mex.;  Bryan 
Leon  Tipton,  Moore;  Victor  C.  Tisdal 
Jr.,  Elk  City; 


Miscellaneous 

Advertisements 

WANTED:  G.P.  to  take  over  well- 
established  practice  in  southern  Okla- 
homa town,  25,000  population.  Large 
drawing  area.  Equipment  for  lease- 
purchase  or  will  make  other  arrange- 
ments. Offices  consist  of  reception 
room,  X-Ray,  two  examining  rooms, 
two  bedrooms,  laboratory  and  office. 
Contact  Key  J,  The  Journal,  Okla- 
homa State  Medical  Association,  P.O. 
Box  18696,  Oklahoma  City. 

LOCUM  TENENS  needed  for  two 
or  three  months,  beginning  June  15th. 
Would  like  to  accept  a call  for  mis- 
sion service  during  this  period  and 
need  a G.P.  to  look  after  my  prac- 
tice. Offer  includes  comfortable 
home  and  office,  both  rent-free,  plus 
all  net  proceeds  from  the  practice. 
Contact  A.  C.  Hirshfield,  908  N.E. 
50th,  Oklahoma  City  5,  Oklahoma. 

BOARD  QUALIFIED  surgeon,  who 
would  also  like  to  do  general  prac- 
tice, needed  to  join  established  group 
of  general  practitioners  in  an  ex- 
panding city  of  25,000;  new  70  bed 
general  hospital  with  complete  sur- 
gical facilities  will  be  completed  by 
July,  1964.  This  group  takes  advan- 
tage of  group  practice,  but  each  phy- 
sician is  independent,  as  far  as  his 
office  and  financial  affairs  are  con- 
cerned. Further  details  furnished  on 
request,  please  send  complete  resume 
with  your  request.  Write  Key  D,  The 
Journal,  Oklahoma  State  Medical  As- 
sociation, P.O.  Box  18696,  Oklahoma 
City. 

(Continued  next  page) 

Hal  Benton  Vorse,  Oklahoma  City; 
Linn  William  Wainner,  Oklahoma 
City;  Roland  A.  Walters,  III,  Okla- 
homa City;  Kenneth  William  Whit- 
tington, Oklahoma  City;  Gary  Waine 
Wilson,  Lawton;  Ellison  H.  Wittels, 
Oklahoma  City;  John  Alvin  Wood, 
Minco;  Willie  Glen  Wyatt,  Dill  City, 
and  Dorothy  West  Young,  Oklahoma 
City. 

Admitted  to  the  joint  M.D. -Ph.D. 
program:  Patrick  C.  Freeny,  Okla- 
homa City,  and  Elizabeth  Morgan, 
Scarsdale,  N.  Y.  □ 
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Miscellaneous 
Advertising  Contd. 

BIG  SAVINGS  on  “Returned-To- 
New”  and  surplus  equipment.  Re- 
conditioned, refinished,  guaranteed, 
X-Ray,  examining  tables,  autoclaves, 
ultrasonics,  diathermies,  or  tables, 
or  lights,  and  more.  Largest  stock  in 
the  Southwest.  WANTED:  Used 
Equipment.  TeX-RAY  Co.,  3305  Bry- 
an, Dallas.  (Open  to  the  profession 
Wednesdays,  Thursdays,  9-5.  Other 
hours  by  arrangement. ) 

TWO  WELL  established  doctors  in 
dire  need  of  an  associate.  A young 
general  practitioner  wanted.  An  in- 
dustrial oil  supply  center  town  of 
about  100,000  population.  One  associ- 
ate gone  for  specialization.  May  start 
on  salary,  percentage,  interest,  or 
any  way  desired  without  any  ex- 
pense. If  interested,  address  inquiry 
to  P.O.  Box  3669,  Odessa,  Texas. 

GENERAL  PRACTITIONER 
NEEDED.  Share  office  space  in  new 
clinic,  Sulphur,  Oklahoma.  No  part- 
nership necessary.  Good  income  as- 
sured from  start,  no  objection  to  sur- 
gical practice.  New  county-owned 
Arbuckle  Memorial  Hospital  will  be 
enlarged  to  60  beds  by  July  1st.  City 
has  5-6,000  population  and  needs  ad- 
ditional doctors.  Home  of  national 
park  attracting  one  million  visitors 
annually.  Contact  R.  W.  Lewis, 
M.D.,  1901  W.  Broadway,  Sulphur. 
Telephone  135. 

DOCTOR’S  WIDOW  must  sell  home. 

Three  bedrooms,  living  room,  dining 
room,  clubroom,  two  baths  and  large 
utility  room.  Accessible  to  all  schools. 
Corner  lot,  northwest  area,  Okla- 
homa City.  Contact  Key  F.  The 
Journal,  Oklahoma  State  Medical 
Association,  P.O.  Box  18696,  Okla- 
homa City. 

EXCELLENT  opportunity  for  Gen- 
eral Surgeon  in  established  group. 
Ideal  community  for  family.  Contact 
W.  S.  Harrison,  M.D.,  The  Chickasha 
Clinic,  Chickasha,  Oklahoma. 


SOUTH  OKLAHOMA  City’s  first 
Medical  Center  needs  pediatrician, 
internist,  dermatologist  and  urolo- 
gist for  independent  practice  with 
presently  established  nucleus  of  six 
other  specialists  and  close  affiliation 
with  family  clinic  of  three  G.P.’s  do- 
ing volume  practice.  New  specialities 
building  in  center  will  be  only  three 
minutes  from  new  hospital  now  un- 
der construction.  Call  SWift  4-2248 
after  9:00  p.m. 


IDEAL  opening  for  young  doctor 
in  well  established  medical  clinic, 
sharing  reception  room  and  equip- 
ment with  three  other  doctors.  Won- 
derful location  on  North  May  Ave- 
nue, Oklahoma  City.  Contact  Frank 
D.  Thompson,  3115  N.  Pennsylvania, 
Oklahoma  City,  JA  5-5700  or  JA  4- 
9552. 


WANTED:  General  Practitioner  to 
join  doctor  in  combined  clinic  and 
16-bed  hospital.  Prefer  one  to  do  OB, 
some  surgery  and  anesthesia.  Salary 
or  arrangements  for  early  partner- 
ship. Contact  Louis  A.  Martin,  M.D., 
Curry  Clinic,  P.O.  Box  581,  Sapulpa, 
Oklahoma. 


WANTED:  Young  man  desiring 
general  practice  in  a group  of  eight 
men,  four  of  whom  are  board  certi- 
fied. Starting  salary  $1,300  plus  per- 
centage per  month.  Growing  agricul- 
tural town  in  Texas  Panhandle.  Con- 
tact C.  E.  Rush,  309  Lawton,  Here- 
ford, Texas. 


OPENING  IN  general  practice 
group,  interest  in  surgery  especially 
desirable.  East  central  Oklahoma 
community  of  10,000  with  drawing 
area  of  20,000.  Contact  Key  C,  The 
Journal  of  the  Oklahoma  State  Med- 
ical Association,  P.O.  Box  18696, 
Oklahoma  City. 


FOR  SALE:  X-Ray  Patrician  200 
MA  with  all  accessories  except  mo- 
tor drive.  Attractive,  well  cared 
for,  and  efficient  machine,  two  years 
old.  Discount  of  50  per  cent  off  1961 
price.  $1,000  down,  will  finance  bal- 
ance, including  installation,  if  de 
sired.  Contact  Key  A,  The  Journal, 
Oklahoma  State  Medical  Association, 
P.O.  Box  18696,  Oklahoma  City. 


RADIOLOGIST  needed  for  private 
hospital  group,  in  an  expanding  city 
of  25,000;  new  70  bed  general  hos- 
pital will  be  ready  for  occupancy 
July,  1964;  guaranteed  salary,  if  de- 
sired, plus  commission  or  other  ar- 
rangements can  be  worked  out;  a 
very  good  opportunity  for  the  right 
person.  The  individual  will  have  the 
opportunity  to  do  private  office  prac- 
tice in  his  field  of  radiology,  includ- 
ing therapy  if  he  desires.  Write  Key 
E,  The  Journal,  Oklahoma  State 
Medical  Association,  P.O.  Box  18696, 
Oklahoma  City. 


GP — OKLAHOMA  town  of  5,600. 
Near  Tulsa.  Joint  Commission  ac- 
credited 40-bed  hospital.  Adequate 
remuneration.  Well-trained  office 
staff  including  ASCP  technologist. 
Equipment  and  office  available— 
your  terms.  Other  office  space  avail- 
able. Specializing.  Available  now  or 
July  1.  Contact  Key  N,  The  Journal, 
Oklahoma  State  Medical  Association, 
P.O.  Box  18696,  Oklahoma  City. 

OPENING  for  GP  in  established 
practice,  northwest  Oklahoma  City. 
Large  office  space,  share  reception 
room  with  two  other  doctors.  Ex- 
cellent opportunity.  Contact  David 

A.  Campbell,  M.D.,  2733  W.  Britton 
Rd.,  Oklahoma  City. 

SUBLEASE  medical  office  one 
year,  735  square  feet,  desirable  loca- 
tion in  Tulsa,  modest  rent,  available 
approximately  June  15.  Contact  Key 

B,  The  Journal  of  the  Oklahoma  State 
Medical  Association,  P.O.  Box  18696. 
Oklahoma  City. 
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When  I assumed  the  responsibilities  and 
privileges  associated  with  the  office  of  Presi- 
dency of  the  Woman’s  Auxiliary  to  the  Okla- 
homa State  Medical  Association,  I was  keen- 
ly aware  of  our  past  heritage  and  the  out- 
standing accomplishments  of  those  who  have 
served  before  me. 

Each  year  since  its  inception  the  Auxiliary 
to  the  OSMA  has  continued  to  grow  with  the 
idea  that  we  must  be  progressive  if  we  are 
to  justify  our  existence.  The  efforts  of  pre- 
ceding years  have  been  gainfully  employed 
and  a higher  level  of  attainment  reached. 
Reports  of  County  Presidents  and  State 
Committee  Chairmen  reflect  the  fact  that 
1963-1964  is  no  exception. 

The  National  theme  this  year  “Serve  and 
Communicate,”  is  a challenging  theme  and 
has  been  successfully  employed  in  the  State 
of  Oklahoma  with  much  enthusiasm. 

To  meet  the  first  challenge,  SERVE,  Aux- 
iliary members  over  tthe  entire  state  have 
worked  diligently  to  prove  that  they  as  Doc- 
tors’ wives  share  the  interest  of  their  hus- 
bands in  the  welfare  and  health  of  their 
communities. 

Membership  was  chosen  as  a priority  proj- 
ect this  year  and  a substantial  gain  was  ef- 
fected with  a total  membership  of  1,309. 

Thirteen  new  nurse  loans  were  granted  in 
the  amount  of  $2,968.50. 

Contributions  for  American  Medical  As- 
sociation-Education and  Research  Founda- 
tion have  also  reached  a new  high  with  a 
contribution  of  $6,425.52. 

Greater  impetus  has  been  placed  on  Com- 
munity Service  through  the  combined  ef- 
forts of  Civil  Defense,  Health  Careers,  In- 
ternational Health  Activities,  Mental  Health, 
Rural  Health  and  Safety.  Each  of  these 
commitees  has  carried  out  an  excellent  pro- 
gram of  service  and  education. 

The  responsibility  for  the  letter-writing 
phase  of  “Operation  Hometown”  was  as- 
sumed by  the  Auxiliary  and  through  this 
medium  conducted  a person-to-person  fight 
against  medicare;  however,  this  exemplifies 
only  a fraction  of  the  legislative  work  being 
carried  out  by  individual  members. 

The  following  tabulation  (compiled  April 
22,  1964)  shows  the  results  of  dedicated 
service : 

Loan 

Auxiliary  Members  AMA-ERF  Fund 

Atoka-Bryan-Coal  14  67.00  10.00 


IWtMV  auxiliary 


Carter-Love-Marshall 

28 

95.00 

100.00 

Cleveland-McClain 

35 

692.26 

25.00 

Comanche-Cotton 

43 

65.00 

Craig-Delaware-Cotton 

15 

Custer 

9 

63.00 

East  Central 

53 

2,826.80 

25.00 

Garfield-Kingfisher-Major 

55 

335.86 

100.00 

Grady-Caddo 

26 

51.50 

Kay-Noble 

41 

100.00 

100.00 

Oklahoma 

390 

756.50 

75.00 

Okmulgee 

14 

102.60 

Pittsburg 

16 

225.00 

100.00 

Pontotoc-Johnston 

26 

50.00 

Pottawatomie 

24 

74.00 

25.00 

Stephens 

17 

50.00 

100.00 

Tulsa 

319 

844.00 

810.15 

Washington-Nowata 

46 

45.00 

Members-at-Large 

137 

32.00 

TOTALS 

1,309 

6,425.52 

1,520.15 

To  meet  the  second  challenge,  COMMUNI- 
CATE, the  following  transpired: 

Thirteen  of  the  fourteen  districts  were 
visited  and  the  need  for  greater  communi- 
cation between  the  Association  and  the  Aux- 
iliary was  stressed.  It  is  hoped  a new  under- 
standing has  developed. 

A member  of  the  Auxiliary  sat  in  on  the 
planning  stages  of  the  OSMA  Medicine  and 
Religion  Committee  and  in  turn  was  better 
able  to  inform  the  other  members  of  the  Aux- 
iliary on  this  new  phase  of  total  health  care. 

The  President;  the  Chairman,  Council  on 
Public  Policy;  and  the  Executive  Secretary 
of  the  OSMA  spoke  to  the  Auxiliary  on  the 
aims  and  program  of  the  Association,  stimu- 
lating interest  in  the  overall  program. 

The  Woman’s  Auxiliary  Directory  was 
printed  in  the  Association  Directory  for  the 
first  time  this  year,  effecting  a 20  per  cent 
increase  in  our  membership  and  for  this 
we  are  indeed  grateful. 

Highest  praise  and  deep  appreciation  is 
extended  to  the  Board  members  who  have 
contributed  in  making  this  a successful  year. 
The  Woman’s  Auxiliary  to  the  Oklahoma 
State  Medical  Association  met  the  challenge 
“Serve  and  Communicate”  and  during  1963- 
1964  has  been  “On  Deck  to  Serve.” 

MRS.  TOM  C.  SPARKS, 
President 
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Executive  Secretary  Named  PR  Advisor. 

Don  Blair,  OSMA  Executive  Secretary,  has 
been  appointed  to  the  Public  Relations  Ad- 
visory Committee  to  the  Director  of  the 
Communications  Division,  American  Medical 
Association. 

Blue  Cross-Blue  Shield  Paid  $24,300,831  in 

total  benefits  to  subscribers  in  1963.  Hos- 
pitals received  $16,915,812,  representing 

90.1  cents  out  of  each  dollar  of  income,  and 
physicians  earned  $7,385,019  or  a return  of 

92.1  cents  on  the  dollar.  The  average  cost 
per  day  of  hospital  care  was  $26.83,  up 
$1.01  over  1962,  an  all-time  high. 

Accelerated  effort  has  been  launched  to  de- 
velop rubella  vaccine  by  major  drug  firms  in 
cooperation  with  the  National  Institutes  of 
Health.  Whether  a killed  virus  or  live  virus 
should  be  used  remains  unresolved,  and  at 
least  two  or  three  years  will  be  necessary  to 
perfect  a vaccine  for  general  distribution. 

AMA  chief  side-steps  Belgian  issue.  F.  J.  L. 

Blasingame,  M.D.,  Executive  Vice-President 
of  the  American  Medical  Association,  an- 
swered reporters’  requests  for  a policy  state- 
ment on  the  doctors’  uprising  in  Belgium,  by 
saying:  “The  Belgian  situation  ...  is  a dra- 
matic example  of  what  a beleaguered  pro- 
fession may  be  driven  to  do  when  it  feels 
that  its  very  freedom  is  being  destroyed.  It 
is  not  for  us  to  judge  the  wisdom  of  their 
reaction  but  to  appreciate  that  physicians — 
like  all  others — can  be  incited  to  revolt  by 
politicians  who  seek  to  take  over  the  prac- 
tice of  medicine.” 

Four  billion  dollars  has  been  spent  for  hos- 
pital construction  through  the  Hill-Burton 
Program  since  its  inception  in  1948,  or  31 
per  cent  of  total  spending  for  hospital  con- 
struction. 

Financial  problems  plague  insurance  com- 
panies writing  special  major  medical  pro- 
grams for  the  elderly.  Amid  criticism  from 
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investigator  Senator  McNamara  (D.,  Mich.), 
company  leaders  admitted  that  mass  enroll- 
ment programs  protected  about  IV2  million 
persons  instead  of  the  two  million  previously 
claimed.  Also,  it  has  been  brought  out  that 
premium  rates  are  having  to  be  increased  to 
meet  rising  medial  and  hospital  costs,  the 
high  claim  rate  by  the  elderly  and  some  prof- 
iteering by  oldsters  who  hold  multiple  policies 
and  actually  turn  sickness  into  an  income- 
producing  investment.  Incurred  losses  for 
one  major  medical  expense  program  last  year 
were  160  per  cent  of  premium  income. 

With  general  elections  approaching,  physi- 
cians can  use  the  “Oklahoma  Political  Hand- 
book,” published  by  Phil  Dessauer,  2151 
South  77th  East  Avenue,  Tulsa  29,  Okla- 
homa. They’re  25  cents  each,  and  good  read- 
ing for  every  good  citizen. 

OU’s  Medical  Center  has  filed  a “letter  of 
intent”  with  the  federal  government  to  re- 
ceive matching  funds  for  a new  teaching 
hospital.  The  business  administrator  of  the 
center,  Mr.  Raymond  Crews,  states  that  it 
will  be  at  least  four  years  before  the  new 
facility  can  be  ready.  First,  the  1965  legis- 
lature must  vitalize  the  $7  million  bond  issue 
amendment  (approved  by  public  referendum) 
and  provide  funds  to  retire  the  bonds.  Then, 
matching  federal  funds  will  be  sought  under 
the  new  Health  Professions  Educational  As- 
sistance Act.  Complicating  the  process  is 
the  lack  of  definition  for  the  federal  match- 
ing formula  under  which  the  University  of 
Oklahoma  will  qualify.  In  the  meantime, 
Mr.  Crews  says,  the  center  is  restricted  in 
the  acquisition  of  new  research  funds  due 
to  lack  of  facilities,  and  is  unable  to  launch 
new  treatment  or  teaching  activities  because 
of  space  problems  and  insufficient  funds  for 
staffing  purposes. 


MEETINGS 

May  22  Oklahoma  City  Internists  As- 
sociation, OU  Medical  School 
Auditorium 

June  21-25  American  Medical  Association, 
San  Francisco 

July  10-11  Rocky  Mountain  Cancer  Con- 
ference, Denver 
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Patient  Privacy  Puzzles 
Publicity  Pressed  Physicians 

Ask  A JOURNALIST  about  doctors  and 
he’s  likely  to  shrug,  “Tough  customers,”  but 
ask  him  about  his  own  doctor  and  he’ll  prob- 
ably smile,  “Nice  guy.” 

If  you  ask  doctors  about  the  press  their 
reaction  may  be  a mixture  of  fear  and 
anxiety  but  it  is  a curious  fact  that  any 
journalist  a doctor  knows  personally,  on  a 
friendly  basis,  always  writes  good  stories 
straight  from  the  shoulder  which  are  accu- 
rate and  well  founded. 

These  apparent  contradictions  only  prove 
an  old  adage  which  goes,  “If  you  would  cease 
to  dislike  a man  you  should  get  to  know  him 
better.”  There’s  so  much  in  this  homely 
wisdom  that  it  could  be  printed  as  news 
once  a month  with  good  effect  because  of  the 
speed  that  men  forget  it,  doctors  and  journal- 
ists included. 

Many  problems  between  journalism  and 
medicine  develop  because  members  of  the 
two  professions  have  too  little  personal  con- 
tact with  each  other.  Both  groups  are  con- 
cerned with  matters  of  human  interest,  but 
like  the  shoemaker’s  barefoot  children  they 
neglect  this  essential  element  among  them- 
selves. Since  all  members  of  the  professions 
can’t  sit  down  for  a session  occasionally,  the 
next  best  thing  is  for  representatives  from 
each  group  to  get  together  at  regular  inter- 
vals for  a talk  about  medical-press  relations. 
Among  other  things,  this  group  should  work 
out  a plan  for  cooperation,  a sort  of  map  to 
guide  journalists  and  doctors  toward  better 
medical  reporting.  Several  other  states  al- 
ready have  recognized  the  need  for  a medical- 
press  code  and  have  drawn  up  broad  outlines 
which  are  mutually  acceptable  to  the  press  as 
well  as  the  medical  profession. 

Written  codes  of  cooperation  between 
doctors,  hospitals  and  news  media  have  a 
common  goal : to  furnish  medical  news  to  the 
public  that  is  authentic  and  objective  and 
to  provide  reasonable  access  to  such  news 
for  reporting.  Without  such  a guide  doctors 
and  hospitals  are  often  afraid  to  supply  any 
information  whatever.  They  understand  of 
course  that  by  furnishing  medical  news  they 
encourage  a “good  press”  and  create  wider 
public  interest  in  the  community  as  a medical 
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center  but  when  they  talk  for  publication 
there’s  always  the  gnawing  concern  that  they 
may  be  misquoted,  misinterpreted,  misunder- 
stood or  accused  of  tooting  their  own  horn. 

The  nature  of  medical  practice  is  such 
that  doctors  have  trouble  realizing  that  the 
final  decision  on  what  is  news  is  up  to  the 
press.  The  journalist  decides  what  medical 
material  is  newsworthy  according  to  his 
own  character  and  particular  interests,  by 
his  taste  and  background — in  other  words, 
as  an  artist  however,  his  work  comes  closer 
to  objectivity  according  to  the  help  and 
consideration  he  receives  from  the  medical 
profession. 

Medical  news  falls  into  three  general  cate- 
gories : specific  patients,  advancements  in 
science  and  the  activities  of  various  organi- 
zations. On  impersonal  matters  including 
medical  societies,  hospitals,  medical  schools 
and  affairs  of  public  health,  detailed  in- 
formation is  usually  offered  to  the  press 
voluntarily  with  names,  dates  and  places.  In 
fact,  doctors,  are  somewhat  disappointed 
when  the  press  does  not  consider  these 
items  more  important  than  a car  wreck 
which  injured  five  people. 

Advancements  in  medical  science  are  hard 
to  evaluate  until  so  much  time  has  passed 
that  they  are  no  longer  news.  Unjustified 
enthusiasm  or  prematurity  in  reporting  may 
be  harmful  to  patients  and  their  families 
who  may  be  falsely  encouraged  and  undergo 
needless  expenses.  Penicillin  was  news,  the 
effect  of  radiation  was  news,  open  heart 
surgery  was  news  and  “spare  parts”  surgery 
is  news  today  but  for  each  of  these  solid 
steps  forward  there  have  been  hundreds  of 
brilliant  ideas  which  didn’t  work  out  al- 
though they  seemed  good  at  the  time.  A man 
practicing  medicine  is  taught  humility  every 
day  and  one  manifestation  of  this  teaching 
is  a sort  of  conservatism,  a reluctance  to  say 
that  anything  is  a fact  until  it  has  been 
proved  many  times.  This  equivocation  makes 
dull  reading  so  doctors’  comments  regard- 
ing current  medical  developments  are  rare- 
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ly  popular  with  journalists.  Here  too,  the 
problem  of  anonymity  comes  up.  So  few 
breakthroughs  in  medicine  these  days  are 
the  product  of  one  man’s  work  that  no  one 
wants  to  pose  as  an  authority  on  a subject; 
in  all  probability  there  are  others  who  know 
more  than  he  does. 

When  is  a man  advertising  his  particular 
talents?  When  is  he  behaving  like  a quack 
or  charlatan?  A doctor’s  colleagues  read  the 
papers  too. 

News  concerning  specific  patients  is  the 
source  for  most  differences  between  medicine 
and  the  press.  Treating  an  illness  and  at  the 
same  time  keeping  the  family  posted  on  the 
current  state  of  affairs  is  a full  time  job. 
Further,  private  citizens  have  a right  to 
control  their  own  publicity  when  it  comes  to 
illness;  doctors  can’t  give  something  that  is 
“privileged,”  something  that  isn’t  theirs.  No 
two  illnesses  are  exactly  alike  so  every  medi- 
cal problem  would  make  a good  story.  Man- 
kind is  so  variable,  so  unpredictable,  that 
every  practicing  physician  runs  into  many 
good  stories  every  week  among  his  patients, 
stories  that  would  make  a novelist  sit  up 
and  listen.  Run  of  the  mill?  No,  it’s  all  in  a 
day’s  work,  but  privileged ! 

Ah,  the  stories  that  go  down  the  drain! 

What  is  it,  when  did  it  begin,  what  caused 
it,  how  long  will  it  last?  How  do  you  plan  to 
treat  it  and  what’s  the  outlook?  Dr.  X should 
be  able  to  answer  these  simple  questions, 
at  least  if  he  is  competent  to  manage  Mr.  Y’s 
problems. 

Certain  readers  might  take  exception  to 
these  observations  and  we  appreciate  their 
concern,  but  informing  the  public  about 
medicine  today  is  a job  which  neither  the 
press  nor  the  medical  profession  can  do  with- 
out the  other. 

The  principles  of  cooperation  between 
medicine  and  the  press  are  like  medical 
ethics,  they  are  largely  matters  of  under- 
standing and  common  sense.  Problems  there 
are  and  problems  there  will  be  but  there 
are  none  that  can’t  be  worked  out  if  we’d 
just  get  together  occasionally  for  a . . . 
C.  B.  Dawson,  M.D.  □ 

(Reprinted  from  the  May  issue  of  The  Okla- 
homa Publisher.) 
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WhaVs  Happened  to  the  Blues ? 

Conspicuous  by  its  absence  at  the  May 
lst-2nd  meeting  of  the  House  of  Delegates 
of  the  Oklahoma  State  Medical  Association 
was  any  report  from  the  Blue  Plans. 

In  April,  1963,  the  Blue  Shield  Board  of 
Directors  voted  to  offer  Blue  Shield  contracts 
to  Oklahoma  physicians  to  cover  their  per- 
sonally incurred  medical  and  surgical 
charges.  This  was  not  exactly  a new  ven- 
ture, as  there  are  some  physicians  around 
the  State  who  had  personally  obtained  Blue 
Shield  policies  for  themselves  previously,  but 
the  significant  thing  was  that  the  action  was 
taken  in  direct  opposition  to  the  expressed 
vote  of  the  House  of  Delegates  opposing  such 
contracts  for  physicians  in  Oklahoma  in  prev- 
ious years.  Even  more  notable  was  the  fact 
that  no  mention  was  made  of  this  change  in 
policy  of  Blue  Shield  at  the  May  meeting  of 
the  Oklahoma  State  Medical  Association  and 
its  House  of  Delegates  one  month  later.  The 
Blue  Shield  Board,  of  course,  is  composed  of 
a majority  of  physicians,  all  of  whom  are 
members  in  good  standing  of  the  State  Med- 
ical Association.  Blue  Shield  began  solicita- 
tion of  physicians  in  due  time  and  the  Journ- 
al called  attention  to  this  new  promotion  in 
the  January,  1964  issue. 

Now  another  year  has  gone  by,  and  still  no 
mention  has  been  made  of  this  change  in 
policy  in  any  official  communications  with 
the  State  Medical  Association.  Furthermore, 
there  was  no  report  from  either  Blue  Cross 
or  Blue  Shield  at  our  recent  State  meeting. 
This  omission  seems  particularly  glaring  in 
a year  when  even  our  own  Association  Presi- 
dent was  a member  of  the  Blue  Shield  Board. 

In  the  report  from  the  Socio-Economic 
Council,  two  physicians  are  listed  as  members 
of  the  Prepaid  Insurance  Committee,  and 
this  Committee,  it  was  explained  to  the 
Board  of  Trustees,  represents  the  liaison 
with  Blue  Cross-Blue  Shield.  However,  there 
was  no  report  either  written  or  oral  forth- 
coming from  this  Committee.  We  are  not 
even  told  if  the  Committee  ever  met.  We 
seem  to  have  come  to  a complete  breakdown 
in  liaison  between  the  State  Medical  Asso- 
ciation and  this  leader  in  health  and  hospital 
insurance.  It  seems  particularly  unfortunate 
that  such  a situation  has  developed  at  a time 
when  such  insurance  has  become  quite  pos- 
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sibly  the  most  important  phase  of  our  med- 
ical economics. 

There  was  one  bit  of  communication.  At 
the  end  of  Doctor  Gullatt’s  Socio-Economic 
Council  report,  he  noted  that  the  Council  had 
recommended  for  nomination  to  the  Blue 
Cross  Board  a total  of  four  physicians,  three 
of  whom  were  incumbents.  Also  recommend- 
ed were  six  physicians  as  nominees  to  the 
Blue  Shield  Board,  three  of  whom  were  in- 
cumbents. In  a recent  publication  by  the 
Blue  Plans  the  results  of  the  election  are 
noted.  To  the  Blue  Cross  Board,  the  three 
incumbents  were  re-elected.  To  the  Blue 
Shield  Board,  the  three  incumbents  were  re- 
elected.— Walter  E.  Brown,  M.D.  □ 

A Lesson  in  Socialism 

As  A TEACHER  in  the  public  schools,  I 
find  that  the  socialist-communits  idea  of  tak- 
ing “from  each  according  to  his  ability,”  and 
giving  “to  each  according  to  his  need”  is  now 
generally  accepted  without  question  by  most 
of  our  pupils.  In  an  effort  to  explain  the 
fallacy  in  this  theory,  I sometimes  try  this 
approach  with  my  pupils : 

When  one  of  the  brighter  or  harder-work- 
ing pupils  makes  a grade  of  95  on  a test,  I 
suggest  that  I take  away  20  points  and  give 
them  to  a student  who  has  made  only  55 
points  on  his  test.  Thus  each  would  contrib- 
ute according  to  his  ability  and — since  both 
would  have  a passing  mark — each  would  re- 
ceive according  to  his  need.  After  I have 
juggled  the  grades  of  all  the  other  pupils  in 
this  fashion,  the  result  is  usually  a “common 
ownership”  grade  of  between  75  and  80 — 
the  minimum  needed  for  passing,  or  for  sur- 
vival. Then  I speculate  with  the  pupils  as 
to  the  probable  results  if  I actually  used  the 
socialistic  theory  for  grading  papers. 

First,  the  highly  productive  pupils — and 
they  are  always  a minority  in  school  as  well 
as  in  life — would  soon  lose  all  incentive  for 
producing.  Why  strive  to  make  a high  grade 
if  part  of  it  is  taken  from  you  by  “authority” 
and  given  to  someone  else? 

Second,  the  less  productive  pupils — a ma- 
jority in  school  as  elsewhere — would,  for  a 
time,  be  relieved  of  the  necessity  to  study  or 
to  produce.  This  socialistic-communist  sys- 
tem would  continue  until  the  high  producers 
had  sunk — or  had  been  driven  down — to  the 


level  of  the  low  producers.  At  that  point,  in 
order  for  anyone  to  survive,  the  “authority” 
would  have  no  alternative  but  to  begin  a sys- 
tem of  compulsory  labor  and  punishments 
against  even  the  low  producers.  They,  of 
course,  would  then  complain  bitterly,  but 
without  understanding. 

Finally  I return  the  discussion  to  the  ideas 
of  freedom  and  enterprise — the  market  econ- 
omy— where  each  person  has  freedom  of 
choice  and  is  responsible  for  his  own  de- 
cisions and  welfare. 

Gratifyingly  enough,  most  of  my  pupils 
then  understand  what  I mean  when  I explain 
that  socialism — even  in  a democracy — will 
eventually  result  in  a living-death  for  all  ex- 
cept the  “authorities”  and  a few  of  their 
favorite  lackeys.  □ 

^ $ 

A letter  from  THOMAS  J.  SHELLY,  teacher 
of  Econorrr'cs  and  History,  Yonkers  High 
School,  Yonkers  2,  New  York 

January  20,  1951 

Reprinted  by  permission  of  Thomas  J.  Shelly  and  the 
Foundation  for  Economic  Education,  Inc.  with  whom 
Mr.  Shelly  is  now  associated. 

Will  Medicine’s  Voice 
Be  Silenced ? 

The  OFFICIAL  publications  of  medical 
societies  are  being  threatened  by  extinction 
due  to  the  diversion  of  pharmaceutical  ad- 
vertising to  national  commercial  magazines. 
Commercials  grow  fat  while  state  and  county 
medical  association  journals  and  bulletins 
dwindle  to  the  point  of  insolvency. 

As  an  example  of  the  trend,  the  prize-win- 
ning Journal  of  the  Oklahoma  State  Medical 
Association  earned  $41,690.23  in  national 
advertising  revenue  in  1959,  but  slipped  to 
$19,931,43  last  year.  It  is  now  being  pub- 
lished at  a loss. 

Although  many  commercial  publications 
are  admittedly  of  high  quality,  have  large 
circulations,  and  enjoy  low-cost-per-reader 
advertising  rates,  the  national  drug  adver- 
tisers should  have  more  than  a mercenary 
attitude  toward  the  medical  association 
journals  which  provide  the  backbone  of  of- 
ficial communications  for  the  profession. 

Where  else  can  the  average  doctor  regu- 
larly record  his  views,  either  scientifically  or 
(Continued  on  Page  280) 
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The  annual  meeting  of  the  Oklahoma  State  Medical  Association 
— held  in  Oklahoma  City  on  May  lst-3rd — was  a great  success.  The 
program  was  of  a new  type  and  was  very  useful  to  the  practicing 
physician. 

These  state  meetings  are  held  for  our  membership,  and  represent 
a continuous  OSMA  effort  to  make  them  interesting  and  informative. 
Planning  committees  work  diligently  to  prepare  the  annual  meeting 
program,  and  it  is  the  membership’s  responsibility  and  privilege  to 
attend  and  participate. 

Planning  for  our  next  convention — scheduled  for  Tulsa  on  May 
14th-16th,  1965,  is  already  underway.  OSMA  members  are  urged  to  set  this  time  aside 
before  their  schedules  are  otherwise  filled. 

I am  sure  that  many  of  us  have  tired  of  the  repeated,  urgent  plea  for  physicians  to 
get  active  in  politics,  fight  the  King-Anderson  Bill,  etcetera.  Doctors  are  often  heard 
to  say,  “Let’s  get  out  of  politics  and  practice  medicine,”  or  “Let  the  politicians  run  their 
business  and  we  will  run  ours.” 

I can  agree  with  the  nobility  of  the  thought,  but  cannot  support  such  naivety  or 
impracticality.  We  must  participate  in  politics  and,  indeed,  be  politicians.  Only  by  be- 
ing good,  informed  and  active  politicians  can  we  survive  and  mind  our  own  “businesses.” 

I urge  (and  even  beg)  each  of  you  to  become  a first-rate  politician  during  the  next 
few  months  (and  thereafter).  Pick  your  candidate,  know  where  he  stands,  support  him 
and  let  him  know  of  your  support.  Let  him  know  that  you  are  interested  in  how  he 
thinks  and  how  he  will  vote  if  elected. 

He  will  respect  you  for  it,  and  so  ivill  your  patients. 

If  you  are  afraid  that  patients  will  be  lost  as  a result  of  your  political  interest, 
don’t  be.  Surveys  disprove  this  fear,  and  in  many  cases  new  patients  will  come  to  you 
because  you  have  conviction  and  gumption. 

Physicians  can  develop  an  effective  political  voice  if  we  work  toward  this  goal.  We 
must  not  and  dare  not  lose  by  default.  Some  of  our  members  are  working  daily,  even 
giving  overtime,  to  fight  for  what  we  believe  to  be  best  for  our  patients  as  well  as  for 
ourselves.  These  dedicated  men  need  help  and  they  don’t  ask  to  be  relieved,  just  assist- 
ed. Neither  are  they  ambitious  to  lead  or  direct,  but  they  hope  to  realize  a unified  ef- 
fort by  their  example. 

I urge  all  OSMA  members  to  join  these  workers — not  for  me,  not  for  them,  but  for 
your  own  salvation. 

I would  like  to  express  my  gratitude  for  the  very  favorable  response  to  the  council 
and  committee  appointments  that  we  have  made.  It  is  heartening  to  know  that  we  have 
a very  large  segment  of  men  willing  to  give  of  their  time  and  knowledge. 

The  business  of  the  association  will  receive  top  level  attention.  I hope  to  keep 
meetings  to  a minimum,  commensurate  with  full  attention  to  the  affairs  at  hand. 

We  will  try  to  recognize  the  value  of  physicians’  time. 
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Immunological  Pregnancy  Tests- 
Their  Potentialities  and  Limitations 


JOE  BILLS  REYNOLDS,  M.D. 

New  immunological  tests  for  pregnancy 
are  accurate  early,  but  false  positive 
results,  in  menopause  and  pathological 
pregnancies,  may  lead  to  misinterpretation 
of  the  clinical  status. 


The  WIDESPREAD  acceptance  of  immu- 
nological tests  for  pregnancy  being  used  in- 
creasingly in  hospital  and  private  labora- 
tories makes  it  important  that  the  practic- 
ing physician  realize  the  limitations  and  po- 
tentialities of  these  tests  in  relation  to  the 
previous  animal  methods.  The  purpose  of 
this  paper  is  not  to  endorse  any  test,  but 
rather  to  summarize  the  literature  of  the 
last  few  years,  and  to  alert  the  physician 
that  no  test  is  a panacea.  Clinical  judgment 
and  discrimination  must  be  adhered  to  in  the 
interpretation  of  these  procedures. 

The  new  pregnancy  tests  have  been  de- 
veloped on  the  principle  that  gonadotropins 
of  one  species  may  effect  the  biological  re- 
sponse in  target  organs  of  other  species.  The 
basis  of  the  newer  tests  is  the  specific  immu- 
nological reactivity  of  antihormones  pro- 
duced in  response  to  hormone  administra- 
tion, specifically,  anti-human  chorionic  gon- 
adotropins. These  tests  used  sensitized  red 
blood  cells,22  coated  latex  sensitive  particles15 
or  antiserum  agar.8  The  antigen  is  in  the  pa- 


tient’s urine.  Naturally,  the  effectiveness  of 
these  tests,  as  well  as  those  procedures  using 
animals  is  dependent  upon  the  rapidity  and 
amount  of  human  chorionic  gonadotropins 
(HCG)  produced  following  pregnancy.  The 
abbreviation  HCG  henceforth  will  refer  to 
human  chorionic  gonadotropin. 

The  peak  elevation  of  HCG  is  reached 
early  in  pregnancy.  Most  authors  give  the 
peak  range  of  between  the  sixteenth  and 
sixty-fifth  days  of  pregnancy  with  a rapid 
fall  after  the  eighty-fourth  day.5  This  low 
level  remains  throughout  pregnancy.  It  dis- 
appears completely  from  the  blood  and  urine 
within  three  to  ten  days  postpartum.3  Peaks 
between  40  and  60  days  have  been  reported 
by  five  separate  authors.2 

No  positive  pregnancy  tests  occur  with 
HCG  at  low  levels,  therefore,  it  is  unlikely 
to  have  a positive  test  before  the  eighth  day 
after  a missed  menstrual  period.11’4  This, 
theoretically,  is  about  the  twenty-fifth  day 
of  pregnancy. 

A medical  technologist  working  in  a pri- 
vate laboratory  suspected  pregnancy  when 
she  failed  to  have  a menstrual  period.  Sev- 
en days  after  the  anticipated  menstrual  date 
a Wampole  pregnancy  test  was  done,  and  a 
positive  result  was  obtained.  At  the  same 
time  the  Ortho  pregnancy  test  was  negative. 
Symptoms  of  pregnancy  occurred  shortly 
after  this  and  pregnancy  was  definite. 

Friedman,  in  his  article  on  animal  testing 
in  pregnancy,  felt  it  was  the  thirty-seventh 
day  of  pregnancy  before  sufficient  HCG  could 
be  accurately  detected.4’ 24 
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Sensitivities  of  three  tests  are  compared 
to  animals  in  Tables  I,  II,  and  III. 

High  levels  of  HCG  occur  during  the  first 
trimester  of  pregnancy  with  maximum  levels 
of  500,000  and  600,000  International 
Units2- 4>  11  reported.  The  levels  generally  re- 
main less  than  100,000  International  Units. 
There  are  multiple  measuring  systems  or 
units  of  activity.  These  are  defined  below. 
The  International  Unit  (IU)  equals  the  ef- 
fect of  0.1  microgram  of  crystalline  estrone 
on  the  vaginal  cells  of  a castrate  rat.13 


1 Rat  Unit  (RU) 

equals 

10  Mouse  Units  (MU)13 

1 RU 

equals 

10  IU 

1 IU 

equals 

1 MU 

1 Male  Frog 

equals 

0.5  RU 

1 Female  Frog 

equals 

5 RU 

At  the  present,  in  order  to  prevent  false 
positive  reactions,  immunological  tests  de- 
tect a minimum  of  1.5  IU  of  HCG  in  0.1  ml. 
of  a one  to  two  dilution  of  urine  or  750  IU 
per  100  ml.  of  undiluted  urine,  although  most 


test  only  1,000  IU  per  100  ml.  of  urine.  Frog 
and  toad  tests  are  much  less  sensitive  and 
detect  a minimum  of  70  IU  in  2.5  ml.  of 
urine  extract.12  The  accuracy  of  these  tests, 
in  comparison  to  animals,  is  demonstrated  in 
Table  IV. 

Many  other  factors  also  enter  into  the  ac- 
curate diagnosis  of  pregnancy.  These  in- 
clude: abnormal  pregnancy;  drug  ingestion, 
especially  phenothiazine,  promazine,  and  sal- 
icylates ; pituitary  gonadotropins ; and  the 
patient’s  age. 

The  effect  of  certain  drugs  has  been  men- 
tioned as  causing  false  tests  when  using 
urine.1  ’G>  9 The  present  immunological  tests 
are  presumably  not  affected  by  drugs. 

The  presence  of  gonadotropins  from  the 
pituitary  or  endometrium  may  produce  false 
positive  reactions.17  A test  should  measure 
urinary  levels  of  HCG  of  at  least  500  IU 
per  24  hours  since  interference  of  other  gon- 
adotropins is  prevented  by  the  dilution  fac- 
tor.11 The  other  means  of  elimination  is  by 


TABLE  NUMBER  I19 


Days  From  LMP 

Number 

0-29 

1 

30-34 

10 

35-39 

17 

40-44 

24 

45-89 

123 

90- 

30 

Undetermined 

28 

TOTALS  233 


WAMPOLE  (UCG) 


sitive 

Negative 

% Correct 

1 

0 

7 

3 

70 

15 

2 

88 

24 

100 

119 

4 

97 

28 

2 

93 

28 

100 

221  12  95 


RAT 

Negative 

% Correct 

Died 

100 

1 

90 

100 

1 

96 

1 

3 

98 

9 

1 

98 

4 

97 

1 

6 

97 

15 

Positive 

1 

9 

17 

22 

111 

25 

27 


212 


TABLE  NUMBER  II25 


ORTHO 

(GRAVINDEX) 

TOAD 

Days  From  LMP 

Number 

Positive  Negative 

% Correct 

Positive 

Negative 

% Correct 

38-42 

17 

14 

3 

82 

11 

6 

65 

43-89 

64 

63 

1 

98 

61 

3 

95 

90- 

22 

21 

1 

96 

17 

5 

77 

TOTALS 

103 

98 

5 

95 

89 

14 

86 

TABLE  NUMBER  IIP10 


ORGANON 

(PREGNOSTICON) 

RAT 

Days  From  LMP 

Number 

Positive  Negative 

% Correct 

Positive 

Negative 

% Correct 

Died 

1-14 

14 

2 

12 

14 

0 

13 

0 

1 

15-30 

122 

57 

65 

47 

50 

69 

42 

3 

31-45 

435 

236 

199 

54 

205 

228 

47 

2 

46-89 

234 

112 

122 

48 

92 

141 

40 

1 

90- 

300 

138 

162 

46 

111 

186 

38 

3 

TOTALS 

1105 

545 

560 

49 

458 

637 

42 

10 

*It  should  be  noted,  that  although  the  percentage  of  correct  tests  is  low,  Pregnosticon  compares  more  favorably 
than  the  rat  in  this  series. 
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TABLE  NUMBER  IV# 


Name  of  Test 

Positive 

PREGNANT 

Negative 

r Correct 

Positive 

NON-PREGNANT 

Negative  ^ Correc 

*Wampole  (UCG)1:‘ 

221 

12 

95 

18 

246 

93 

Rat 

212 

(j 

97 

25 

223 

90 

**Organon1,;  (Pregnosticon) 

545 

0 

100 

0 

560 

100 

Rat 

422 

117 

79 

50 

506 

91 

Hemagglutination1 7 ( Non-commercial ) 

392 

8 

98 

0 

100 

100 

Mice 

395 

5 

99 

0 

100 

100 

Burroughs-Wellcome20  (Prepuerin) 

140 

6 

96 

1 

93 

99 

**Organon  (Pregnosticon) 

78 

2 

99 

1 

115 

99 

Frog 

77 

0 

100 

0 

93 

100 

***Ortho25  ( Gra vindex ) 

98 

5 

93 

1 

30 

97 

Male  Toad 

89 

14 

84 

0 

18 

100 

#It  would  be  impossible  to  compare  these  immunological  tests  with  each  other,  since  the  conditions  under  which 
each  test  was  done  would  be  variable.  Each  is  compared  with  an  animal  test. 

*Refer  to  Table  Number  I 

**Refer  to  Table  Number  III 

***Refer  to  Table  Number  II 


TABLE  NUMBER  V17 


Condition 

Pregnancy 

Climacteric 

Carcinoma  of  Uterus  and  Cervix 

Choriocarcinoma 

Non-Pregnant 


HEMAGGLUTINATION 

( NON-COMMERCIAL ) 

ASCHHEIM-ZONDEX 

Number 

Positive 

Negative 

% Correct 

Positive 

Negative 

% Correct 

400 

392 

8 

98 

395 

5 

99 

50 

12 

38 

76 

2 

48 

96 

20 

4 

16 

80 

20 

100 

4 

4 

0 

4 

0 

100 

100 

100 

100 

100 

TABLE 

NUMBER  VI7 

ORTHO 

(GRA  VINDEX 

TUBE) 

Condition 

Number 

Positive 

Negative  °/i 

Correct 

Incomplete  Abortion* * ** *** 

1 

1 

Missed  Abortion* 

2 

2 

Postpartum* 

8 

2 days 

1 

1-3  weeks 

4 

4-6  weeks 

2 

7-12  weeks 

1 

Polycystic  Ovaries 

2 

2 

0 

Scrotal  Abscess 

2 

2 

0 

Embryonal  Carcinoma  of  testes 

2 

2 

0 

FROG 

Positive  Negative  % Correct 

1 

2 


4 

2 

1 

2 100 

2 100 

2 100 


^Percentages  can  not  be  determined  as  viable  trophoblastic  tissue  may  continue  to  produce  low  levels  of  chorionic 
gonadotropins,  detectable  only  by  the  immunological  tests. 


HCG  specific  antihormones  which  at  present 
are  difficult  to  produce. 

The  pertinent  problem  here,  and  one  which 
has  appeared  in  this  hospital,  is  that  body 
conditions,  other  than  pregnancy,  may  cause 
a rise  of  HCG  or  other  gonadotropins  which 
may  produce  immunological  tests  indicative 
of  pregnancy. 

Salzberger  and  Nelkin,17  in  1963,  reported 
on  a series  of  patients  giving  false  tests. 
They  reported  false  negative  tests  in  urines 
of  low  specific  gravity  and  false  positive 


tests  in  the  climacterium;  carcinoma  of  the 
cervix  and  uterus ; and  elevated  pituitary 
gonadotropin.  Table  V indicates  their  re- 
sults using  the  Aschheim-Zondex  bio-assay 
test  in  contrast  to  a non-commercial  hemag- 
glutination pregnancy  test.  Table  VI  gives 
similar  results  reported  by  Henry  and  Lit- 
tle.7 One  can  readily  see  from  these  tables, 
that  the  delicate  immunological  tests  for 
pregnancy  must  be  used  with  good,  sound, 
clinical  judgment  as  with  previous  animal 
pregnancy  tests. 
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The  following  two  case  histories  exemplify 
the  necessity  for  good,  clinical  judgment. 
These  are  examples  in  which  false  positive 
immunological  tests  occur  in  the  climateric 
group  of  females. 

CASE  HISTORY  I 

A 51-year-old  white  female,  para  four, 
gravida  four,  was  admitted  to  this  hospital 
with  a history  of  regular  menstrual  periods 
until  two  months  prior  to  admission  when 
amenorrhea  occurred.  The  only  other  irregu- 
larity of  menstruation  occurred  six  months 
prior  to  admission  when  she  had  periods 
every  two  weeks  for  two  or  three  months. 
The  patient  had  seen  her  family  phy- 
sician because  of  headaches  and  a breast 
mass.  There  was  no  history  of  symptoms  of 
menopause  or  pregnancy.  Examination  re- 
vealed the  uterus  enlarged  two  times  normal 
size.  An  Ortho  slide  pregnancy  test  was  re- 
ported positive.  This  test  was  repeated  and 
reported  as  equivocal.  A Friedman  test  was 
done  and  reported  negative.  The  patient  was 
subsequently  reported  not  pregnant. 

CASE  HISTORY  II 

A 51-year-old  white  female  para  four, 
gravida  five,  aborta  one,  was  seen  by  her 
family  physician  February  14,  1964,  because 
of  a bloody,  vaginal  discharge  with  bloating, 
cramping,  and  fullness  of  the  lower  abdomen 
for  one  month.  She  stated  that  her  last 
menstrual  period  was  November  8,  1963,  but 
that  she  had  been  having  increasing  hot 
flashes  for  three  years.  She  stated  that  preg- 
nancy tests  (Wampoles)  had  been  done  on 
two  separate  occasions  and  reported  positive 
by  another  physician.  She  had  been  told 
that  she  was  pregnant,  although  physical 
findings  were  apparently  not  compatible 
with  pregnancy.  Physical  findings  at  this 
time  were  normal,  and  the  uterus  was  not 
enlarged.  She  was  asked  to  return  in  two 
weeks  but  she  was  next  seen  by  her  family 
physician  on  February  26,  1964.  Wampole’s 
pregnancy  test  was  repeated,  and  at  the 
same  time  a urine  specimen  was  sent  to  a 
private  laboratory.  These  tests  were  report- 
ed positive.  Physical  findings  were  again 
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normal  and  no  uterine  enlargement  or  ad- 
enexal  masses  could  be  detected.  The  diag- 
nosis was  a functional  ovarian  tumor.  She 
was  referred  to  a gynecologist  for  evaluation 
and  treatment.  She  saw  the  gynecologist 
March  10,  1964.  The  physical  examination 
revealed  a normal  cervix  and  uterus  without 
adenexal  masses.  Cytology  was  normal.  A 
vaginal  smear  revealed  a low  estrogen  level 
with  slight  cornification.  This  was  inter- 
preted as  compatible  with  menopause.  There 
was  no  physical  evidence  of  pregnancy.  Im- 
munological pregnancy  tests  were  repeated 
and  both  Wampole  and  Ortho  were  positive. 
A frog  test  was  done  at  the  same  time  and 
reported  negative.  With  this  report  and  lack 
of  physical  signs  of  pregnancy,  it  was  as- 
sumed that  the  immunological  tests  were 
false  positives  due  to  a climacteric  state  with 
increased  circulating  pituitary  gonadotro- 
pins. The  patient  was  started  on  Premarin 
0.625  mg.  daily  for  three  weeks,  and  a re- 
peat immunological  test  for  pregnancy  was 
negative. 

A situation  of  probably  more  serious  con- 
sequences is  one  in  which  the  sensitive  im- 
munological pregnancy  test  remains  positive 
for  prolonged  periods  after  intrauterine 
death  of  the  fetus.  This  is  especially  true 
when  the  blood  fibrinogen  is  allowed  to  drop 
to  low  levels  because  the  physician  does  not 
want  to  evacuate  the  uterus,  on  clinical 
grounds,  in  the  face  of  a positive  pregnancy 
test.  HCG  undoubtedly  continues  to  circu- 
late after  fetal  death  in  this  situation  in  con- 
tinually decreasing  levels,  yet  it  is  still  de- 
tectable by  the  sensitive  immunological  tests. 
This,  then,  is  the  situation  where  animal  test- 
ing is  again  of  value  for  a more  nearly  ac- 
curate diagnosis.  The  bio-assay  will  not  de- 
tect HCG  which  has  declined  to  a level  below 
that  of  normal  pregnancy.20  The  following  is 
an  example  of  this  situation. 

CASE  HISTORY  III 

A 23-year-old  Negro  female  para  three, 
gravida  three,  was  first  seen  by  her  obste- 
trician October  6,  1963,  with  a history  of 
the  last  menstrual  period  August  18,  1963. 
She  had  definite  symptoms  of  pregnancy. 
The  obstetrician  diagnosed  pregnancy  after 
her  examination  October  30,  1963.  She  felt  no 
fetal  movement  between  December  26,  and 
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TABLE  NUMBER  VII10 


WAMPOLE  (UCG) 

RAT 

Condition 

Number 

Positive  Equivocal 

Negative 

Positive 

Equivocal 

Negative 

Died 

Ectopic  Pregnancy 

19 

13 

0 

6 

13 

2 

4 

Inevitable  or  Incomplete  Abortion 

142 

110 

2 

30 

92 

9 

28 

13 

Missed  Abortion 

18 

5 

1 

12 

8 

0 

9 

1 

Post  Abortion 

30 

5 

2 

23 

3 

3 

22 

2 

TABLE  VIII18 

HEMAGGLUTINATION 

(NON-COMMERCIAL) 

TOAD 

Condition 

Number 

Positive  Negative  % 

Correct 

Positive 

Negative 

% Correct 

Hydatid  Mole 

31 

2 

29 

6.5 

2 

29 

6.5 

Pregnant  (with  diagnosis  of  mole) 

4 

4 

100 

4 

100 

Choriocarcinoma  in  females 

2 

1 

1 

50 

2 

100 

Choriocarcinoma  in  males 

2 

1 

1 

50 

2 

0 

December  31,  as  had  been  previously  detect- 
ed. The  patient  had  a small  amount  of  vag- 
inal bleeding  on  January  5,  and  still  no  fetal 
movement.  The  Wampole  pregnancy  test 
was  positive  on  January  22,  and  the  uterus 
was  described  as  being  the  size  of  an  eight 
to  ten  weeks  pregnancy.  The  question  of  a 
missed  abortion  arose.  The  uterus  was  un- 
changed in  size  on  February  12,  and  26,  and 
the  Wampole  and  Ortho  pregnancy  tests  were 
positive  on  the  latter  date.  At  the  suggestion 
of  the  author  that  the  immunological  tests 
were  too  sensitive  and  were  only  detecting 
remaining  HCG  after  fetal  death,  a frog  test 
was  done  on  the  same  concentrated  urine 
specimen.  This  was  negative.  The  patient 
was  hospitalized  and  the  blood  fibrinogen 
was  reported  63  mgs.  per  cent.  The  Ortho 
test  was  repeated  and  gave  an  equivocal 
result.  A rabbit  test  was  done.  The  uterus 
was  emptied  due  to  the  low  blood  fibrinogen 
before  the  rabbit  test  could  be  reported,  and 
a missed  abortion  was  definite.  The  rabbit 
test  was  later  reported  negative. 

The  important  point  to  emphasize  is  that 
the  immunological  tests  at  this  time  can  not 
be  used  unequivocally  in  determining  the 
status  of  an  abnormal  pregnancy.  However, 
these  tests  must  be  considered,  in  general, 
equal  to,  or  superior  to  the  different  animal 
tests,  particularly  in  the  early  diagnosis  of 
pregnancy. 


Joe  Bills  Reynolds,  M.D.,  a 1962  grad- 
uate of  the  University  of  Oklahoma  School 
of  Medicine,  is  now  taking  a residency  in 
Obstetrics  and  Gynecology  at  St.  Anthony 
Hospital  in  Oklahoma  City. 
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A comparison  of  abnormal  pregnancies 
is  shown  in  Tables  V,  VI,  and  VII. 

Another  field  of  insecurity  is  in  the  diag- 
nosis of  hydatiform  moles  and  choriocarci- 
noma by  the  immunological  test.  A mole  or 
choriocarcinoma  must  be  considered  proba- 
ble when  a urine  gives  a positive  pregnancy 
test  in  a 500  plus  dilution.  Very  little  spe- 
cific information  has  been  published  in  re- 
gard to  immunological  testing,  although  most 
immunological  tests  have  a quantitative 
method  of  testing  for  hydatiform  moles  or 
choriocarcinomas.10’ 15>  22 

Hepler,8  describes  a quantitative  Fried- 
man test  in  which  dilutions  of  urine  1:10, 
1:100,  and  1:1,000  are  used.  When  a 1:10 
dilution  is  positive,  it  represents,  a normal 
pregnancy.  If  a 1:100  or  1:1,000  dilution 
is  positive  it  may  represent  a tumor.  The 
present  recommended  method  of  determining 
abnormally  high  HCG  concentrations  with 
immunological  tests  is  by  dilutions.10- 15>  22 
Djopopramoto2  compared  one  hundred- 
thirty  moles  and  twenty-two  choriocarci- 
nomas with  the  male  toad  (Bufo  melanostic- 
tus),  and  the  Friedman  rabbit  test.  Sixty- 
two  per  cent  of  all  moles  had  400,000  IU 
per  liter  (1 :400  dilution),  with  a range  from 
100,000  IU  up,  in  the  toad. 

Forty-one  cases  of  hypermesis  gravidar- 
um showed  titers  of  200,000  IU  per  liter 
(1 :200  dilution)  with  forty  per  cent  100,000 
IU  per  liter  (1:100  dilution).  Elevated  HCG 
also  occurs  with  pre-eclampsia,  twins,  and 
hydramnios. 

Caution  must  be  used  when  the  patient  is 
less  than  one  hundred  days  pregnant  in  in- 
terpreting HCG  levels  as  abnormal.  The 
level  after  one  hundred  days  is  rarely  over 
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20,000  IU  per  liter.2’ 5 Delfs21  feels  that 
a persistent  or  rising  HCG  titer  of  20,000 
IU  per  liter  thirty  days  after  evacuation  for 
a mole,  indicates  a malignant  change  or  at 
least  viable  trophoblastic  tissue. 

Tables  V,  VI,  and  VIII,  give  an  indication 
of  accuracy  in  diagnosing  these  conditions 
with  the  immunological  pregnancy  tests. 

DISCUSSION 

The  new  immunological  tests  for  preg- 
nancy are  the  method  of  choice  for  early 
detection  of  normal  pregnancy  due  to  their 
increased  sensitivity.  The  physician  should 
realize  that  they  also  have  limitations,  par- 
ticularly in  the  early  diagnosis  of  intra- 
uterine death  and  during  the  climacterium. 
Most  false  tests  occur  as  a result  of  slightly 
elevated  normal  gonadotropins,  or  of  per- 
sistent levels  of  chorionic  gonadotropin  fol- 
lowing intrauterine  death  which  are  readi- 
ly detected  by  the  sensitive  immunological 
tests.  This  necessitates  the  use  of  the  less 
sensitive  animal  tests  for  a more  accurate 
correlation  of  clinical  and  laboratory  data. 

The  companies  now  producing  these  tests 
are  continuing  their  research  for  improve- 
ment in  these  areas  as  well  as  for  the  use 
of  serum  in  immunological  tests.  At  the 
present  time,  however,  the  final  diagnosis 
is  dependent  upon  a knowledgeable,  clinical 
judgment. 

SUMMARY 

1.  Immunological  tests  are  extremely  sen- 
sitive. 

2.  Early,  accurate  diagnosis  of  pregnancy 
is  increased  by  these  tests. 

3.  False  reactions  occur  with  elevated 
normal  levels  of  gonadotropins,  fetal 


death,  carcinoma  of  the  endometrium, 
hydatiform  moles,  and  choriocarci- 
noma. 

4.  Animal  tests  are  still  indicated  when 
laboratory  reports  do  not  correlate  with 
clinical  findings. 

* * * * * * * 
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YOUR  LIABILITY 

Q — May  a physician  temporarily  leave  or  interrupt  his  practice  without 
being  liable  to  a patient  for  lack  of  diligence? 

A — Yes,  provided  the  physician  makes  proper  provision  for  the  attendance 
of  a competent  physician  during  his  absence,  timely  informs  the  patient 
of  his  unavailability  and  the  substitution,  and  does  not  absent  himself  while 
the  patient  is  in  a critical  condition.  Miller  v.  Dore,  11+8  A 2nd  692. 
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A Case  of  Chronic  Pancreatitis 
Without  History  of  Pain 


B ARTIS  M.  KENT,  M.D. 

THOMAS  J.  HANLON,  M.D. 

An  unusual  case  of  advanced  chronic 
pancreatitis  is  presented  which  did  not 
manifest  a course  of  recurrent  acute 
episodes  of  pain  during  its  development. 

Chronic  PANCREATITIS  is  a very  eva- 
sive disease  which  at  times  can  cause  untold 
diagnostic  problems.  That  the  etiology  is 
poorly  understood  is  reflected  by  the  many 
varied  theories  of  causation.  The  course  is 
one  of  various  manifestations ; often  initiated 
by  recurrent  episodes  of  acute,  intermittent 
manifestations  — usually  pain,  nausea  and 
vomiting.  This  causes  progressive  damage  to 
the  pancreatic  tissue  which  finally  results  in 
insufficient  pancreatic  function  in  the  later 
stages. 

The  etiology  is  generally  considered  to  be 
related  primarily  to  chronic  alcoholism  or 
chronic  gallbladder  disease,  frequently  chole- 
lithiasis. Some  investigators  have  classified 
the  disease  on  the  basis  of  one  or  the  other 
of  the  above  conditions.1  Other  causes  which 
have  been  implicated  are  hyperlipemia,  meta- 
bolic disturbances,  trauma,  infection,  vascu- 
lar disorders,  allergic  manifestations,  neuro- 
genic factors  and  hereditary  influences.  The 
presence  of  a hereditary  factor  has  been 
established  in  certain  cases  of  classical  pan- 
creatitis and  has  been  shown  to  be  due  to  a 
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dormant  gene  in  one  of  the  autosomal 
pairs.3* 4 

Even  more  confusing  has  been  the  effort 
to  determine  the  pathogenesis  of  changes  re- 
sulting in  pancreatitis.  Four  theories  are 
generally  advanced  to  explain  these  changes.4 

1.  The  obstructive  theory  holds  that  ob- 
struction of  the  pancreatic  duct  in  combina- 
tion with  hypersecretion  of  the  exocrine 
glands  results  in  increased  pressure  in  the 
duct  sufficient  to  cause  rupture.  This  results 
in  edema,  congestion,  and  focal  hemorrhage 
in  the  pancreatic  tissue  and  eventually  re- 
sults in  necrosis  and  fibrosis  of  the  gland. 
This  reaction  appears  to  be  brought  about 
by  activation  of  the  enzymes  within  the  tis- 
sue. Apparently,  obstruction  of  the  duct 
alone,  without  the  stimulus  of  hypersecre- 
tion is  not  sufficient  to  cause  these  changes. 

2.  The  common  channel  theory  holds  that 
pancreatitis  results  from  reflex  of  bile  into 
the  pancreas  through  a common  channel  be- 
tween the  common  bile  duct  and  the  pan- 
creatic duct.  This  occurs  when  the  ampulla 
of  Vater  is  obstructed.  It  is  believed  that 
the  bile  results  in  destruction  of  pancreatic 
tissue;  however,  there  is  much  evidence  to 
refute  this.6 

3.  The  toxic  theory.  Certain  chemicals 
have  been  shown  to  produce  pancreatitis  ex- 
perimentally.7 Alcohol  is  thought  to  have  its 
effect  in  this  manner. 

4.  The  infectious  theory.  This  cause  does 
not  account  for  very  many  cases  of  pancreati- 
tis. Acute  pancreatitis  will  occur  following 
mumps,  scarlet  fever,  and  certain  dysen- 
teries. Whether  or  not  infectious  agents  will 
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result  in  chronic  pancreatitis,  however,  is 
highly  uncertain. 

Although  the  course  of  chronic  pancreati- 
tis is  usually  initiated  by  recurrent  attacks  of 
epigastric  pain,  this  is  not  always  the  case. 
Coffey,  in  reviewing  105  cases  of  pancreati- 
tis, found  this  course  to  be  present  in  only 
70  per  cent  of  the  cases.8  The  remainder  of 
the  manifestations  secondarily  resulting 
from  pancreatic  insufficiency  are  the  re- 
sults of  the  long-term  inflammatory  reaction, 
and  in  his  105  cases  it  appears  with  the  fol- 
lowing frequency: 

X-ray  evidence  of  calcification 


of  the  pancreas  40% 

Diabetes  mellitus  39% 

Steatorrhea  9% 

Epigastric  mass— palpable  on  examination  6% 
Jaundice  13% 

Hyperparathyroidism  4% 

Pleural  effusion  5% 


Chronic  pancreatitis  has  been  shown  to 
present  itself  occasionally  as  a subdiaphrag- 
matic  abscess,  abdominal  abscess,  or  peri- 
nephric abscess.9  It  may  cause  thromosis  of 
the  splenic  vein  which  results  in  portal  hy- 
pertension and  esophageal  varices  or  ascites. 

The  Veterans  Administration  Hospital  at 
Muskogee,  Oklahoma  had  the  unique  oppor- 
tunity to  study  an  unusual  case  of  progres- 
sive chronic  pancreatitis  which  was  not  as- 
sociated with  the  usual  episodes  of  pain 
characterizing  this  disease.  The  patient,  age 
42,  was  first  seen  on  16  February,  1953  at 
which  time  he  was  hospitalized  until  2 March, 
1953  with  influenza.  His  illness  was  a typi- 
cal acute  episode  of  upper  respiratory  infec- 
tion, which  responded  to  therapy.  At  that 
time  he  gave  a history  of  having  been  told 
five  years  previously  that  he  had  a bad  heart, 
although  he  had  no  cardiovascular  symptoms. 
History  was  otherwise  significant  in  that  he 
consumed  one  quart  of  whiskey  per  week  and 
that  he  smoked  half  a can  of  tobacco  daily. 
Findings  at  the  time  of  discharge  were  es- 
sentially normal,  other  than  a blood  pressure 
of  206/120  and  electrocardiographic  findings 
of  a left  heart  strain  pattern. 

He  remained  asymptomatic  two  years, 
when  he  was  again  hospitalized  with  pneu- 
monia. At  this  time  he  was  found  to  be  in 
diabetic  acidosis  (the  diabetes  was  previous- 
ly unknown  to  him) . He  responded  to  treat- 
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ment  and  was  discharged  on  30  units  of 
PZI  insulin  daily.  He  had  no  gastrointestinal 
complaints  at  this  time.  His  blood  pressure 
remained  elevated.  However,  he  admitted 
that  he  did  not  take  any  antihypertension 
medication  when  out  of  the  hospital. 

He  was  next  seen  eight  months  later  with 
a laceration  of  the  lip.  He  had  no  gastro- 
intestinal complaints  at  this  time.  However, 
because  of  the  incidental  finding  of  an 
epigastric  mass  on  physical  examination  and 
a history  of  20  pounds  weight  loss,  he  had 
gastrointestinal  and  gall  bladder  x-ray  stud- 
ies. These  were  reported  normal.  He  was 
maintained  on  a 2500-calorie  diabetic  diet 
and  30  units  of  PZI  insulin  daily. 

He  was  next  admitted  to  the  hospital  al- 
most four  years  later,  this  time  complaining 
of  abdominal  distress  and  weight  loss.  He 
was  again  in  diabetic  acidosis.  The  abdo- 
minal distress  was  acute,  having  occurred 
suddenly  on  the  day  of  admission.  The 
patient  was  treated  for  acidosis ; he  respond- 
ed promptly  and  experienced  no  further  ab- 
dominal distress.  He  was  maintained  on  40 
units  of  NPH  insulin  daily  and  a 2,000  calorie 
diet.  He  remained  in  the  hospital  one  month, 
during  which  time  he  had  frequent  stools. 
He  gave  a history  of  diarrhea  consisting  of 
from  five  to  ten  stools  daily  during  the 
previous  two  years.  These  stools  alternated 
between  liquid  and  soft-solid,  contained  un- 
digested food  particles  and  had  a greasy, 
white  appearance.  At  this  time  it  was  first 
suspected  that  the  patient  might  have  chronic 
pancreatitis.  During  this  hospitalization  he 
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underwent  gastroscopy  which  showed  chron- 
ic hypertropic  gastritis.  The  stools  were 
negative  for  ova,  parasites  and  pathogenic 
organisms  on  at  least  three  occasions.  X-ray 
of  the  upper  gastrointestinal  tract  was  re- 
ported as  consistent  with  hypertrophic  gas- 
tritis; however,  lymphoma  of  the  stomach 
was  considered.  The  patient’s  blood  pressure 
at  this  time  was  110/90. 

The  patient  improved  with  conservative 
management  and  was  discharged  from  the 
hospital.  He  was  next  admitted  to  the  hos- 
pital in  insulin  shock  from  which  he  prompt- 
ly recovered.  At  this  time  he  gave  a history 
of  continued  frequent  stools.  Because  of 
improvement  in  the  hospital  he  was  dis- 
charged and  was  not  seen  again  until  3 
March,  1960  when  he  was  again  hospitalized 
because  of  continued  diarrhea,  weight  loss, 
weakness  and  generalized  pruritis.  He  was 
somewhat  emaciated  at  this  time.  During 
his  hospitalization  a serum  lipase  level  was 
0.5  units.  The  stool  examinations  were  nega- 
tive for  ova,  parasites  and  pathogenic  or- 
ganisms. The  patient  was  treated  conserva- 
tively and  was  allowed  to  go  home. 

He  returned  three  months  later  with  a 
recurrence  of  the  diarrhea  as  well  as  weak- 
ness, dehydration  and  decubitus  ulcer  of 
the  right  hip.  At  this  time  the  urine  amylase 
was  162  Somogyi  units.  The  24-hour  excre- 
tion of  amylase  was  1620  units ; the  24-hour 
stool  excretion  of  amylase  was  21,800  units ; 
the  serum  amylase  was  99  units.  The  serum 
lipase  was  0.15  units;  the  urine  lipase  was 
0.05  units;  the  stool  lipase  was  3.5  units. 
Gastric  analysis  showed  62  units  of  free 
acid  with  75  units  of  total  acid.  PBI  was 
6.3  mu  per  cent;  electrophoretic  pattern  was 
within  normal  limits  except  for  a slight  in- 
crease in  the  A2  globulin.  The  patient  was 
treated  with  2500  calorie  diabetic  diet  and 
placed  on  a sliding  scale  dosage  of  regular 
insulin.  Because  of  an  infection  of  the  right 
great  toe,  leg  amputation  was  done.  The  pa- 
tient returned  home  after  the  surgery.  How- 
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ever,  he  again  required  admission  on  25  Oc- 
tober 1960  for  skin  graft  of  the  decubitus 
lesion.  During  this  time  he  continued  to  have 
severe  diarrhea  with  stools  characteristic  of 
a malabsorption  syndrome.  Repeated  stool  ex- 
aminations remained  negative  for  the  pres- 
ence of  ova-parasites.  The  hemoglobin  at 
this  time  had  dropped  to  8.6  with  a hemato- 
crit of  31  per  cent;  it  had  been  normal  pre- 
viously. The  patient  continued  a downhill 
course  and  expired  18  December,  1960. 

Autopsy.  The  body  was  that  of  an  ex- 
tremely emaciated  adult  colored  male  weigh- 
ing 65  pounds  and  69  inches  tall  with  multi- 
ple decubitus  ulcers.  The  lungs  showed 
bronchopneumonia.  The  pancreas  weighed 
70  grams.  The  duct  of  Wirsung  contained 
milky  material.  The  architecture  was  dis- 
torted on  microscopic  examination,  with  ex- 
cessive increase  in  the  connective  tissue  com- 
ponent. There  was  a marked  decrease  in  the 
exocrine  and  insular  tissue.  The  small  in- 
testines were  normal  grossly  and  microscopi- 
cally. 

This  case  is  reported  with  the  thought 
that  is  represents  one  of  the  rare  cases  of 
chronic  pancreatitis  without  the  usual  back- 
ground history,  which  developed  while  the 
patient  was  being  followed  by  a hospital 
group,  but  without  any  significant  periods 
of  pain. 
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Ophidiasis  in  Oklahoma 


HENRY  M.  PARRISH,  M.D.,  D.P.H. 

An  estimated  206  people  are  bitten  by 
poisonous  snakes  annually  in  Oklahoma , 
providing  the  State  with  the  fourth 
highest  incidence  of  bites  for  the  states 
west  of  the  Mississippi  River.  The 
epidemiology  and  treatment  of  poisonous 
snakebites  are  discussed. 


Uphidiasis  or  snake  venom  poisoning  is 
an  important  medical  problem  in  Oklahoma. 
Oklahoma  has  the  fourth  highest  annual 
snakebite  rate  of  the  states  west  of  the  Mis- 
sissippi River.  The  leading  annual  snakebite 
rates  per  100,000  population  for  these  states 
are  found  in  Arkansas  (17.19),  Texas 
(14.70),  Louisiana  (10.25)  and  Oklahoma 
(8.85).  It  is  interesting  that  all  of  these 
states  are  members  of  the  West  South  Cen- 
tral Region  of  the  United  States.  In  view  of 
these  findings  it  is  remarkable  that  only  one 
person  in  Oklahoma  died  from  a poisonous 
snakebite  during  the  ten-year  period,  1950- 
1959.1  A careful  study  of  Oklahoma’s  snake- 
bite problem  has  never  been  published.  There- 
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fore,  it  seemed  worthwhile  to  define  the  epi- 
demiology of  poisonous  snakebites  in  Okla- 
homa, to  relate  some  medical  findings  asso- 
ciated with  these  bites  and  to  review  briefly 
current  concepts  of  snakebite  treatment. 

POISONOUS  SNAKES 

According  to  Conant,2  the  following  species 
and  sub-species  of  poisonous  snakes  are  in- 
digenous to  Oklahoma : the  western  dia- 

mondback  rattlesnake  ( Crotalus  atrox) , the 
timber  rattlesnake  ( Crotalus  horridus  horri- 
dus),  the  prairie  rattlesnake  ( Crotalus  viri- 
dis  viridis) , the  western  pigmy  rattlesnake 
( Sistrurus  miliarius  streckeri) , the  western 
massasauga  ( Sistrurus  catenatus  tergemi- 
nus) , the  desert  massasauga  ( Sistrurus 
catenatus  edwardsi ),  the  northern  copper- 
head ( Agkistrodon  contortrix  mokeson),  the 
broad-banded  copperhead  ( Agkistrodon  con- 
tortrix laticinctus) , and  the  western  cotton- 
mouth  moccasin  ( Agkistrodon  piscivorus 
leuco stoma) . There  are  no  coral  snakes  na- 
tive to  Oklahoma.  Thus,  there  are  nine  spec- 
ies or  sub-species  of  poisonous  snakes  in 
Oklahoma.  See  figure  1 for  photographs 
of  poisonous  snakes  of  Oklahoma. 

Oklahoma’s  poisonous  snakes  are  all  pit 
vipers.  They  are  so  named  because  of  a 
characteristic  pit  which  is  located  between 
the  eye  and  nostril  on  each  side  of  the  body. 
Pit  vipers  also  are  identified  by  elliptical 
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Figure  1 

pupils  and  by  two  well-developed  fangs  which 
protrude  from  the  maxillae  when  the  snake’s 
mouth  is  opened.  Rattlesnakes  have  rattles 
which  are  attached  to  their  tails.  Copper- 
heads, cottonmouth  moccasins  and  harmless 
snakes  do  not  have  rattles.  Harmless  snakes 
do  not  have  facial  pits,  they  have  round 
rather  than  elliptical  pupils,  and  while  they 
have  teeth,  they  lack  fangs. 

Oftentimes  people  will  chop  the  head  off 
a snake  which  has  bitten  someone  and  bring 
in  the  snake’s  body  for  identification.  Pit 
vipers  can  be  identified  by  turning  the 
snake’s  belly  upwards  and  noting  a single 
row  of  subcaudal  plates  just  below  the  anal 
plate.  Harmless  snakes  have  a double  row  of 
subcaudal  plates.  Figure  2 depicts  the  char- 


acteristic features  of  pit  vipers  and  harm- 
less snakes. 

METHODS  OF  STUDY 

A questionnaire  and  letter  explaining  the 
purpose  of  this  study  were  mailed  to  a 
“selected”  group  of  Oklahoma  hospitals  list- 
ed in  the  Journal  of  the  American  Hospital 
Association,  Hospitals  Guide  Issue.  The  hos- 
pitals selected  for  this  study  were  general 
hospitals,  children’s  hospitals  and  college 
infirmaries.  Army,  Navy,  Coast  Guard,  Pub- 
lic Health  Service,  Air  Force  and  Veterans 
Administration  hospitals  also  were  sent 
questionnaires.  Maternity,  tuberculosis  and 
mental  hospitals  were  omitted  since  they 
would  not  be  expected  to  treat  snakebite 
victims.  A total  of  116  Oklahoma  hospitals 
comprise  the  study  group.  Each  hospital 
was  requested  to  report  all  in-patients  ad- 
mitted to  the  hospital  for  snakebite  treatment 
during  1958  and  1959. 

Most  hospitals  do  not  code  and  tabulate 
the  diagnoses  of  emergency  room  and  out- 
patient clinic  visits.  Since  some  snakebite 
victims  are  not  admitted  to  the  hospital  as 
in-patients,  it  seemed  essential  to  ask  a 
sample  of  practicing  physicians  how  many 
snakebite  victims  they  treated  on  both  an  out- 
patient (office,  home,  emergency  room,  etc.) 
and  on  an  in-patient  basis.  Previous  sur- 
veys, 3>  4 have  shown  that  most  people  with 
venomous  snakebites  are  treated  by  general 
practitioners,  surgeons,  internists,  pediatri- 
cians and  orthopedic  surgeons.  Therefore, 
a random  sample  of  one-third  of  all  the 
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Oklahoma  physicians  in  these  categories  of 
practice  who  were  listed  in  the  A.  M.  A. 
American  Medical  Directory  were  sent  ques- 
tionnaires. 

Death  certificates  for  fatal  snakebite  cases 
were  obtained  from  the  Oklahoma  State 
Department  of  Health. 


RESULTS 

This  report  is  based  on  questionnaires 
returned  by  108  (93  per  cent)  of  116  Okla- 
homa hospitals.  It  is  supplemented  by  ques- 
tionnaires returned  by  390  (73  per  cent)  of 
533  practicing  physicians  in  the  State.  The 
Oklahoma  State  Department  of  Health  in- 
dicated that  there  was  one  snakebite  death 
during  1958  and  none  during  1959. 

Incidence — Oklahoma  hospitals  reported  a 
total  of  69  in-patients  treated  for  poisonous 
snakebites  during  1958  and  1959.  There  were 
34  cases  in  1958  and  35  cases  in  1959 — an 
average  of  34.5  cases  per  year.  Of  the  69 
snakebites  reported  during  1958  and  1959, 
detailed  case  reports  were  received  for  66 
patients  and  only  numbers  of  bites  were 
reported  for  three  cases.  All  analyses  in  this 
paper,  excluding  the  estimate  of  incidence, 
were  based  on  the  66  detailed  case  reports 
received  from  hospitals. 

Physicians’  reports,  when  adjusted  to  ac- 
count for  all  Oklahoma  physicians  in  the 
practice  categories  mentioned,  indicated  that 
approximately  120  in-patients  and  86  out- 
patients were  treated  for  snakebite  accidents 
each  year.  The  difference  between  the  esti- 
mate of  120  in-patients  treated  by  physicians 
and  the  average  of  35  in-patients  reported 
by  hospitals  can  be  explained,  in  part,  by 
the  following  facts : (1)  eight  Oklahoma  hos- 
pitals did  not  participate  in  the  study;  (2) 
six  counties  from  which  physicians  reported 
numerous  snakebites  did  not  have  hospitals 
listed  in  the  Hospitals  Guide  Issue;  (3)  there 
was  evidence  of  under-reporting  snakebite 
in-patients  from  seven  hospitals  which  par- 
ticipated in  the  study;  and  (4)  physicians 
indicated  that  many  in-patients  were  treated 
in  small  clinics  and  hospitals  not  listed  in 
Hospitals  Guide  Issue.  Taking  all  of  these 
various  reports  into  consideration,  I esti- 
mate that  approximately  206  (120  in-patients 
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and  86  out-patients)  people  are  treated  an- 
nually for  poisonous  snakebites  in  Oklahoma. 
This  provides  an  incidence  of  8.85  bites  per 
100,000  population  per  year. 

Geopathology — The  geographical  distribu- 
tion of  snakebites  reported  in  Oklahoma  dur- 
ing 1958  and  1959  may  be  seen  in  figure  3. 
The  lightly  shaded  counties  are  those  from 
which  hospitals  reported  in-patients  treated 
for  snakebites.  An  appropriate  symbol  is 
used  to  mark  each  hospitalized  patient  who 
was  bitten  by  a specific  kind  of  snake.  The 
darker  shaded  counties  are  those  counties 
from  which  physicians  reported  snakebite 
cases,  but  from  which  no  cases  were  reported 
by  hospitals. 

Of  66  people  hospitalized  for  snakebite 
treatment  for  whom  detailed  records  were 
available,  37  (56  per  cent)  were  bitten  by 
copperheads,  11  (17  per  cent)  by  rattle- 
snakes, six  (nine  per  cent)  by  cottonmouth 
moccasins,  and  12  (18  per  cent)  by  unidenti- 
fied poisonous  snakes. 

Figure  3 shows  snakebites  were  reported 
from  all  sections  of  the  State.  However, 
snakebites  were  more  frequent  in  the  eastern 
and  central  two-thirds  of  the  State  than  in 
the  western  one-third.  Copperhead  bites  oc- 
curred only  in  eastern  and  central  parts  of 
the  State.  Most  cottonmouth  moccasin  bites 
happened  in  the  southern  part  of  Oklahoma. 
On  the  other  hand,  most  rattlesnake  bites 
were  in  the  western  part  of  the  State.  The 
geographical  patterns  of  bites  by  various 
kinds  of  snakes  are  consistent  with  the 
ecological  ranges  of  poisonous  snakes  in 
Oklahoma  described  by  Conant.2  The  only 
discrepancy  is  that  two  of  the  cottonmouth 
moccasin  bites  bordered  the  western  bound- 
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TABLE  1 


Seasonal  Distribution  of  Poisonous  Snakebites 
in  Oklahoma,  1958  and  1959 


Month 

No.  Bites 

Month 

No.  Bites 

January 

0 

July 

15 

February 

0 

August 

14 

March 

0 

September 

5 

April 

7 

October 

2 

May 

8 

November 

0 

June 

15 

December 

0 

ary  described  by  Conant ; however  these 
most  likely  were  true  cottonmouth  bites. 

Temporal  Relationships — The  monthly  dis- 
tribution of  snakebite  accidents  is  shown  in 
table  1.  Snakebites  were  infrequent  during 
the  colder  months  of  the  year — November, 
December,  January,  February  and  March. 
In  general,  snakes  are  usually  inactive  or 
hibernating  during  the  colder  months.  All 
the  snakebites  in  Oklahoma  occurred  from 
April  through  October.  This  striking  season- 
al distribution  of  bites  coincides  with  the 
time  that  snakes  are  most  abundant  and 
active  and  with  the  time  that  people  have 
greater  exposure  due  to  out-of-doors  occupa- 
tions and  recreation.  Similar  “seasonal 
epidemics”  of  venomous  snakebites  have 
been  observed  in  New  England  and  Florida.  3> 4 

The  time  of  day  when  most  snakebite  ac- 
cidents happened  was  the  three  hour  period 
from  6:00-8:59  P.M.  when  18  (27  per  cent) 
persons  were  bitten.  The  number  of  bites  by 
three  hour  periods  of  time  were:  6:00- 

8:59  A.M.,  five  bites;  9:00-11:59  A.M., 
seven  bites;  12:00  noon-2 :59  P.M.,  11  bites; 
3:00-5:59  P.M.,  11  bites;  6:00-8:59  P.M., 
18  bites;  9:00-11:59  P.M.,  seven  bites;  and 
12:00  midnight-  2:59  A.M.,  one  bite.  There 
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were  no  bites  from  3:00-5:59  A.M.  For 
six  cases  the  time  of  the  bite  was  not 
recorded. 

Bite  Victims — There  were  35  white  males, 
24  white  females,  four  non-white  males  and 
three  non-white  females  admitted  to  Okla- 
homa hospitals  for  snakebite  treatment  dur- 
ing 1958  and  1959.  Of  the  non-whites,  three 
were  male  and  three  were  female  American 
Indians  and  one  was  a Negro  male.  Using 
the  1960  census  of  the  population  of  Okla- 
homa, the  bite  rates  per  100,000  population 
were:  3.36  for  white  males,  3.75  for  non- 
white males,  2.25  for  white  females  and  2.64 
for  non-white  females.  Thus,  non-whites  had 
higher  snakebite  rates  than  whites  and  males 
had  higher  rates  than  females. 

The  age  distribution  of  Oklahoma  bite 
victims  is  shown  in  table  2.  The  largest  num- 
ber of  bites  happened  to  children  and  youths 
10-19  years  of  age  (21  bites)  and  those  0- 
nine  years  of  age  (11  bites).  Indeed  48  per 
cent  of  all  snakebites  were  inflicted  on  chil- 
dren and  young  adults  less  than  20  years  of 
age.  Age-specific  bite  rates  are  much  more 
meaningful  since  they  take  into  account  the 
population  at  risk  in  a particular  age  group. 
The  highest  biannual  bite  rates  per  100,000 
population  were:  10-19  years  of  age  (5.19) 
and  20-29  years  of  age  (3.90).  The  lowest 
bite  rate  was  found  for  people  70  or  more 
years  of  age. 

An  analysis  of  the  occupations  of  the 
patients  showed  that  29  were  children,  14 
were  housewives,  five  were  farmers  or  farm 
laborers,  four  were  craftsmen,  three  were 
operatives,  three  were  unemployed,  two  were 
retired,  and  two  were  laborers  other  than 
farm  laborers.  One  each  was  a professional, 
a manager,  a sales  worker  and  a zoo  worker. 

Activity  and  Place  — Ten  bites  occurred 
while  children  were  playing  outside,  seven 
in  their  own  yards  and  three  elsewhere.  An 
additional  eight  people  were  bitten  while 
walking  or  working  in  their  own  yards.  Six 
people  were  bitten  while  handling  a poison- 
ous snake,  four  while  hunting  or  fishing, 
four  while  engaged  in  recreation  other  than 
hunting  or  fishing,  three  while  working  on 
a farm,  three  while  working  or  walking  on 
or  near  a highway,  two  while  engaged  in 
Army  field  training  and  one  while  working 
around  a barn  or  hen  house.  The  activity 
was  not  stated  for  the  remaining  patients. 
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The  place  where  the  bite  occurred  is  closely 
related  to  the  activity  when  bitten.  The 
largest  number  of  snakebites,  15,  happened 
right  in  the  patients’  own  yards.  Seven  peo- 
ple were  bitten  near  a lake,  river  or  other 
body  of  water,  five  in  a field  away  from  the 
house,  four  in  the  woods,  three  in  or  under 
a building,  three  on  or  near  a highway, 
three  on  a farm  not  near  the  house,  two  in 
a field  adjacent  to  the  house,  and  one  in  a 
hen  house.  Of  the  three  people  bitten  in  or 
under  a building,  one  child  was  bitten  in  a 
basement,  a herpetologist  was  bitten  at  a 
zoo,  and  one  person  was  bitten  on  the  porch 
of  his  home.  The  place  where  the  bite  took 
place  was  not  coded  for  the  remaining 
patients. 

Site  and  Severity — The  anatomical  sites  on 
human  beings  where  venomous  snakes  in- 
flicted their  bites  are  shown  in  table  3. 
Ninety-seven  per  cent  of  the  bites  were  in- 
flicted on  the  extremities — 32  per  cent  on 
the  upper  extremities  and  65  per  cent  on 
the  lower  extremities.  The  fingers  and  hands 
were  the  parts  most  often  bitten  on  the 
upper  extremities.  The  feet  and  lower  legs, 
including  the  ankles,  were  the  parts  most 
frequently  bitten  on  the  lower  extremities. 
The  site  was  not  recorded  for  two  patients. 

A modification  of  the  clinical  classifica- 
tion of  pit  viper  venenation  by  Wood,  Hoback 
and  Green5  was  used  to  determine  the  sever- 
ity of  bites.  Bites  were  classified  as  follows  : 

Grade  0 —No  venenation.  Fang  or  tooth  marks,  mini- 
mal pain,  less  than  1 inch  of  surrounding 
edema  & erythema.  No  systemic  involve- 
ment. 

Grade  I — Minimal  venenation.  Fang  or  tooth  marks, 
severe  pain,  1-5  inches  of  surrounding 
edema  & erythema  in  first  12  hours  after 
bite.  No  systemic  involvement  usually 
present. 

Grade  II  — Moderate  venenation.  Fang  or  tooth  marks, 
severe  pain,  6-12  inches  of  surrounding 
edema  & erythema  in  first  12  hours  after 
bite,  systemic  involvement  may  be  present 
—nausea,  vomiting,  giddiness,  shock  or 
neurotoxic  symptoms. 

Grade  III  —Severe  venenation.  Fang  or  tooth  marks, 
severe  pain,  more  than  12  inches  of  sur- 
rounding edema  & erythema  in  first  12 
hours  after  bite,  systemic  involvement  us- 
ually present  as  in  Grade  II. 


The  severity  of  venenation  (venom  poison- 
ing) was  classified  as  follows  for  61  hos- 
pitalized cases:  19  (31  per  cent)  were  Grade 
0;  15  (25  per  cent)  were  Grade  I;  18  (29 
per  cent)  were  Grade  II ; and  9 (15  per  cent) 
were  Grade  III.  For  the  remaining  five  hos- 
pitalized cases  the  severity  of  venenation 
was  not  stated.  There  was  one  death  among 
the  66  hospitalized  cases  in  this  series.  This 
provides  a case-fatality  rate  of  1.5  per  cent. 
When  one  realizes,  however,  that  about  42 
per  cent  of  Oklahoma’s  snakebite  victims 
are  treated  on  an  out-patient  basis,  the  true 
case-fatality  rate  probably  is  less  than  one- 
half  of  one  per  cent.  This  is  confirmed  by 
the  fact  that  there  was  only  one  snakebite 
death  in  the  State  from  1950  through  1959. 1 
This  fatality  involved  a 67-year-old  white 
farmer  who  was  bitten  by  an  unspecified 
poisonous  snake  in  May,  1958.  He  died  one 
day  later.  Contrary  to  popular  belief,  most 
people  do  not  die  within  the  first  few  hours 
following  venenation.  About  70  per  cent  of 
them  die  6-48  hours  after  the  bite  has  oc- 
curred.6 Rattlesnakes  of  the  genus,  Crotalus 
cause  more  fatalities  in  the  United  States 
than  do  any  other  snake.  There  were  no  well 
documented  deaths  from  copperheads  in  this 
country  from  1950-1959.  However,  copper- 
heads can  cause  severe  venenations  and  are 
potentially  lethal. 

The  paradox  of  a high  incidence  of  poison- 
ous snakebites  with  a low  case-fatality  rate 
in  Oklahoma  can  be  explained  by  the  follow- 
ing facts : ( 1 ) there  was  a high  percentage 
of  copperhead  bites  and  a low  percentage  of 
rattlesnake  bites;  (2)  prompt  medical  care 

TABLE  2 


Age  Distribution  of  Hospitalized  Snakebite  Victims 
in  Oklahoma,  1958  and  1959 


Age  Group 
(years) 

Population 
at  Risk* 

No.  Bites 

Rate  per 
100,000** 

0-9 

477,246 

11 

2.30 

10-19 

404,526 

21 

5.19 

20-29 

281,801 

11 

3.90 

30-39 

291,866 

4 

1.37 

40-49 

277,427 

4 

1.44 

50-59 

248  432 

8 

3.22 

60-69 

186,494 

6 

3.22 

70  or  more 

160,492 

1 

0.62 

*Based  on  the  1960  Census  of  the  Population  of  Okla- 
homa. 

**These  rates  are  only  on  hospitalized  patients  for  whom 
information  was  available. 
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was  available  to  snakebite  victims;  (3)  cur- 
rent snakebite  therapy  is  effective;  and  (4) 
bites  by  poisonous  snakes  in  the  United 
States  aren’t  as  lethal  as  some  people  once 
thought — especially  with  prompt  and  proper 
treatment. 


TREATMENT 

The  current  treatment  of  North  American 
pit  viper  (rattlesnake,  cottonmouth  moccasin 
and  copperhead)  bites  includes  both  minor 
surgery  and  medical  forms  of  treatment.  A 
constricting  band  (tourniquet)  should  be 
applied  lightly  to  the  involved  extremity  sev- 
eral inches  proximal  to  the  bite.  The  con- 
stricting band  should  be  applied  only  tight 
enough  to  occlude  the  superficial  venous  and 
lymphatic  flow.  It  should  not  occlude  the 
arterial  circulation  and  it  should  be  released 
every  ten  to  fifteen  minutes  for  a minute  or 
two.  As  edema  from  venom  poisoning 
spreads,  the  constricting  band  should  be  ad- 
vanced to  keep  just  ahead  of  the  swelling. 
The  purpose  of  the  constricting  band  is  to 
impede  the  spread  of  venom  until  incision 
and  suction  can  be  used  to  remove  the  venom 
mechanically  and  until  antivenin  can  be  ad- 
ministered to  neutralize  the  venom. 

Incision  and  suction  (I.S.)  is  effective  in 
removing  venom  from  experimental  animals 
up  to  about  120  minutes  after  the  venom  is 
injected.  The  sooner  it  is  used,  the  larger 
the  amount  of  venom  that  can  be  removed. 
Suction  should  be  used  for  about  one  hour. 
We  have  found  the  suction  cups  supplied  in 
the  Cutter  and  the  Becton-Dickinson  snake- 
bite first-aid  kits  effective  for  removing  pit 
viper  venom.  Incisions,  one-quarter  inch 
long  and  one-eighth  to  one-quarter  inch  deep, 
are  made  into  the  subcutaneous  tissues  over 
the  fang  punctures.  A few  (3-5)  additional 
incisions  may  be  made  in  the  surrounding 
edematous  tissues.  A large  number  of  in- 
cisions is  not  needed.  Immobilization  aids  in 
limiting  the  spread  of  venom.  However,  if 
one  must  decide  between  immobilization  or 
seeking  prompt  medical  treatment,  the  latter 
should  be  sought. 

The  “3  A’s”  (antivenin,  antibiotics,  and 
tetanus  antitoxin  or  toxoid)  are  recommend- 
ed, in  addition  to  I.S.,  in  treating  all  serious 
pit  viper  bites.  Antivenin  Crotalidae  Poly- 
valent (Wyeth)  is  effective  in  neutralizing 


TABLE  3 


Anatomical  Sites  of  Bites  Inflicted  by  Poisonous 
Snakes  in  Oklahoma,  1958  and  1959 


Anatomical  Site 
of  Bite 


Side  of  Body  Total  No. 

Right  Left  of  Bites 


Head,  face  and  neck 

Trunk,  front 

Trunk,  back 

Upper  arm 

Forearm 

Hand 

Fingers 

Upper  leg 

Lower  leg  and  ankle 

Foot 

Toes 

Not  stated 


0 

0 

0 

0 

5 

6 
6 
1 

12 

7 

1 


0 

0 

0 

0 

0 

1 

3 

0 

10 

9 

3 


0 

0 

0 

0 

5 

7 

9 

1 

22 

16 

4 

2 


the  venoms  of  all  North  American  pit  vipers. 
It  is  not  protective  against  coral  snake 
venom.  Since  antivenin  is  manufactured 
from  horse  serum,  the  patient  should  receive 
a skin  test  before  antivenin  is  given.  For 
Grade  I venenations  antivenin  may  be  ad- 
ministered in  the  deltoid  or  gluteus  muscles. 
In  Grade  II  and  Grade  III  venenations,  anti- 
venin diluted  in  lOOOcc.  of  normal  saline  may 
be  given  intravenously.7  Studies  with  radio- 
isotopes have  shown  that  antivenin  accumu- 
lates at  the  site  of  the  bite  more  rapidly 
after  intravenous  administration  than  after 
intramuscular  administration.8  Injection  of 
antivenin  into  the  local  bite  area  is  not  a 
particularly  effective  way  to  administer  anti- 
venin. We  have  found  the  following  amounts 
of  antivenin  useful  in  treating  the  various 
Grades  of  venenation:  Grade  0 (no  venena- 
tion)  requires  no  antivenin;  Grade  I (mini- 
mal venenation)  may  require  lOcc.  (one  am- 
poule) of  antivenin;  Grade  II  (moderate 
venenation)  requires  30-40cc.  of  antivenin; 
and  Grade  III  (severe  venenation)  requires 
50cc.  or  more  of  antivenin. 

Since  snakes’  mouths  and  venoms  may 
harbor  pathogenic  organisms,  antibiotics  and 
tetanus  antitoxin  or  toxoid  should  be  given 
prophylactically.  Gram  negative  organisms 
predominate,  hence  a broad  spectrum  anti- 
biotic is  indicated.  Penicillin  used  alone  is 
not  adequate  treatment. 

Cortisone  and  ACTH  do  not  affect  the 
survival  rate  of  animals  poisoned  with  pit 
viper  venom.  These  drugs  probably  should 
not  be  used  during  the  first  few  days  after 
venenation,  although  they  may  be  beneficial 
later  in  treating  serum  sickness  resulting 
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from  antivenin  therapy.  Antihistamines  are 
contraindicated  because  they  decrease  the 
survival  time  of  animals  poisoned  with  pit 
viper  venoms.  Shock  resulting  from  venom 
poisoning  should  be  treated  with  infusions 
of  blood,  plasma,  saline  solution  and  vaso- 
pressor drugs.  Meperidine  hydrochloride  and 
other  analgesics  may  be  given  to  relieve 
pain.  Recently  there  have  been  reports  of 
excessive  tissue  necrosis  and  amputations 
associated  with  cold  therapy  such  as  packing 
an  extremity  in  ice  or  using  ethyl  chloride.8 
In  my  opinion,  cold  therapy  should  not  be 
used  in  treating  pit  viper  bites. 

SUMMARY 

Oklahoma  has  the  fourth  highest  annual 
incidence  of  ophidiasis  (snake  venom  poison- 
ing) of  the  states  west  of  the  Mississippi 
River.  An  estimated  206  (120  in-patients  and 
86  out-patients)  persons  are  bitten  by  snakes 
annually — an  incidence  of  8.85  bites  per 
100,000  persons.  However,  the  estimated 
case-fatality  rate  was  less  than  one-half  of 
one  per  cent. 

Of  66  in-patients  reported  in  detail  by 
Oklahoma  hospitals  during  1958  and  1959, 
37  (56  per  cent)  were  bitten  by  copperheads, 
11  (17  per  cent)  by  rattlesnakes,  six  (nine 
per  cent)  by  cottonmouth  moccasins  and  12 


(18  per  cent)  by  unidentified  poisonous 
snakes.  “Seasonal  epidemics”  of  snakebites 
occurred.  All  of  the  bites  were  inflicted  from 
April  through  October.  June  and  July  were 
the  peak  months  for  bites. 

Males  had  higher  bite  rates  than  females 
and  non-whites  had  higher  rates  than  whites. 
Forty-eight  per  cent  of  the  cases  were  among 
children  and  young  adults  less  than  20  years 
of  age.  Ninety-seven  per  cent  of  the  bites 
were  on  the  extremities — 32  per  cent  on 
the  upper  extremities  and  65  per  cent  on 
the  lower  extremities.  Current  snakebite 
treatment  is  discussed. 


ACKNOWLEDGMENT 

The  author  cites  with  gratitude  the  technical  assistance  of 
the  following  persons:  Judi  Pummill,  Genevieve  Calescibetta, 

and  Linda  Hinson. 


REFERENCES 

1.  Parrish,  H.  M.:  Analysis  of  460  Fatalities  From  Venomous 
Animals  in  the  United  States,  Am.  J.  Med.  Sc.  245:  129-141 
(Feb.)  1963. 

2.  Conant,  R. : A Field  Guide  to  Reptiles  and  Amphibians  of 
Eastern  North  American,  Boston,  Houghton  Mifflin  Co.,  1958. 

3.  Parrish,  H.  M.:  On  the  Incidence  of  Poisonous  Snake- 
bites in  Florida:  Analysis  of  241  Cases  Occurring  During  1954 
and  1955,  Am.  J.  Trop.  Med.  6:  761-765  (July)  1957. 

4.  Parrish,  H.  M.,  Badgley,  R.  F.,  and  Carr,  C.  A.;  Poisonous 
Snake  Bites  in  New  England,  New  Eng.  J.  Med.  263:  788-793 
(Oct.  20)  1960. 

5.  Wood,  J.  T.,  Hoback,  W.  W.,  and  Green,  T.  W.:  Treat- 
ment of  Snake  Venom  Poisoning  with  ACTH  and  Cortisone, 
Virginia  M.  Monthly  82:  130-135  (March)  1955. 

6.  Parrish,  H.  M. : Mortality  From  Snakebites,  United  States, 
1950-1954,  Public  Health  Reports  72:  1027-1030  (Nov.)  1957. 

7.  Parrish,  H.  M. : Intravenous  Antivenin  in  Clinical  Snake 
Venom  Poisoning,  Missouri  Med.  60:  240-244  (March)  1963. 

8.  McCollough,  N.  C.,  and  Gennaro,  J.  F.,  Jr.:  Evaluation  of 
Venomous  Snake  Bite  in  the  Southern  United  States  From 
Parallel  Clinical  and  Laboratory  Investigations:  Development 
of  Treatment,  J.  Florida  M.  A.  49:  959-967  (June)  1963. 

University  of  Missouri,  Columbia,  Missouri 


YOUR  LIABILITY 

Q — What  should  a physician  tell  the  patient  when  he  has  found  that  an- 
other doctor  has  apparently  caused  an  injury  to  the  patient? 

A — If,  for  example,  the  physician  finds  that  a foreign  body  such  as  a 
sponge  or  instrument  has  been  left  in  the  patient  during  surgery,  or  that 
the  patient  suffered  an  x-ray  burn,  he  has  no  alternative  but  to  inform 
the  patient  of  his  medical  findings.  A physician,  however,  should  not  at- 
tempt to  evaluate  the  legal  liability  of  his  colleague  with  respect  to  the 
patient’s  injury;  nor  is  the  physician  usually  equipped  by  a knowledge 
either  of  the  law  or  of  the  circumstances  that  were  present  at  the  time 
of  the  injury  to  determine  fault  or  responsibility. 
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Control  of  Blood  Pressure 
in  the  Surgical  Patient 


JOHN  R.  DERRICK,  M.D. 

The  adjunctive  use  of  pressor  agents  to 
maintain  adequate  perfusion  pressure 
is  often  lifesaving.  Temporary  use  often 
provides  adequate  perfusion  to  permit 
sufficient  time  to  study  and  diagnose 
the  cause  of  patients  having  low 
prefusion  or  shock. 

Among  THE  requirements  placed  upon 
the  surgeon  with  the  development  of  more 
and  more  complicated  cardiovascular  surgical 
procedures  is  that  of  increasingly  stricter 
maintenance  of  control  of  the  blood  pressure. 
Adequacy  of  blood  pressure  and  perfusion 
pressure  to  prevent  shock  in  the  patient  un- 
dergoing cardiac  or  other  vascular  opera- 
tion is  essential,  and  it  is  axiomatic  that  this 
adequacy  depends  upon  the  vascular  bed’s 
correct  adaptation  to  the  blood  and  stroke 
volumes  of  the  heart.  In  patients  with  myo- 
cardial diseases,  the  nature  of  the  disorder 
itself  may  preclude  sufficient  systemic  pres- 
sure. In  such  an  instance  it  may  be  neces- 
sary for  the  surgeon  to  use  a pressor  agent 
to  reduce  the  vascular  bed  during  the  critical 
or  hazardous  phases  of  the  surgical  pro- 
cedure, and  by  that  means  maintain  adequate 
blood  and  perfusion  pressures.  Angiotensin 
amide,  or  Hypertensin  (CIBA),  has  proved 

Presented  at  the  Oklahoma  City  Clinical  Society  Meeting, 
October  28-30,  1964  in  Oklahoma  City. 
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to  be  safe  and  efficacious  in  circumstances  of 
this  sort. 

EXPERIENCE  WITH  THE  AGENT 

Initially,  animal  experimentation  was  tried 
and  hypovolemic  shock  created  in  dogs.3 
Angiotensin  was  given  and  responses  to 
various  dosages  studied.  Subsequently,  an- 
giotensin was  administered  to  normal  sub- 
jects (volunteers)  and  the  times  and  de- 
grees of  response  observed.  The  significant 
finding  from  these  experiments  or  others 
was,  of  course,  that  in  hypovolemic  shock 
angiotensin  can  still  be  absorbed  by  the 
peripheral  circulation  with  sufficient  rapidity 
to  induce  response.  From  the  early  studies 
individualization  of  dosage  was  recognized 
as  imperative  because  of  the  variable  re- 
sponses obtained.  Predetermination  of  dos- 
age levels  was  then  practiced  when  the  agent 
was  to  be  used  clinically.  That  is,  in  a pa- 
tient for  whom  a surgical  procedure  was 
scheduled,  angiotensin  was  given  several 
times  during  the  preceding  days,  so  the  phy- 
sician would  know  in  advance  the  amount 
that  would  elicit  response  in  a particular  pa- 
tient and  which  would  not  precipitate  ar- 
rhythmias. 

In  50  patients  the  new  hypertensive  agent 
was  used  successfully.2  Some  of  the  findings 
in  this  series  have  been  previously  reported, 
but  on  re-study  of  the  responses  it  has  be- 
come more  apparent  than  ever  that  the 
pharmacologic  help  during  the  surgical  pro- 
cedures was  of  especial  value  in  blood  pres- 
sure control  and  in  reduction  of  the  possible 
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dangers  of  cardiovascular  operative  pro- 
cedures. 

Mitral  Commissurotomy : Stabilization  of 
the  arterial  blood  pressure  is  particularly 
important  during  the  performance  of  mitral 
commissurotomy,  particularly  during  manip- 
ulation of  the  valve.  Often  when  the  valve 
is  handled  the  subject’s  blood  pressure  will 
drop  to  shock  levels  which  precludes  further 
manipulation  until  the  pressure  is  restored 
to  normal  so  that  coronary  and  body  per- 
fusion will  be  adequate.  This  situation  means 
that  the  surgeon’s  finger  will  have  to  stay 
in  the  valve  for  periods  of  several  minutes 
for  the  return  of  the  blood  pressure  to  the 
original  level  before  he  can  resume  manipu- 
lation. In  patients  with  mitral  stenosis  the 
recovery  to  normotensive  levels  may  take 
three  to  ten  minutes  because  of  fixed  cardiac 
output  or  weakening  of  the  myocardium 
from  rheumatic  involvement,  and  all  of  this 
while  the  finger  is  retained  in  the  atrium 
before  manipulation  can  be  again  attempted. 
When  angiotensin  is  used,  normotensive 
pressures  can  be  achieved  in  a matter  of  sec- 
onds and,  since  the  coronary  vessels  can  be 
sufficiently  perfused,  manipulation  can  be 
resumed. 

It  is  the  practice  for  the  patient’s  blood 
pressure  to  be  titrated  to  a standard  solution 
of  the  agent  while  his  chest  is  open.  He  is 
given  0.5  mg.  of  500  cc  of  five  per  cent  dex- 
trose in  distilled  water  (a  dose  level  of  one 
gamma  per  cubic  centimeter)  in  order  to 
ascertain  his  response  to  timed  administra- 
tion of  a standard  amount.  When  his  re- 
sponse is  determined,  the  anesthesiologist 
can  predict  the  dose  level  that  will  be  need- 
ed during  the  actual  mitral  manipulation. 
Individuals  with  severe  mitral  stenosis  seem 
to  be  less  responsive  than  those  with  milder 
disease;  however,  in  the  36  patients  of  this 
group,  the  time  for  recovery  from  hypoten- 
sive episodes  was,  with  use  of  the  pressor 
agent,  from  15  to  45  seconds  only,  even  in 
instances  of  stenosis  of  great  severity. 

In  the  36  patients  studied  there  were  no 
untoward  effects  from  the  angiotensin,  no 
development  of  arrhythmias  and  no  compli- 
cations. 

Open  Heart  Procedures:  Six  patients  who 
had  open  heart  repair  procedures  subse- 
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quently  failed  to  maintain  satisfactory  per- 
fusion pressures,  so  that  angiotensin  was 
utilized  to  increase  the  vascular  tone.  In  all 
six  it  was  possible  to  elevate  the  blood  pres- 
sure to  adequate  perfusion  levels  with  in- 
fusions of  the  pressor  agent.  The  range  of 
the  infusion  period  in  five  of  the  patients 
was  from  six  to  14  minutes.  In  one,  the  agent 
was  infused  for  45  minutes.  In  no  case  was 
there  any  indication  of  heart  block. 

In  instances  of  open  heart  procedures,  it 
has  actually  seemed  that  angiotensin  affects 
the  musculature  of  the  myocardium  directly. 
Besides  the  vascular  effects  of  the  agent,  the 
heart  beat  literally  seems  to  be  strengthened. 

Patent  Ductus  Arteriosus  and  Coarctation 
of  the  Aorta:  Eight  patients  in  this  series 
underwent  operation  either  for  patent  ductus 
arteriosus  or  for  coarctation  of  the  aorta. 
An  operative  risk  exists  in  elevation  of  pul- 
monary artery  pressures,  so  that  titrating 
the  patient’s  blood  pressure  is  a protective 
measure.  The  necessary  use  of  vascular 
clamps  can  be  dangerous,  particularly  in  sub- 
jects with  arteriosclerosis,  but  with  control 
of  the  pulmonary  and  systemic  pressures  the 
application  of  the  clamps  can  be  made  safe. 
It  is  necessary  to  keep  the  blood  pressure  at 
hypotensive  levels  while  the  divided  ductus 
is  sutured  or  the  coarctation  is  repaired,  but 
when  suturing  is  completed  angiotensin  can 
be  given  to  return  the  pressures  to  normal 
levels  or  to  forestall  dangerous  hypotension. 
In  the  eight  individuals  control  was  success- 
ful and  there  were  no  undesirable  side-effects 
from  the  angiotensin. 

DISCUSSION 

The  absence  of  untoward  effects  is  a par- 
ticularly gratifying  aspect  of  this  form  of 
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management  of  pressures  during  surgery. 
No  complications,  side  effects  or  arrhythmias 
were  noted  in  50  patients,  all  of  whom  were 
subjected  to  the  stress  of  operation  and  the 
possibility  of  shock.  Bock  has  reported  that 
angiotensin,  live  levarterenol,  produces  elec- 
trocardiographic changes  in  the  T-waves 
and  extrasystoles,  while  levaterenol  alone 
causes  changes  in  the  ST  interval.1  In  this 
series,  no  changes  were  seen  in  the  electro- 
cardiograms ; however,  the  dosages  employed 
were  less  than  Bock’s  and  the  systemic  blood 
pressures  were  never  raised  to  levels  appre- 
ciably higher  than  normal.  It  has  been  a 
deliberate  practice  in  patients  in  this  series 
to  utilize  amounts  of  the  agent  that  were 
approximately  in  the  range  of  the  amounts 
of  biologic  angiotensin  that  is  liberated  in 
illness  or  other  physiological  changes.  In  the 
experiments  with  volunteers  and  other  clin- 
ical trials,  efforts  were  made  simply  to  main- 
tain the  blood  pressure  at  the  normotensive 
level.3- 2 This  system  probably  explains  the 


absence  of  electrocardiographic  alterations 
in  these  patients. 


SUMMARY 


The  hypertensive  agent  angiotensin  has 
been  successfully  utilized  in  50  patients  to 
control  the  blood  pressure  and  avert  the  de- 
velopment of  shock  during  cardiovascular 
surgery.  With  moderate  dosages,  the  pressor 
effect  is  insufficient  to  provoke  excessive 
elevations.  In  no  patient  were  there  any  ar- 
rhythmias or  other  complications  as  a re- 
sult of  administration  of  the  agent.  □ 
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YOUR  LIABILITY 

Q — What  procedures,  both  medical  and  surgical,  may  the  members  of  the 
resident  staff  of  a hospital  be  allowed  to  perform  on  private  patients  in 
the  absence  of  the  attending  physician? 

A — A patient  has  a contractual  reationship  with  his  physician.  The 
attending  physician  may  not  delegate  his  duties  to  another  without  the 
consent  of  the  patient.  With  respect  to  routine  diagnostic  procedures  and 
medical  treatment,  it  is  the  customary  understanding  between  the  attend- 
ing physician  and  his  hospitalized  patient  that  residents  and  interns  will 
carry  out  the  instructions  of  the  attending  physician  in  his  absence.  In 
the  event  of  an  emergency,  the  resident  or  intern  may  take  such  action 
as  is  reasonably  necessary,  if  he  is  liable  to  reach  the  attending  physician 
for  specific  instructions. 

A resident  should  not  be  permitted  to  undertake  any  surgical  pro- 
cedure for  which  he  is  not  qualified  by  training  or  experience.  Since  mod- 
ern surgical  procedure  usually  calls  for  the  presence  and  assistance  of  a 
surgical  team,  a patient’s  consent  to  surgery  usually  carries  an  implication 
that  the  operating  surgeon  may  use  the  services  of  a resident  as  an  assist- 
ant. If  all,  or  a substantial  part  of  the  surgery  is  to  be  performed  by  the 
resident  under  the  direction  or  supervision  of  the  attending  surgeon,  the 
specific  consent  of  the  patient  should  be  obtained  in  advance,  preferably 
in  writing. 
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Important  Functions  of  the 
Mast  Cell-Basophil  Complex 


ROBERT  L.  OLSON,  M.D. 

Advances  in  cellular  physiology 
can  be  expected  to  advance 
medicine  substantially.  Mast  cell  and 
basophil  physiology  has  advanced 
significantly  in  the  recent  past. 

SlNCE  EHRLICH’S  discovery  and  descrip- 
tion of  the  mast  cell  in  1877  there  has  been 
persistent  intrigue  in  scientific  circles  con- 
cerning the  nature  of  this  cell  and  its  mys- 
terious basophilic  granules.  Ehrlich  consid- 
ered mast  cells  to  be  of  two  types:  tissue 
mast  cells  and  blood  mast  cells  (basophils). 
The  wisdom  of  relating  these  two  cells  by 
virtue  of  their  possession  of  large  basophilic 
metachromatic,  cytoplasmic  granules  was 
questioned  when  they  were  proven  to  be  of 
different  origin.  Specifically,  the  basophil  is 
of  myelocytic  origin  whereas  the  tissue  mast 
cell  is  formed  at  other  connective  tissue 
sites.  Recent  work1,  however,  confirms  a 
body-wide  physiologic  relationship.  These 
cells  can  no  longer  be  regarded  as  peculiar 
variants  of  white  blood  cells  or  connective 
tissue  cells  but  must  be  regarded  within  the 
physiologic  framework  of  the  body. 

DEFINITION 

The  unique  identifying  feature  that  dis- 
tinguishes mast  cells  from  the  reticulo-endo- 

From  the  Department  of  Dermatology,  University  of  Okla- 
homa Medical  Center,  Oklahoma  City,  Oklahoma. 
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thelial-derived  histiocyte  is  the  presence  of 
large  basophilic,  metachromatic  staining 
granules.  Metachromasia  is  a characteristic 
of  high  molecular  weight  polysaccharide- 
sulfuric  acid  esters  in  which  the  stained  sub- 
stance is  a different  color  than  the  dye. 
These  granules  are  released  by  trauma  and 
certain  chemicals.  Montagna2  defines  mast 
cells  as  “any  connective  tissue  cell  containing 
cytoplasmic  granules  that  stain  metachro- 
matically  with  toluidine  blue.”  Others  con- 
sider this  definition  too  broad  since  histio- 
cytes may  engulf  released  mast  cell  granules 
and  basophils  may  occasionally  be  found  in 
inflammatory  tissue.  The  blood  basophil  has 
similar  staining  granules  which  distinguish 
it  from  polymorphonuclear  leucocytes. 

LOCATION 

Mast  cells  are  a component  of  connective 
tissue  and  are  found  in  connective  tissue 
throughout  the  body.  They  tend  to  be  concen- 
trated around  structures  traversing  connec- 
tive tissue  such  as  blood  vessels,  hair  and 
mucous  glands.  They  are  also  present  be- 
tween fat  cells  and  in  the  connective  tissue 
separating  muscle  bundles.  Mast  cells  are 
particularly  numerous  in  areas  of  rapid 
regeneration  of  connective  tissue  such  as 
healing  wounds,  scars  and  keloids.  They  are 
also  numerous  in  the  connective  tissue  sur- 
rounding many  neoplasms,  as  well  as  in 
areas  of  lymph  stasis,  chronic  inflammation 
and  myxedema. 

The  proportion  of  basophils  in  the  periph- 
eral blood,  with  few  exceptions,  remains 
remarkably  constant. 
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FUNCTION 

There  is  good  evidence  that  the  mast  cell- 
basophil  complex  is  important  in  wound 
healing,  anticoagulation,  lysis  of  clots,  clear- 
ance of  lipid  from  the  blood  and  allergic 
reactions.  These  functions  are  largely  relat- 
ed to  the  presence  of  histamine  and  heparin 
in  the  metachromatic  granules.  Sections  of 
tissues  high  in  mast  cells  contain  large 
amounts  of  these  substances.  Conversely, 
heparin  or  histamine  content  of  a tissue  is 
an  index  of  mast  cell  content. 

It  has  been  demonstrated  frequently  that 
mast  cell  function  is  related  to  discharge  of 
the  metachromatic  granules.  Degranulation 
results  from  trauma,  acute  inflammation, 
certain  chemical  liberators  such  as  aspirin, 
polymyxin  B,  stilbamidine,  various  alkaloids, 
reserpin,  corticosteroids,  thyroid,  etc.  Of  par- 
ticular interest  is  the  degranulation  following 
the  ingestion  of  a fatty  meal  and  in  response 
to  the  antigen-antibody  reaction. 

Wound  Healing : Using  available  data  in 
addition  to  original  work,  Riley3  formulated 
a workable  concept  of  the  role  of  the  mast 
cell  in  wound  healing.  The  essential  features 
are  as  follows.  Trauma  or  inflammation  re- 
sults in  degranulation.  The  histamine  is 
loosely  held  to  the  granule  and  is  easily  re- 
leased, whereas  the  heparin  is  more  firmly 
bound.  Histamine  activates  the  fibroblasts 
which  take  on  the  characteristics  of  a tissue 
culture  after  mast  cell  degranulation.  The 
histamine  also  causes  vascular  dilation  and 
increased  capillary  permeability.  The  colloi- 
dal state  thus  attained  provides  suitable  con- 
ditions for  the  macrophages  to  ingest  the 
remainder  of  the  granules  (heparin).  The 
heparin  is  used  as  an  early  source  of  energy. 
The  stimulated  connective  tissue  cells  then 
produce  mucopolysaccharide  ground  sub- 
stance necessary  for  wound  healing.  After 
the  requirements  of  the  healing  wound  are 
met,  the  mast  cell  ingests  mucopolysacchar- 
ide secreted  by  the  fibroblast,  thus  complet- 
ing the  cycle.  There  is  then  an  increase  of 


Robert  L.  Olson,  M.D.,  ivho  graduated 
from  the  University  of  Oregon  School  of 
Medicine  in  1958,  is  now  taking  his  second- 
year  residency  in  dermatology  at  the  Uni- 
versity of  Oklahoma  School  of  Medicine. 
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mast  cells  in  the  tissue  undergoing  fibro- 
plasia. This  increase  in  mast  cells  is  noted 
in  all  tissues,  normal  or  pathologic,  under- 
going fibroplasia. 

Anticoagulant  Action:  The  function  of 

heparin  as  an  anticoagulant  is  well  known 
and  will  not  be  elaborated  on  here. 

Clot  Lysis : Heparin  is  fibrinolytic  in 
vitro.  If  fibrin  or  blood  clots  are  implanted 
in  the  subcutaneous  tissue  of  a guinea  pig, 
mast  cells  invade  the  clot  and  discharge  their 
granules.  After  this  the  clot  dissolves. 

Lipid  Clearing : Following  a fatty  meal 
the  serum  normally  becomes  cloudy  due  to 
the  presence  of  absorbed  fat  in  the  form  of 
relatively  insoluble  lipoproteins  (chylomi- 
crons). The  chylomicron  count  normally 
drops  to  low  levels  over  a period  of  hours. 
Administration  of  heparin  results  in  a rapid 
increase  in  the  clearing.  The  observation  of 
basophil  degranulation  following  a high  fat 
meal4  offers  strong  evidence  of  the  role  of 
the  basophil  in  reducing  the  chylomicron 
count.  The  mechanism  of  action  is  believed 
to  be  based  on  the  activation  of  an  enzyme 
lipoprotein  lipase  by  the  heparin.  Athero- 
scleroses are  noted  to  have  a prolonged  ele- 
vation of  the  chylomicron  count  following  a 
high  fat  meal.  It  is  thus  possible  to  specu- 
late that  atherosclerosis  may  be  related  to 
unresponsive  basophils.  Preliminary  studies 
suggest  this  relationship. 

Basophils  and  allergy : The  eosinophil  has 
long  been  implicated  as  the  allergic  cell.  It 
is  now  well  established,  however,  that  the 
eosinophil  appears  in  response  to  histamine 
release  from  the  mast  cell  or  the  basophil. 
A more  likely  function  for  the  eosinophil, 
therefore,  may  be  as  an  antihistamine  or 
antiallergic  cell. 

The  following  evidence  supports  the  above 
relationship:  (1)  about  one-half  of  the  blood 
histamine  is  in  the  basophils,  one-third  in 
the  eosinophils,  and  the  remainder  in  the 
remaining  blood  elements5.  Considering  the 
relatively  small  proportion  of  eosinophils  and 
basophils  in  the  blood,  these  cells  are  impli- 
cated in  the  metabolism  of  histamine;  (2) 
introdermal  injections  of  histamine  result  in 
marked  eosinophilia6 ; (3)  rubbing  mast  cell 
tumors  results  in  an  eosoinophilic  infiltra- 
tion. Non-traumatized  mast  cell  tumors  have 
a paucity  of  eosinophils;  (4)  pre-treatment 
of  animals  with  mast  cell  degranulators  or  a 
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high  fat  meal  gives  the  animals  partial  pro- 
tection against  anaphylaxis;7  (5)  anaphy- 
lactically  sensitized  rabbits  revealed  a com- 
plete absence  of  basophils  in  the  peripheral 
blood  at  five  and  thirty  minutes  after  the 
eliciting  dose;1  (6)  immunizations  of  a rat 
with  horse  serum  results  in  a large  increase 
of  histamine  inthe  peripheral  blood;8  (7) 
progressive  degranulation  of  basophils  may 
be  observed  by  serially  drawn  blood  samples 
from  an  anaphylactically  sensitized  animal.7 

Shelley  and  Juhlin,7  using  the  principle  of 
progressive  degranulation  of  basophils  in 
allergic  sensitivity,  have  devised  an  in  vitro 
test.  The  patient’s  serum  is  mixed  with 
rabbit  basophils  (since  rabbit  blood  contains 
a high  percentage  of  basophils  in  contrast 
to  humans).  The  suspected  allergin  is  then 
added  to  the  serum-basophil  mixture.  Baso- 
philic degranulation  occurs  in  a positive  test. 
This  test  is  particularly  valuable  for  drug 
allergies.  The  standard  intradermal  and 
conjunctival  tests  are  not  only  unreliable 


but  dangerous  in  drug  allergies.  It  is  possi- 
ble that  this  test  will  soon  become  widely 
available  for  the  diagnosis  of  drug  allergies. 


SUMMARY 


The  mast  cell-basophil  complex  is  dynam- 
ically concerned  with  a variety  of  physio- 
logic processes  including  wound  healing, 
allergic  reactions,  fat  transport  and  clot 
lysis. 
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ABSTRACT 


BENEFITS  OF  EXERCISE 

In  this  article  the  authors  report  data  on  sedentary 
physicians  and  medical  students  in  which  a work  ca- 
pacity test  was  done.  They  were  compared  to  a group 
of  formerly  well  trained  athletes  who  continued  to  ex- 
ercise. Serum  cholesterol  determinations  were  also 
done.  The  maximum  work  capacity  test  consists  of 
walking  at  a 3.4  mph.  pace  on  a one  per  cent  treadmill 
grade.  The  grade  is  raised  one  per  cent  per  minute 
with  the  speed  held  constant.  Walking  was  terminated 
at  a pulse  of  180  or  the  onset  of  severe  symptoms  of 
dyspnea,  fatigue  or  claudication.  Blood  was  obtained 
both  before  and  after  the  test  for  cholesterol  determi- 
nations. The  untrained  sedentary  group  reached  its 
peak  performance  on  the  average  after  13.5  minutes 
with  a slope  of  13.5  per  cent.  Subjects  who  had  par- 
ticipated in  some  form  of  vigorous  athletic  activities 
and  had  maintained  weekly  to  bi-weekly  physical  exer- 
cise reached  a peak  load  at  18  per  cent.  After  train- 
ing, six  sedentary  subjects  went  from  an  average  of 
12  per  cent  to  20  per  cent  slope. 

Cholesterol  studies  showed  in  general  a higher  basal 
level  in  the  sedentary  group.  Basal  cholesterol  levels 
were  significantly  lowered  in  these  subjects  after  train- 
ing. There  was  a less  significant  difference  between 
the  cholesterols  of  the  sedentary  group  and  those  of 
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active  individuals  although  the  active  group  had  a 
lower  average  cholesterol. 

EDITOR’S  NOTE.  More  evidence  on  the  benefits  of 
exercise  in  addition  to  another  factor  in  the  evaluation 
of  the  cholesterol  level. 

Physical  Walking  Capacity  in  Medical  Personnel  and 
the  Response  of  Serum  Cholesterol  to  Acute  Exercise 
and  to  Training,  John  Naughton,  M.D.,  and  Bruno 
Balke,  M.D.,  American  Journal  of  Medical  Sciences 
247:  286,  Mar.,  ’64. 

RECENT  PUBLICATIONS 

The  Journal  welcomes  the  opportunity  to  list  current 
publications  by  any  Oklahoma  physician. 

A Comparative  Cbnical  Study  of  Methyclo thiazide  and 
Pargyline  in  Patients  with  Essential  Hypertension, 
Natoo  Patel,  David  C.  Mock,  Jr.,  John  P.  Colmore, 
and  Mervin  L.  Clark,  Clinical  Pharmacology  and 
Therapeutica,  4:  740-748,  Nov.-Dee.,  1963. 

Sex  Linked  Electrophoretic  Difference  in  Glucose-6- 
phosphate  Dehydrogenase,  N.  H.  Kirkman,  and  E.  M. 
Hendrickson,  Am.  J.  Human  Genetics,  15:  241,  1963. 

Reprints  of  the  above  publications  are  usually  available  on 
request  from  the  senior  author,  c/o  Mrs.  Joan  Campbell,  Veter- 
ans Administration  Hospital,  921  N.E.  13th  Street,  Oklahoma 
City,  Oklahoma. 
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Dean’s  Message 


In  1947,  during  an  emergency,  President 
George  L.  Cross  asked  me  to  undertake,  tem- 
porarily, the  duties  of  the  Dean  of  the  School 
of  Medicine.  I need  not  tell  you  that  I em- 
braced this  opportunity  with  considerable 
hesitation,  not  from  lack  of  devotion  to  the 
University,  but  because  I had  little  admin- 
istrative experience  and  major  problems 
loomed  ahead.  The  School  of  Medicine  had 
been  on  probation  with  the  American  Medi- 
cal Association  and  the  Association  of  Ameri- 
can Medical  Colleges  for  a dozen  years  and, 
outside  of  the  faculty,  there  appeared  to  be 
apathy  concerning  the  situation.  Further- 
more there  was  very  little  interrelated  organ- 
ization of  the  medical  school,  the  faculty  and 
the  University  Hospitals.  Most  inadequate 
provision  of  finances  or  facilities  prevailed, 
and  awaiting  immediate  solution  was  the 
delicate  requirement  to  initiate  a full-time 
clinical  faculty,  while  doing  one’s  utmost  to 
retain  the  interest  and  assistance  of  loyal, 
highly  motivated,  volunteer  faculty  members 
whose  friendship  I had  enjoyed  some  years. 

The  road  ahead  looked  difficult  but  I knew 
the  school  had  to  emerge  from  probation  if 
it  were  to  survive.  Within  a very  few  months 
needed  support  by  way  of  a temporary  lift- 
ing of  the  probationary  status  was  forth- 
coming, and  subsequently  President  Cross 
asked  me  to  continue  to  serve  as  Dean. 

Now  it  is  1964,  and  last  year  our  school 
received  an  unusually  laudatory  commenda- 


Journal / June  1964  / Volume  57 


tion  which  recognized  remarkable  progress 
and  an  outstanding  faculty  of  quality  and 
unique  cooperative  spirit.  When  I read  the 
report  of  the  accrediting  group,  I knew  that 
an  era  had  come  to  a close  and  that  an  even 
greater  one  was  beginning — an  era  that 
would  require  fresh  administrative  talent  to 
deal  at  length  with  new  aspects  of  the  in- 
stitution’s development. 

The  years  ahead  cannot  fail  to  witness 
many  new  and  worthwhile  accomplishments 
at  our  medical  center,  with  one  proviso,  the 
continued  interest  and  support  of  alumni, 
physicians,  legislators,  University  authori- 
ties, state  officials,  the  State  Regents  for 
Higher  Education  and  the  outstanding  civic 
leaders  who  have  so  generously  aided  us  in 
the  past. 

Unknown  to  you,  during  my  tenure  as  Di- 
rector and  Dean  the  assistance  and  advice 
which  many  of  you  gave  to  me  personally 
permitted  me  to  retain  a young  man’s  image 
of  the  importance  of  medical  education  and 
to  know  the  strength  of  your  dedication  to 
alleviating  the  ills  of  humanity.  This  is  to 
me  an  image  which  I see  though  my  eyes  be 
closed  or  as  a song  I would  hear  without 
ears. 

If  I may  have  been  regarded  in  one  sense 
as  the  head  of  this  medical  family  for  17 
years,  sharing  its  life  and  sustained  by  its 
affection,  it  constitutes  a very  full  reward 
for  my  long  and  sometimes  anxious  labors. 
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ANNUAL  MEETING  HIGHLIGHTS 


Six  hundred  members  of  the  Okla- 
homa State  Medical  Association  at- 
tended the  1964  Annual  Meeting  held 
in  Oklahoma  City’s  Skirvin  Hotel, 
May  1st  through  May  3rd. 

The  meeting,  advertised  to  the 
membership  as  “Renaissance  ’64,” 
lived  up  to  its  billing,  since  a number 
of  innovations  were  presented.  First, 
the  tradition  of  a one-day  marathon 
meeting  of  the  House  of  Delegates 
was  broken,  and  the  ever-increasing 
volume  of  business  was  handled  in 
two  half-day  sessions  on  May  1st  and 
2nd,  separated  by  evening  meetings 
of  reference  committees  on  May  1st. 


Splitting  the  session  released  Dele- 
gates to  attend  the  afternoon  por- 
tions of  the  scientific  program,  a 
program  which  also  marked  a de- 
parture from  the  normal  format. 

General  Chairman  R.  R.  Hannas, 
Jr.,  M.D.,  OSMA  vice-president  from 
Sentinel,  and  the  Program  Commit- 
tee chaired  by  Irwin  H.  Brown,  M.D., 
Oklahoma  City,  arranged  Friday  and 
Saturday  afternoon  meetings  accord- 
ing to  general  subject  areas,  and  the 
individual  presentations  afforded 
continuity  not  present  in  previous 
scientific  programming. 


“Blood  Pressure  Mechanisms”  was 
the  topic  for  the  Friday  afternoon 
meeting,  and  “Applied  Basic  Ad- 
vances” filled  the  bill  for  Saturday 
afternoon.  Saturday  morning’s  scien- 
tific program  featured  informal 
“Shirtsleeve  Sessions”  on  common 
dermatological  problems,  diagnostic 
radiology,  clinical  laboratory  tests 
and  office  gynecology.  Scientific 
Motion  Picture  clinics  were  conduct- 
ed Friday  morning. 

As  another  innovation,  more  Okla- 
homa speakers  were  employed  than 
usual,  with  particular  emphasis  on 


Reverend  Armend  D.  Jorjorian,  Chaplain  of  St.  Luke’s  Episcopal  Hospital,  Houston,  addresses  an  estimated  four 
hundred  persons  attending  the  First  Annual  Peter  E.  Russo  Conference  on  Medicine  and  Religion,  held  on  May 
3rd  in  conjunction  with  the  OSMA’s  58th  annual  meeting  in  Oklahoma  City. 
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faculty  members  of  the  University 
of  Oklahoma  School  of  Medicine. 

Thomas  Installed 

At  Saturday  night’s  Inaugural  Dim 
ner-Dance,  Harlan  Thomas,  M.D.. 
Tulsa,  succeeded  Joe  L.  Duer,  M.D., 
Woodward,  as  President  of  the  Okla- 
homa State  Medical  Association.  The 
inaugural  dinner  was  preceded  by  an 
association-wide  social  hour  and  re- 
ception, and  was  followed  by  the  an- 
nual dance  featuring  nationally- 
known  Joe  Reichman  and  his  orches- 
tra. Three  hundred  attended  the 
inauguration. 

Tribute  was  also  paid  to  Mark  R. 
Everett,  Ph.D.,  retiring  medical 
school  dean,  when  Tom  C.  Points, 
M.D.,  Oklahoma  City,  presented  Doc- 
tor and  Mrs.  Everett  with  apprecia- 
tion gifts  during  the  inaugural  dinner 
ceremonies. 

Other  officers  elected  and  installed 
at  the  58th  Annual  OSMA  Meeting 
were:  Rex  E.  Kenyon,  M.D.,  Okla- 
homa City,  president-elect  of  the 
OSMA;  R.  R.  Hannas,  Jr.,  M.D.,  Sen- 
tinel, vice-president  (re-elected); 
Bob  J.  Rutledge,  M.D.,  Oklahoma 
City,  secretary-treasurer;  C.  M. 
Hodgson,  M.D.,  Kingfisher,  speaker 
of  the  House  of  Delegates;  Worth  M. 
Gross,  M.D.,  Tulsa,  vice-speaker; 
Wilkie  D.  Hoover,  M.D.,  Tulsa,  OSMA 
delegate  to  the  American  Medical 
Association  (re-elected);  and,  Fran- 
cis A.  Davis,  M.D.,  Shawnee,  alter- 
nate delegate  to  the  AMA  (re- 
elected). 

The  Board  of  Trustees  re-appointed 
C.  B.  Dawson,  M.D.,  Oklahoma  City, 
to  another  term  as  Editor-In-Chief  of 
the  OSMA  Journal. 

Complete  Annual  Meeting  Pro- 
ceedings begin  on  page  277. 

Hart  Remembered 

Delegates  paid  special  tribute  to 
the  memory  of  Marshall  0.  Hart, 
M.D.,  former  speaker  of  the  House 
of  Delegates,  who  passed  away  April 
12th  while  attending  the  annual  con- 
vention of  the  American  Academy 
of  General  Practice  in  Atlantic  City. 

(Continued  on  Page  270) 


Twelve  Points  Stressed  For 

Project  priorities  have  been  estab- 
lished by  incoming  OSMA  president 
Harlan  Thomas,  M.D.,  for  the  organi- 
zational year  of  1964-65. 

In  his  program  message  to  council 
and  committee  chairman,  the  Tulsa 
general  practitioner  observed  that  no 
other  statewide  organization  has 
more  public  responsibilities  and 
broader  fields  of  interest  than  does 
the  OSMA,  but  he  pointed  out  that 
the  association  is  attempting  to  meet 
mushrooming  1964  problems— scien- 
tific, social,  economic,  political  and 
governmental  developments — with  the 
same  administrative  strength  as  in 
the  1940’s. 

“Until  there  can  be  realized  a 
modernization  of  the  OSMA’s  admin- 
istrative and  staff  capabilities,”  he 


HARLAN  THOMAS,  M.D. 


said,  “and  until  even  better  espirit 
de  corps  can  be  generated  througout 
the  profession,  the  only  practical  ap- 
proach to  an  annual  program  de- 
mands the  establishment  of  priorities 
...  we  must  recognize  our  inability 
to  tilt  with  every  windmill.” 

Projects  for  priority  consideration 
are: 

• Continued,  vigorous  opposition  to 
Medicare-type  legislation. 

• Increased  OSMA  endorsement 
and  assistance  to  the  Oklahoma  Med- 
ical Political  Action  Committee. 

• Improved  and  expanded  associa- 
tion activities  in  the  field  of  state 
legislation. 

• Better  public  relations,  individ- 
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ually  and  collectively,  including  a 
greater  sense  of  association  respon- 
sibility for  the  wayward  doctor,  the 
cost  of  medical  care  and  the  public 
image  of  the  profession.  Thomas: 
“The  image  of  a profession  which  is 
working  for  the  public  good  is  ours 
to  build,  nourish  and  maintain  in 
truth.” 

• The  realization  of  fair  rates  of 
compensation  under  the  Kerr-Mills 
Program,  and  continued  efforts  to 
convert  the  program  to  a system  of 
prepaid  health  insurance. 

• An  intensive  professional  educa- 
tion program  designed  to  reduce  un- 
warranted malpractice  claims. 

• A better  informed  profession  in 
the  affairs  and  goals  of  organized 
medicine. 

• The  maintenance  of  high-quality 
medical  care  through  postgraduate 
education. 

• Improved  relationships  and  har- 
mony with  other  professional  and  an- 
cillary organizations. 

• Accelerated  activity  in  the  field 
of  mental  health,  to  include  wide- 
spread physician  participation  in 
realizing  better  facilities  and  meth- 
ods for  treating  mental  illness. 

• Closer  liaison  with  the  medical 
school,  toward  the  goal  of  assuring 
the  public  of  the  kind,  amount  and 
quality  of  medical  care  it  expects 
and  deserves. 

• Improvement  of  the  internal  ef- 
ficiency of  the  OSMA  by  recodifying 
the  constitution  and  bylaws  and  by 
modernizing  administrative  capabil- 
ities. 

“The  1964-65  organizational  year 
begins  with  a recognition  of  almost 
overwhelming  responsibilities,” 
Thomas  said,  “and  a practical  reali- 
zation that  available  manpower  will 
have  to  be  focused  on  certain  priority 
projects  to  the  limitation  and  per- 
haps exclusion  of  other  worthwhile 
projects.  The  association  will  excel 
or  fail  in  direct  ratio  to  the  interest 
and  volunteer  effort  of  the  member- 
ship. We  approach  our  many  re- 
sponsibilities with  a high  degree  of 
optimism  that  the  effort  will  be 
there.”  □ 
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news 

A resolution  paying  respect  to  his 
many  contributions  to  organized  med- 
icine and  expressing  sympathy  to 
members  of  the  family  was  ap- 
proved and  transmitted  to  Mrs.  Hart. 

400  Attend  Medicine  and 
Religion  Conference 

The  “First  Annual  Peter  E.  Russo 
Memorial  Conference  on  Medicine 
and  Religion”  was  held  Sunday 
morning  in  the  Skirvin  Tower’s  Per- 
sian Room,  and  drew  an  audience 
of  four  hundred  physicans  and  wives, 
ministers,  para-medical  personnel, 
non-professional  church  leaders,  and 
interested  members  of  the  general 
public. 

Conducted  in  memory  of  the  late 
Doctor  Peter  Russo,  who  died  short- 
ly before  his  inauguration  as  OSMA 
president  in  1963,  the  project  was 
planned  by  the  OSMA  Committee  on 
Medicine  and  Religion,  under  the 
direction  of  Allen  E.  Greer,  M.D., 
chairman  from  Oklahoma  City. 

Featured  speakers  included:  Mil- 
ford 0.  Rouse,  M.D.,  Dallas,  Speaker 
of  the  AMA’s  House  of  Delegates  and 
Chairman  of  the  AMA  Medicine  and 


Religion  Committee;  Rev.  Dr.  Paul 
B.  McCleave,  Chicago,  Director  of 
the  AMA  Department  of  Medicine 
and  Religion;  and  Rev.  Armen  D. 
Jorjorian,  Chaplain  of  St.  Luke’s 
Episcopal  Hospital  in  Houston. 

Because  of  the  exceptional  public 
and  professional  acceptance  of  the 
event,  it  is  anticipated  that  Doctor 
Greer’s  Committee  will  conduct  sim- 
ilar public  information  functions  in 
connection  with  its  future  efforts  to 
establish  medicine  and  religion 
liaison  committees  at  the  county  and 
community  levels. 

Other  Events 

In  typical  fashion,  the  main  por- 
tions of  the  annual  convention  pro- 
vided an  umbrella  for  many  other 
related  activities  of  organized  med- 
cine  in  Oklahoma. 

• The  Oklahoma  Medical  Political 
Action  Committee  held  its  annual 
meeting  and  sponsored  an  open 
luncheon  featuring  Blair  J.  Hennings- 
gaard,  M.D.,  Astoria,  Oregon,  Na- 
tional Director  of  the  American  Med- 
ical Political  Action  Committee. 

• OSMA’s  annual  golf  tournament, 
played  at  Twin  Hills  Country  Club  on 
Friday  afternoon,  was  won  by  E.  H. 


Kalmon,  M.D.,  Oklahoma  City,  who 
won  a playoff  with  George  H.  Ladd. 
M.D.,  Oklahoma  City,  for  low  gross 
honors  after  the  pair  had  tied  with 
74’ s.  Blind  bogey  winners  were  Jack 
P.  Myers,  M.D.,  Okmulgee,  James 
W.  Murphree,  M.D.,  Ponca  City,  and 
Walter  Wicker,  Jr.,  M.D.,  Lawton. 
Doctor  Kalmon  received  a handsome 
trophy  and  golf  bag,  presented  to 
him  at  the  dinner-dance,  and  other 
winners  received  valuable  prizes 
from  William  J.  Dowling,  M.D.,  Okla- 
homa City,  golf  chairman.  There 
were  thirty-eight  contestants. 

• Forty  technical  exhibitors  dis- 
played their  goods  and  services  to 
Oklahoma  physicians.  In  addition, 
ten  institutional  exhibits  were  pre- 
sented. 

• OSMA  past-presidents  gathered 
for  their  annual  breakfast  meeting 
sponsored  by  the  Oklahoma  Medical 
Research  Foundation. 

• Ten  specialty  society  meetings 
were  held  in  conjunction  with  the 
OSMA  event. 

Business  Actions 

The  efficiently  conducted  House  of 
Delegates  meeting  produced  the  fol- 
lowing major  actions  resulting  from 


Former  OSMA  Presidents  Assemble 


The  traditional  annual  breakfast  meeting  of  past-presidents  of  the  Oklahoma  State  Medical  Association  was  held 
on  Saturday  morning,  May  2nd,  at  the  Oklahoma  Medical  Research  Foundation  building,  Oklahoma  City. 

Seated,  left  to  right,  are:  Bruce  R.  Hinson,  M.D.,  Enid  (1954-55),  Joe  L.  Duer,  M.D.,  Woodward  (1963-64), 
Leonard  P.  Eliel,  M.D.,  medical  director  of  the  research  foundation  (host),  T.  H.  McCarley,  M.D.,  McAlester 
(1933-34),  and  E.  S.  Lain,  M.D.,  Oklahoma  City  (1924-25).  Standing,  left  to  right,  are:  J.  Hoyle  Carlock,  M.D.,  Ard- 
more (1962-63),  John  F.  Burton,  M.D.,  Oklahoma  City  (1957-58),  Louis  H.  Ritzhaupt,  M.D.,  Guthrie  (1935-36),  C.  E. 
Northcutt,  M.D.,  Ponca  City  (1948-49),  Clinton  Gallaher,  M.D.,  Shawnee  (1961-62),  Paul  B.  Champlin,  M.D.,  Enid 
(1947-48),  R.  Q.  Goodwin,  M.D.,  Oklahoma  City  (1955-56),  E.  C.  Mohler,  M.D.,  Ponca  City  (1958-59),  George  H. 
Garrison,  M.D.,  Oklahoma  City  (1949-50),  Charles  R.  Rountree,  M.D.,  Oklahoma  City  (1944-45),  and  Henry  K.  Speed. 
M.D.,  Sayre  (1938-39). 
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consideration  of  ten  reports  and 
thirty -two  resolutions: 

• Crippled  Children’s  Pay:  The 

House  reaffirmed  its  1963  request 
that  physicians  be  paid  for  profes- 
sional services  rendered  under  the 
Crippled  Children’s  Act  (the  law  is 
permissive,  but  funds  must  be  ob- 
tained by  the  Department  of  Public 
Welfare). 

• Professional  Liability  Insurance: 
Taking  note  of  the  increase  in  un- 
warranted claims  against  OSMA 
members,  and  spiralling  costs  of 
settlements  and  defense,  the  House 
approved  a recommendation  for  an 
intensive  educational  campaign, 
based  principally  upon  regional  meet- 
ings in  the  trustee  districts. 

• Kerr-Mills  Program:  For  the  sec- 
ond straight  year,  delegates  recom- 
mended the  conversion  of  the  Kerr- 
Mills  health  care  programs  for  the 
indigent  to  a system  of  prepaid 
health  insurance,  using  Blue  Cross- 
Blue  Shield  or  another  competent 
insurance  carrier  as  administrator. 
A resolution  recommending  complete 
withdrawal  from  participation  in  the 
program  was  turned  down. 

• Grievance  Committee:  Multiple 
recommendations  were  received  and 
approved  for  the  strengthening  of 
the  disciplinary  machinery  of  the  as- 
sociation, specifically  calling  for 
amendments  to  the  sections  of  the 
bylaws  covering  the  operation  of  the 
Grievance  Committee. 

• Areawide  Hospital  Planning:  Del- 
egates voiced  strong  disapproval  of 
the  areawide  hospital  planning  pro- 
posal sponsored  jointly  by  the  Ameri- 
can Hospital  Association  and  the 
U.S.  Public  Health  Service.  How- 
ever, the  House  accepted  the  plan 
of  the  Oklahoma  Hospital  Association 
to  establish  a central  clearing  house 
of  information  on  health  facilities 
planning,  to  be  used  voluntarily  by 
communities  or  hospitals  considering 
new  hospital  construction,  expansion 
or  renovation.  Acceptance  of  this 
project  was  conditioned  by  an  amend- 
ment calling  for  equal  representation 
for  the  OSMA  on  the  controlling 
board  of  the  proposed  service. 


• Mental  Health:  A comprehensive 
policy  statement  on  mental  health 
was  submitted  to  the  House  of  Dele- 
gates by  the  Association’s  Mental 
Health  Committee  and  approval  was 
granted  with  certain  amendments. 
The  policy,  termed  “New  Action  For 
Mental  Health  In  Oklahoma,”  set 
basic  OSMA  guidelines  in  dealing 
with  sixteen  specific  areas  of  mental 
health  activity. 

• Scholarships  and  Loans:  Author- 
ization was  granted  to  convert  the 
OSMA  Loan  and  Scholarship  Pro- 
gram to  non-profit,  charitable  cor- 
poration status,  to  qualify  it  for  tax 
deductible  contributions. 

• Staff  and  Dues:  Although  recog- 
nizing the  need  for  additional  staff, 
the  delegates  disapproved  a pro- 
posal to  raise  the  annual  dues  for  the 
purpose  of  hiring  a physician  as  Ex- 
ecutive Vice-President.  Instead,  the 
problem  of  improving  personnel 
strength  at  the  OSMA  Executive  Of- 
fice was  referred  to  the  Board  of 


Trustees. 

• Workmen’s  Compensation:  A 

resolution  was  adopted  calling  for 
the  Joint  action  of  the  OSMA,  the 
legislature  and  the  Oklahoma  Bar 
Association  to  explore  abuses  of  the 
present  system  of  disability  evalua- 
tions for  workmen’s  compensation 
purposes  and  to  formulate  necessary 
improvements  in  the  operation  of  the 
State  Industrial  Commission. 

• Professional  Corporations:  Dele- 
gates memorialized  the  Oklahoma 
Congressional  Delegation  to  clarify 
the  tax  status  of  Professional  cor- 
porations by  supporting  certain  legis- 
lative bills  designed  to  prevent  fur- 
ther discrimination  against  self-em- 
ployed persons  by  the  Internal  Reve- 
nue Service. 

• Medical  Education:  Several  pro- 
posals were  adopted  on  the  subject 
of  improving  the  faculty  and  curri- 
culum requirements  at  the  University 
of  Oklahoma  School  of  Medicine.  □ 


Scholarship  Program  Begins  in  Tulsa 


The  Tulsa  County  Medical  Society 
today  announced  plans  to  award  an- 
nual scholarships  with  an  aggregate 
value  of  $2,500  to  Tulsa  County  stu- 
dents of  medicine,  dentistry,  nursing, 
pharmacy  and  allied  medical  sci- 
ences. 

The  program  is  financed  by  a grant 
of  $31,500  from  surplus  income  of  the 
mass  immunization  for  poliomyelitis 
conducted  last  year  by  the  Medical 
Society. 

Recipients  of  the  first  series  of 
scholarships  will  be  announced  in 
July.  Applications  are  now  being 
received  and  must  be  on  file  by  July 
1,  1964.  The  selection  of  winners  will 
be  made  with  consideration  for  fi- 
nancial need  and  scholastic  ability. 

Administration  of  the  program  has 
been  vested  in  a separate  legal  trust 
fund  known  as  the  Scholarship  Fund 
of  the  Tulsa  County  Medical  Society, 
managed  by  a committee  of  five  phy- 
sicians elected  annually.  William  M. 
Benzing,  Jr.,  M.D.,  has  been  named 
Chairman  of  the  Fund,  with  Walter 
E.  Brown,  M.D.,  Francis  W.  Pruitt, 


M.D.,  Worth  M.  Gross,  M.D.,  and 
Harlan  Thomas,  M.D.,  as  trustees. 

Applicants  for  scholarships  must 
be  presently  enrolled,  or  have  been 
accepted  for  enrollment,  in  a recog- 
nized school  of  medicine,  dentistry, 
pharmacy,  nursing,  physical  therapy, 
x-ray  or  laboratory  technology  or 
other  medical  science.  The  program 
is  not  applicable  to  undergraduate 
or  pre-medical  instruction.  Appli- 
cants must  be  residents  of  Tulsa 
County,  or  if  non-resident,  must  be 
enrolled  in  a training  school  of  a 
Tulsa  hospital. 

Doctor  Benzing  said  the  number 
and  amount  of  individual  scholarships 
would  vary  from  year  to  year  in  ac- 
cordance with  need  and  demand. 
“The  Fund  has  been  established  on 
a self-depleting  basis,  and  we  pres- 
ently contemplate  the  distribution  of 
$2,500  each  year,”  he  stated. 

The  Tulsa  County  Medical  Society 
last  year  gave  all  surplus  income 
from  the  polio  program,  amounting 
to  $92,500,  to  23  charities,  scholarship 
programs  and  youth  organizations.  □ 


Journal  / June  1964  / Volume  57 


271 


Oklahoma  REC's  Are  Curing  Many  of  the  Ills  of  Rural  Living 


It  hasn’t  been  so  long  ago  that  “outdoor 
plumbing”  was  a part  of  rural  living  — and  a 
public  health  hazard.  But  Oklahoma’s  Rural 
Electric  Cooperatives  have  changed  the  “path” 
to  a bath  with  plentiful,  low-cost  electricity 
that  makes  an  adequate  water  supply  and 
modern  sanitation  possible. 

Today,  more  than  ever  before,  Oklahoma 
REC’s  make  rural  living  a rewarding  way  of 
life,  because  REC  electricity  means  modern 
lights,  heat,  and  refrigeration  to  rural  families. 
Not  only  do  Oklahoma’s  farm  families  now 
have  the  necessities  of  modern  sanitation  and 
refrigeration,  but  also  they  enjoy  the  many 
labor-saving  electrical  appliances  and  ma- 
chines that  give  them  more  leisure  time  be- 
cause of  electricity  from  REC. 


You  and  your  family  benefit  from  Oklahoma 
REC  electricity,  too.  Because  electric  coopera- 
tives are  working  out  in  the  country,  providing 
power  for  Oklahoma’s  food  and  fiber  producers, 
your  wife  buys  more  food  of  better  quality  for 
less  money  at  her  supermarket.  And  you,  better 
than  most  people,  know  that  the  food  on  your 
table  is  fresher,  cleaner,  healthier,  because 
REC  electricity  makes  modern  refrigeration 
and  sanitation  possible. 

The  next  time  you  drink  a glass  of  pure 
milk,  eat  a sizzling  steak,  enjoy  a weekend  at 
an  isolated  lakeside  cabin  with  lights,  refriger- 
ation and  modern  plumbing,  or  stop  for  gas 
at  a filling  station  far  from  other  power 
sources,  remember  . . . 


One  of  Oklahoma’s  Great  Tax-Paying,  Free  Enterprise  Businesses  . . . 


OKLAHOMA  RURAL  ELECTRIC  COOPERATIVES 
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DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Robert  O.  Bowles  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

720  N.W.  50th  St.  P.  O.  Box  18735 
OKLAHOMA  CITY,  OKLAHOMA  73118 
Telephone  Victor  2-1431 


YOUR  PROFESSIONAL  SKILL 

. ...  is  not  only  your  most  valuable  asset,  but  your  most  perishable  source  of  income. 


MASSACHUSETTS  MUTUAL 

has  an  individual  insurance  plan  which  will  guarantee  the  earning  value  of  your  skill. 

It  will  pay  a regular  income  to  you  each  month  through  your  years  of 
retirement  or  to  your  family  from  the  time  of  your  death. 


Supplement  your  OSMA  Group  Insurance  with  this  valuable  additional  coverage. 


WILSON  & WILSON,  INC. 

General  Agent 

1280  First  Nat'l  Bldg.  - Tel.  CE  6-4681 
Oklahoma  City 


MASSACHUSEITS  MUTUAL 
LIFE  INSURANCE 


SPRINGFIELD  MASSACHUSETTS  • ORGANIZED  1851 
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THOMAS  NAMES  COUNCILS,  COMMITTEES 


The  president  of  the  Oklahoma  State  Medical  Associ- 
ation, Harlan  Thomas,  M.D.,  Tulsa,  has  announced 
tentative  appointments  to  the  various  Councils  and 
Committees  of  the  association. 

Under  the  organizational  structure  outline  in  the 
OSMA  bylaws,  the  association  activities  are  admin- 
istered by  Standing  Committees,  Councils  and  Special 
Committees.  The  responsibilities  of  Standing  Com- 
mittees are  outlined  in  the  bylaws,  while  Councils  and 
Special  Committees  are  given  special  assignments  in 
accordance  with  the  directives  of  the  House  of  Dele- 
gates and  Board  of  Trustees.  In  addition,  the  Councils 
and  Committees  are  largely  responsible  for  implement- 
ing the  program  of  the  President. 

Standing 

EXECUTIVE 

Harlan  Thomas,  M.D.,  Tulsa,  Chairman 
Rex  E.  Kenyon,  M.D.,  Oklahoma  City 
Joe  L.  Duer,  M.D.,  Woodward 
Wilkie  D.  Hoover,  M.D.,  Tulsa 
Malcom  E.  Phelps,  M.D.,  El  Reno 
R.  R.  Hannas,  M.D.,  Sentinel 
Bob  J.  Rutledge,  M.D.,  Oklahoma  City 
C.  M.  Hodgson,  M.D.,  Kingfisher 

CONSTITUTION  AND  BYLAWS 

George  H.  Garrison,  M.D.,  Oklahoma  City,  Chairman 
(3  years) 

C.  M.  Hodgson,  M.D.,  Kingfisher  (3  years) 

Y.  E.  Parkhurst,  M.D.,  Oklahoma  City  (2  years) 
Thomas  C.  Points,  M.D.,  Oklahoma  City  (2  years) 

R.  R.  Hannas,  M.D.,  Sentinel  (1  year) 

William  M.  Benzing,  M.D.,  Tulsa  (1  year) 

CREDENTIALS 

C.  Riley  Strong,  M.D.,  El  Reno,  Chairman  (1  year) 

R.  G.  Obermiller,  M.D.,  Woodward  (1  year) 


Council  chairmen  will  be  asked  to  hold  organizational 
meetings  as  soon  as  possible,  at  which  time  the  pro- 
gram assignments  will  be  outlined  and  the  possible 
appointment  of  additional  committees  will  be  discussed. 

The  president  is  asking  the  chairmen  of  councils  and 
committees  to  only  hold  meetings  on  the  first  two  week- 
ends of  each  month  in  an  effort  to  conserve  time  of 
participating  physcians.  Council  meetings  are  to  be 
established  on  a bimonthly  basis,  with  the  committees 
assigned  to  each  council  meeting  on  alternate  months. 

The  following  individuals  have  been  asked  to  serve 
in  the  stated  capacities: 

Committees 

Samuel  R.  Turner,  M.D.,  Tulsa  (2  years) 

Ray  V.  Mclntrye,  M.D.,  Kingfisher  (2  years) 

W.  R.  Cheatwood,  M.D.,  Duncan  (3  years) 

Thurman  Shuller,  M.D.,  McAlester  (3  years) 


GRIEVANCE 

A.  T.  Baker,  M.D.,  Durant,  Chairman 
Walter  E.  Brown,  M.D.,  Tulsa 
Clinton  Gallaher,  M.D.,  Shawnee 
J.  Hoyle  Carlock,  M.D.,  Ardmore 
Joe  L.  Duer,  M.D.,  Woodward 


ANNUAL  MEETING  PLANNING  COMMITTEE 

Howard  A.  Bennett,  M.D.,  Tulsa,  Chairman  (3  years) 
Irwin  H.  Brown,  M.D.,  Oklahoma  City  (3  years) 

R.  R.  Hannas,  M.D.,  Sentinel  (2  years) 

James  W.  Murphree,  M.D.,  Ponca  City  (2  years) 
Francis  R.  First,  M.D.,  Checotah  (1  year) 

C S.  Lewis,  M.D.,  Tulsa  (1  year) 

Jerry  Sisler,  M.D.,  Tulsa  (1  year) 


Councils  and  Committees 


COUNCIL  ON  INSURANCE 

Dave  B.  Lhevine,  M.D.,  Tulsa,  Chairman 
Nolen  L.  Armstrong,  M.D.,  Oklahoma  City 
Jack  D.  Fetzer,  M.D.,  Woodward 
C.  E.  Woodard,  M.D.,  Drumright 
E.  C.  Mohler,  M.D.,  Ponca  City 
C.  Alton  Brown,  M.D.,  Oklahoma  City 
Donald  L.  Brawner,  M.D.,  Tulsa 


COUNCIL  ON  PROFESSIONAL  EDUCATION 

R.  R.  Hannas,  M.D.,  Sentinel,  Chairman 
Howard  A.  Bennett,  M.D.,  Tulsa 

E.  E.  Shircliff,  M.D.,  Oklahoma  City 
Roger  Reid,  M.D.,  Ardmore 

S.  N.  Stone,  Jr.,  M.D.,  Oklahoma  City 
Donald  L.  Brawner,  M.D.,  Tulsa 
Irwin  H.  Brown,  M.D.,  Oklahoma  City 
Orange  M.  Welborn,  M.D.,  Ada 
Wendell  L.  Smith,  M.D.,  Tulsa 

Cleve  Beller,  M.D.,  Tulsa 
B.  C.  Chatham,  M.D.,  Chickasha 
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Financial  Aid  to  Education  Committee 


Committee  on  Osteopathy 


Joe  L.  Duer,  M.D.,  Woodward,  Chairman 
J.  Hoyle  Carlock,  M.D.,  Ardmore 
Rex  E.  Kenyon,  M.D.,  Oklahoma  City 
Clinton  Gallaher,  M.D.,  Shawnee 
Harlan  Thomas,  M.D.,  Tulsa 

Medical  School  Liaison  Committee 

Vernon  D.  Cushing,  M.D.,  Oklahoma  City,  Chairman  (3 
years) 

Ollie  McBride,  M.D.,  Ada  (3  years) 

S.  N.  Stone,  Jr.,  M.D.,  Oklahoma  City  (2  years) 
Wayne  Starkey,  M.D.,  Altus  (2  years) 

Joe  L.  Duer,  M.D.,  Woodward  (2  years) 

R.  R.  Hannas,  M.D.,  Sentinel  (1  year) 

Cecil  R.  Stansberry,  Jr.,  M.D.,  Oklahoma  City  (1  year) 

COUNCIL  ON  INTERPROFESSIONAL  RELATIONS 

Orange  M.  Welborn,  M.D.,  Ada,  Chairman 
Frank  W.  Clark,  M.D.,  Ardmore 
Francis  R.  First,  M.D.,  Checotah 
Francis  A.  Davis,  M.D.,  Shawnee 
Maxwell  A.  Johnson,  M.D.,  Tulsa 
Port  Johnson,  M.D.,  Muskogee 
Elmer  Ridgeway,  Jr.,  M.D.,  Oklahoma  City 
Joe  L.  Duer,  M.D.,  Woodward 
Allen  E.  Greer,  M.D.,  Oklahoma  City 

Med'cal-Legal  Relations  Committee 

Port  Johnson,  M.D.,  Muskogee,  Chairman 
Kieffer  Davis,  M.D.,  Bartlesville 
E.  F.  Lester,  M.D.,  Oklahoma  City 
William  T.  Snoddy,  M.D.,  Oklahoma  City 
Myra  Peters,  M.D.,  Tulsa 
David  Ramsay,  M.D.,  Ada 

Medicine  and  Religion  Committee 

Allen  E.  Greer,  M.D.,  Oklahoma  City,  Chairman 

L.  J.  Starry,  M.D.,  Oklahoma  City 

Elvin  M.  Amen,  M.D.,  Bartlesville 

E.  C.  Mohler,  M.D.,  Ponca  City 

Marcus  S.  Barker,  M.D.,  Oklahoma  City 

E.  N.  Lubin,  M.D.,  Tulsa 


Committee  on  Nursing 

Francis  Pruitt,  M.D.,  Tulsa,  Chairman 
C.  Cody  Ray,  M.D.,  Pawhuska 
William  R.  Cheatwood,  M.D.,  Duncan 
J.  Walker  Morledge,  M.D.,  Oklahoma  City 


Maxwell  A.  Johnson,  M.D.,  Tulsa,  Chairman 
Irwin  H.  Brown,  M.D.,  Oklahoma  City 
Bob  J.  Rutledge,  M.D.,  Oklahoma  City 
Lloyd  A.  Owens,  M.D.,  Oklahoma  City 
Vernon  D.  Cushing,  M.D.,  Oklahoma  City 
John  E.  Highland,  M.D.,  Miami 
Wendell  L.  Smith,  M.D.,  Tulsa 
Tom  C.  Sparks,  M.D.,  Ardmore 
James  H.  Tisdal,  M.D.,  Clinton 
Thomas  C.  Points,  M.D.,  Oklahoma  City 

Committee  on  Pharmacy 

Joe  L.  Duer,  M.D.,  Woodward,  Chairman 
John  F.  Burton,  M.D.,  Oklahoma  City 
R.  Q.  Goodwin,  M.D.,  Oklahoma  City 
Herbert  S.  Orr,  M.D.,  Tulsa 
J.  R.  Smithson,  M.D.,  Dewey 

COUNCIL  ON  PUBLIC  HEALTH 

Hayden  H.  Donahue,  M.D.,  Norman,  Chairman 

J.  Walker  Morledge,  M.D.,  Oklahoma  City 

George  H.  Guthrey,  M.D.,  Oklahoma  City 

John  W.  Records,  M.D.,  Oklahoma  City 

Robert  L.  Loftin,  M.D.,  Broken  Bow 

Avery  B.  Wight,  M.D.,  Enid 

Joe  M.  Parker,  M.D.,  Oklahoma  City 

Nolen  L.  Armstrong,  M.D.,  Oklahoma  City 

Gifford  H.  Henry,  M.D.,  Tulsa 

Don  H.  O’Donoghue,  M.D.,  Oklahoma  City 

William  H.  Reiff,  M.D.,  Oklahoma  City 

Kirk  T.  Mosley,  M.D.,  Oklahoma  City 

John  X.  Blender,  M.D.,  Cherokee 

Robert  K.  Endres,  M.D.,  Tulsa 

C.  Frank  Knox,  M.D.,  Tulsa 

Francis  A.  Davis,  M.D.,  Shawnee 

Howard  B.  Shorbe,  M.D.,  Oklahoma  City 

Cancer  Committee 

Joe  M.  Parker,  M.D.,  Oklahoma  City,  Chairman 

Ira  0.  Pollock,  M.D.,  Oklahoma  City 

John  F.  Simon,  M.D.,  Alva 

Leonard  P.  Eliel,  M.D.,  Oklahoma  City 

William  F.  Thomas,  M.D.,  Tulsa 

Adolph  N.  Vammen,  M.D.,  Tulsa 

James  W.  Murphree,  M.D.,  Ponca  City 

Roger  Reid,  M.D.,  Ardmore 

Disaser  Medical  Care  Committee 

Gifford  H.  Henry,  M.D.,  Tulsa,  Chairman 
William  H.  Reiff,  M.D.,  Oklahoma  City 
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Maternal  Mortality  Study  Committee 

John  W.  Records,  M.D.,  Oklahoma  City,  Chairman 

Jed  E.  Goldberg,  M.D.,  Tulsa 

Earl  R.  Muntz,  M.D.,  Ada 

James  A.  Merrill,  M.D.,  Oklahoma  City 

B.  C.  Chatham,  M.D.,  Chickasha 

John  W.  Shackelford,  M.D.,  Oklahoma  City 

Earl  M.  McBride,  M.D.,  Oklahoma  City 

Mental  Health  Committee 

George  H.  Guthrey,  M.D.,  Oklahoma  City,  Chairman 

Joe  E.  Tyler,  M.D.,  Tulsa 

Frank  L.  Adelman,  M.D.,  Enid 

Loraine  Schmidt,  M.D.,  Norman 

Ralph  Smith,  M.D.,  Oklahoma  City 

J.  Walker  Morledge,  M.D.,  Oklahoma  City 

William  T.  Holland,  M.D.,  Tulsa 

Thomas  L.  Foster,  M.D.,  Ponca  City 

James  G.  Coldwell,  M.D.,  Tulsa 

Ernest  G.  Shadid,  M.D.,  Norman 

Roy  J.  Doty,  M.D.,  Ada 

Perinatal  Problems  Committee 

Farris  W.  Coggins,  M.D.,  Oklahoma  City,  Chairman 

John  W.  Shackelford,  M.D.,  Oklahoma  City 

Hall  Ketchum,  M.D.,  Tulsa 

Billy  R.  Goetzinger,  M.D.,  Oklahoma  City 

John  W.  Records,  M.D.,  Oklahoma  City 

George  H.  Garrison,  M.D.,  Oklahoma  City 

Thomas  C.  Points,  M.D.,  Oklahoma  City 

Raymond  F.  Hain,  M.D.,  Oklahoma  City 

Charles  L.  Freed,  M.D.,  Oklahoma  City 

COUNCIL  ON  PUBLIC  POLICY 

Rex  E.  Kenyon,  M.D.,  Oklahoma  City,  Chairman 

Vernon  D.  Cushing,  M.D.,  Oklahoma  City 

Worth  M.  Gross,  M.D.,  Tulsa 

David  Carson,  M.D.,  Fairland 

E.  H.  Shuller,  M.D.,  McAlester 

Mark  D.  Holcomb,  M.D.,  Enid 

Louis  H.  Ritzhaupt,  M.D.,  Gurthrie 

R.  Q.  Goodwin,  M.D.,  Oklahoma  City 

Thomas  C.  Points,  M.D.,  Oklahoma  City 

Charles  Johnson,  M.D.,  Bartlesville 

E.  K.  Norfleet,  M.D.,  Bristow 

Paul  B.  Lingenfelter,  M.D.,  Clinton 

M.  H.  Newman,  M.D.,  Shattuck 

State  Legislative  Committee 

Thomas  C.  Points,  M.D.,  Oklahoma  City,  Chairman 

Hayden  H.  Donahue,  M.D.,  Norman 

David  C.  Ramsay,  M.D.,  Ada 

John  A.  Blaschke,  M.D.,  Oklahoma  City 


COUNCIL  ON  SOCIO-ECONOMIC  ACTIVITIES 

E.  M.  Gullatt,  M.D.,  Ada,  Chairman 
E.  H.  Shuller,  M.D.,  McAlester 

B.  C.  Chatham,  M.D.,  Chickasha 
Kenneth  L.  Wright,  M.D.,  Ardmore 

C.  Riley  Strong,  M.D.,  El  Reno 
Ann  K.  Kent,  M.D.,  Muskogee 

Stanley  R.  McCampbell,  M.D.,  Oklahoma  City 
George  H.  Garrison,  M.D.,  Oklahoma  City 
Wilkie  D.  Hoover,  M.D.,  Tulsa 
John  E.  Highland,  M.D.,  Miami 
Joe  L.  Duer,  M.D.,  Woodward 
Kieffer  D.  Davis,  M.D.,  Bartlesville 
Edwin  A.  McGrew,  M.D.,  Norman 
Paul  Bischoff,  M.D.,  Tulsa 

Crippled  Children's  Study  Committee 

C.  Riley  Strong,  M.D.,  El  Reno,  Chairman 
G.  R.  Russell,  M.D.,  Tulsa 
Thurman  Shuller,  M.D.,  McAlester 

A.  T.  Baker,  M.D.,  Durant 

Robert  P.  Holt,  M.D.,  Oklahoma  City 
Edward  W.  Bank,  Jr.,  M.D.,  Enid 

Occupational  Medicine  Committee 

Kieffer  D.  Davis,  M.D.,  Bartlesville,  Chairman 

Wilkie  D.  Hoover,  M.D.,  Tulsa 

William  Best  Thompson,  M.D.,  Oklahoma  City 

Charles  M.  O’Leary,  M.D.,  Oklahoma  City 

Carl  Nau,  M.D.,  Oklahoma  City 

John  R.  Scott,  M.D.,  Oklahoma  City 

Ira  D.  Langdon,  M.D.,  Tulsa 

Earl  McBride,  M.D.,  Oklahoma  City 

John  A.  Blaschke,  M.D.,  Oklahoma  City 

Robert  L.  Lembke,  M.D.,  Ponca  City 

John  R.  Stacy,  M.D.,  Oklahoma  City 

Public  Welfare  Committee 

E.  M.  Gullatt,  M.D.,  Ada,  Chairman 
E.  H.  Shuller,  M.D.,  McAlester 

B.  C.  Chatham,  M.D.,  Chickasha 

Stanley  R.  McCampbell,  M.D.,  Oklahoma  City 
George  H.  Garrison,  M.D.,  Oklahoma  City 
Thomas  W.  Taylor,  M.D.,  Tulsa 

Prepaid  Medical  Care  Committee 

Paul  Bischoff,  M.D.,  Tulsa,  Chairman 
Kenneth  L.  Wright,  M.D.,  Ardmore 
J.  B.  Eskridge,  III,  M.D.,  Oklahoma  City 
E.  K.  Norfleet,  M.D.,  Bristow 
Frank  H.  Austin,  M.D.,  Lawton 


276 


Oklahoma  State  Medical  Association 


Proceedings  of  the  58th  Annual  Session  of  the  House  of  Delegates 

of  the 

Oklahoma  State  Medical  Association 


OPENING  SESSION 

The  58th  Annual  Session  of  the 
House  of  Delegates  of  the  Oklahoma 
State  Medical  Association  was  called 
to  order  at  9:00  a.m.  by  C.  M.  Hodg- 
son, M.D.,  Speaker  of  the  House  of 
Delegates,  on  Friday,  May  1st,  1964, 
in  the  Garden  Room  of  the  Huckins 
Hotel,  Oklahoma  City,  Oklahoma. 

The  Credentials  Committee  Chair- 
man, C.  Riley  Strong,  M.D.,  El  Reno, 
declared  a quorum  present. 

Invocation  was  given  by  Ray  V. 
McIntyre,  M.D.,  Kingfisher. 

The  following  working  committees 
were  appointed  by  the  Speaker  of 
the  House  of  Delegates: 

Credentials  Committee 
C.  Riley  Strong,  M.D.,  Chairman 
R.  G.  Obermiller,  M.D. 

Samuel  R.  Turner,  M.D. 

Sergeants-at-Arms 

F.  W.  Hollingsworth,  M.D.,  Chairman 
Edwin  Pointer,  M.D. 

C.  B.  Cunningham,  M.D. 

John  M.  Moore,  M.D. 

Tellers 

Earl  M.  Lusk,  M.D.,  Chairman 
Cecil  R.  Stansberry,  Jr.,  M.D. 

Rex  W.  Daugherty,  M.D. 

John  R.  Reid,  Jr.,  M.D. 

Reference  Committee  No.  I 
E.  K.  Norfleet,  M.D.,  Chairman 
Nolen  L.  Armstrong,  M.D. 

Glen  L.  Berkenbile,  M.D. 

Herbert  S.  Orr,  M.D. 

Craig  S.  Jones,  M.D. 

Recording  Secretary:  Don  Blair 

Reference  Committee  No.  II 
Francis  A.  Davis,  M.D.,  Chairman 
Samuel  R.  Turner,  M.D. 

W.  A.  Matthey,  M.D. 

Louis  H.  Ritzhaupt,  M.D. 

Vernon  D.  Cushing,  M.D. 

Ollie  McBride,  M.D. 

William  M.  Benzing,  M.D. 

Recording  Secretary:  Martina  Doyle 


Reference  Committee  No.  Ill 
Thomas  C.  Points,  M.D.,  Chairman 
E.  T.  Cook,  Jr.,  M.D. 

Roger  Reid,  M.D. 

W.  R.  Patten,  M.D. 

Tom  Taylor,  M.D. 

Worth  M.  Gross,  M.D. 

Recording  Secretary:  Dixie  Griffith 

Reference  Committee  No.  IV 
James  S.  Petty,  M.D.,  Chairman 
Myra  A.  Peters,  M.D. 

E.  E.  Shircliff,  M.D. 

C.  E.  Lively,  M.D. 

Francis  R.  First,  M.D. 

Elvin  Amen,  M.D. 

Robert  H.  Hayes,  M.D. 

Recording  Secretary:  Madelyn  Burton 

As  the  next  order  of  business,  the 
following  persons  were  introduced 
and  brought  greetings  to  the  House 
of  Delegates: 

Mrs.  Tom  C.  Sparks,  President  of 
the  Woman’s  Auxiliary  to  the  Okla- 
homa State  Medical  Association; 

Mrs.  J.  F.  York,  Incoming  Presi- 
dent of  the  Woman’s  Auxiliary; 

Mrs.  William  H.  Evans,  President- 
Elect,  Woman’s  Auxiliary  to  the 
American  Medical  Association. 

Mark  R.  Everett,  Ph.D.,  Dean  of 
the  University  of  Oklahoma  School 
of  Medicine.  (President  Joe  L.  Duer, 
M.D.,  presented  Doctor  Everett  with 
a check  from  the  American  Medical 
Association  Education  and  Research 
Foundation  in  the  amount  of  $14,- 
036.40.) 

Edward  L.  Moore,  M.D.,  AMA  Del- 
egate to  the  British  Medical  Associa- 
tion Annual  Meeting,  April  2-5,  1964, 
Northampton,  England.  Doctor  Moore 
gave  a brief  summary  of  socialized 
medicine  in  England. 

Doctor  Duer  then  introduced  Clin- 
ton Gallaher,  M.D.,  Shawnee,  who 
was  appointed  by  the  President  to 
fill  the  vacancy  of  Vice-Speaker  of 
the  House  of  Delegates. 

The  Speaker  welcomed  all  mem- 
bers and  guests  to  the  58th  annual 


assembly  and  made  the  following 
remarks : 

“It  shall  be  my  pleasure  to  serve 
as  your  Speaker  during  this  session. 
Humbly  I ask  for  your  cooperation 
and  understanding.  To  follow  in  the 
footsteps  of  our  late  Speaker,  Doctor 
Marshall  0.  Hart,  is  no  easy  task. 
Your  agenda  is  the  product  of 
Doctor  Hart’s  efforts  and  it  shall  be 
carried  to  completion  to  the  best  of 
my  ability. 

“The  complexity  of  modem  society 
involves  all  phases  of  human  endeav- 
or-medicine is  no  exception.  To 
philosophize  on  the  vanishing  country 
doctor,  the  magnitude  of  welfare  and 
government  intervention,  or  the  se- 
lection of  a new  dean  for  the  med- 
ical school  would  take  much  time. 
Time  is  of  the  essence  if  all  the  dele- 
gates are  to  receive  the  maximum 
benefit  from  a two-day  meeting. 
Therefore,  I close  these  remarks  with 
a quotation  from  the  46th  Chapter  of 
Isaiah:  ‘Tell  ye,  and  bring  them 
near;  yea,  let  them  take  council  to- 
gether.’ 

“Thank  you.” 

The  following  announcements  were 
made  by  the  Speaker: 

1.  The  59th  Annual  Meeting  of  the 
Oklahoma  State  Medical  Association 
will  be  held  in  Tulsa,  May  14th,  15th 
and  16th,  1965,  the  Mayo  Hotel. 

2.  The  House  will  complete  the 
opening  session  by  noon,  in  order  to 
permit  delegates  to  attend  the  scien- 
tific program  scheduled  for  the  14th 
floor  of  the  Skirvin  Hotel. 

3.  Reference  committees  will  meet 
at  5:00  p.m.,  May  1st,  in  the  Skirvin 
Hotel. 

The  Speaker  then  asked  the  pleas- 
ure of  the  House  of  Delegates  in  re- 
gard to  the  reading  of  the  minutes 
of  the  last  annual  meeting. 

E.  K.  Norfleet,  M.D.,  Bristow , 
moved  that  the  House  of  Delegates 
dispense  with  reading  of  the  minutes 
and  that  they  he  adopted  as  puh- 
( Continued  on  Page  282) 
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The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 

(Formerly  Beverly  Hills  Clinic  and  Sanitarium) 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Bulidings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 


PSYCHIATRY 

A.  J.  Schwenkenberg,  M.D. 

Joseph  L.  Knapp,  M.D. 
Jackson  H.  Speegle,  M.D. 
Fred  H.  Jordan,  M.D. 


PSYCHIATRY 
Joseph  H.  Lindsay,  M.D. 
John  T.  Holbrook,  M.D. 
PSYCHOLOGY 

Traudl  E.  Jordan-Diener,  Ph.D. 
W.  R.  Garretson,  M.  A. 


1353  N.  Westmoreland  ☆ Dallas  11,  Texas  FE  1-8331 
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Survey  To  Test 
Performance  of 
Oklahoma  Blue  Shield 

A special  nation-wide  “Test  of  Per- 
formance” study  of  Blue  Shield  Plans 
will  officially  begin  this  month.  The 
survey  is  being  conducted  by  all  71 
Blue  Shield  Plans  throughout  the  na- 
tion. The  Oklahoma  Blue  Shield  Plan 
and  Oklahoma  physicians  have  been 
asked  to  participate  in  this  national 
survey  to  be  conducted  in  late  June 
and  July. 

According  to  Windham  Hill,  Hos- 
pital and  Professional  Relations  Man- 
ager of  Oklahoma  Blue  Cross-Blue 
Shield,  the  primary  purpose  of  the 
survey  is  to  measure  how  well  the 
Blue  Shield  Plans  perform  in  meet- 
ing the  cost  of  covered  physician 
services.  The  information  obtained 
will  furnish  the  Blue  Shield  Plans 
with  detailed  results,  Mr.  Hill  re- 
ported, so  that  it  can  evaluate  not 
only  the  overall  level  of  its  perform- 
ance, but  also  the  difference  in  con- 
tracts and  fee  schedules,  including 
their  component  categories  (surgical, 
medicine,  maternity,  anesthesia, 
etc.).  It  will  also  provide  factual 
data  for  a number  of  large  accounts 
for  purchasing  adequate  coverage  for 
their  employees. 

Since  the  survey  will  be  on  a na- 
tional basis,  the  local  Plans  will  be 
able  to  make  comparisons  of  per- 
formance in  other  states.  Random 
selection  of  claim  numbers  by  type 
of  contract  will  be  made  on  this 
basis. 

Oklahoma  physicians  will  receive 
a stream-lined  questionnaire  for  se- 
lected claims  in  their  bi-monthly 
payment  check.  It  is  estimated  that 
not  more  than  one  minute  per  claim 
will  be  required  to  complete  the  ques- 
tionnaire. Some  doctors  will  receive 
more  than  one  questionnaire  during 
the  four-week  study.  Pre-addressed 
postage-paid  envelopes  will  be  fur- 
nished to  forward  the  completed 
questionnaire  to  the  National  Asso- 
ciation of  Blue  Shield  Plans  in  Chi- 
cago for  compilation  of  results. 

Pre-tests  have  been  conducted 
earlier  this  year  by  the  Massachus- 


DEATHS 


W.  E.  JONES,  SR.,  M.D. 

1887-1964 

W.  E.  Jones,  Sr.,  M.D.,  a Seminole 
surgeon  since  1927  and  father  of  W.  E. 
Jones,  Jr.,  M.D.,  of  Bristow,  died 
in  Bristow,  May  7th,  1964. 

The  87-year-old  doctor  was  a mem- 
ber of  a family  of  physicians — his 
father,  grandfather  and  great-grand- 
father all  practiced  medicine.  In 
addition,  two  members  of  his  own 
family  are  now  practicing  physicians. 

Born  in  Morrilton,  Arkansas  in 
1887,  Doctor  Jones  was  a graduate 
of  the  University  of  Louisville  School 
of  Medicine.  After  taking  his  resi- 
dency in  the  Panama  Canal  Zone,  he 
practiced  in  Brazil  as  well  as  sever- 
al other  foreign  countries. 


Before  coming  to  Seminole,  he  had 
practiced  medicine  in  Morrilton  for 
seven  years. 

PRESSE  M.  PAUL,  JR.,  M.D. 

1925-1964 

A native  of  Wilburton,  Oklahoma, 
Presse  M.  Paul,  Jr.,  M.D.,  died  in 
Oklahoma  City,  May  25,  1964. 

A graduate  of  the  University  of 
Oklahoma  School  of  Medcine  in  1949, 
Doctor  Paul  took  a residency  in  in- 
ternal medicine  at  Saint  Anthony 
Hospital  before  establishing  his  prac- 
tice in  Seminole,  Oklahoma.  Since 
1951  he  had  practiced  in  Oklahoma 
City. 

He  had  memberships  in  the  Asso- 
ciation of  American  Physicians  and 
the  Phi  Beta  Pi.  □ 


Experts  To  Review  Computers' 

Role  in  Medicine  at  AMA  Convention 


The  computer’s  potential  role  in 
detecting,  amplifying,  measuring, 
analyzing,  correlating,  communicat- 
ing, controlling,  and  forecasting  the 
manifestations  of  the  human  organ- 
ism will  be  explored  during  a half-day 
scientific  program  at  the  American 
Medical  Association’s  113th  Annual 


etts  and  Alabama  Blue  Shield  Plans. 
Blue  Shield  reports  enthusiastic  re- 
sponse to  the  study  as  indicated  by 
the  fact  that  85  per  cent  of  the  ques- 
tionnaires distributed  to  physicians 
in  these  Plans  were  completed  and 
returned. 

“Oklahoma  physicians  can  help  im- 
prove the  accuracy  of  the  national 
survey  by  promptly  completing  each 
questionnaire,”  Mr.  Hill  said.  “The 
identity  of  the  physician  or  the  pa- 
tient will  not  be  revealed  by  the 
study.” 

It  is  believed  the  data  gained  by 
this  survey  will  be  valuable  infor- 
mation for  Oklahoma  physicians. 
Physicians  are  urged  to  cooperate  in 
every  way  possible  in  the  survey.  □ 


Convention  in  San  Francisco,  June 
21st-25th. 

“Computers  In  Medicine”  will  be 
the  subject  title,  and  the  presenta- 
tion will  be  made  on  the  last  day  of 
the  meeting— Thursday,  June  25. 

Doctor  Lemuel  C.  McGee,  of  Wil- 
mington, Delaware,  Secretary  of  the 
AMA  Section  on  Preventive  Medicine, 
announced  that  seven  of  the  coun- 
try’s top  computer  experts  will  serve 
on  a panel  to  discuss  the  instrument’s 
role  in  the  field  of  medicine. 

“The  computer  was  selected  as  a 
subject,”  Doctor  McGee  said,  “be- 
cause every  medical  researcher, 
every  physician,  every  clinic  and 
every  hospital  has  been  struggling 
for  some  time  with  mountains  of  data 
requiring  classification,  analysis  and 
storage.  A half-day  study  course  by 
a panel  of  experts  may  point  the 
way  of  shifting  this  burden  to  mod- 
ern electronic  data  processing  equip- 
ment w'th  tremendous  economies  in 
time  and  gains  in  precision.” 

The  following  will  make  up  the 
panel : 
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Roderick  E.  Jensen,  Ph.D.,  Inter- 
national Business  Machines  Corpora- 
tion, New  Orleans. 

Doctor  Mark  S.  Blumberg,  Stanford 
Research  Institute,  Menlo  Park,  Cal- 
ifornia. 

Doctor  Robert  F.  Rushmer,  De- 
partment of  Physiology,  University 
of  Washington  School  of  Medicine, 
Seattle. 

Doctor  William  A.  Spencer,  Baylor 
University  School  of  Medicine,  Hous- 
ton, Texas. 

Doctor  Charles  E.  Kossman,  New 
York  City. 

Doctor  Howard  P.  Rome,  Mayo 
Clinic,  Rochester,  Minnesota. 

Doctor  A.  H.  Schwichtenberg, 
Head  of  the  Department  of  Aero- 
space Medicine  and  Bioastronautics, 
The  Lovelace  Foundation,  Albuquer- 
que, New  Mexico. 

Doctor  Blumberg  will  discuss  the 
present  status  and  future  prospects 
of  computers  in  short-term  commun- 
ity hospitals.  Emphasis  will  be  placed 
on  systems  for  processing  physicians 
orders.  Topics  will  include  the  secur- 
ing of  machine  readable  orders  from 
physicians,  reviewing  the  accuracy 
and  logic  of  orders,  identifying  pa- 
tients, automatically  reminding  hos- 
pital personnel  of  obligations,  and 
machine  control  of  hospital  supplies, 
particularly  individual  drug  doses. 

Doctor  Schwichtenberg  will  dis- 
cuss the  nature  and  characteristics 
of  computers  in  medicine. 

“Special  efforts  at  increasing  train- 
ing and  understanding  in  their  use 
is  essential,  especially  for  younger 
physicians,”  Doctor  Schwichtenberg 
said  in  discussing  his  part  on  the 
AMA  program.  “Undreamed  of  ap- 
plication will  become  manifest  both 
in  research  and  practice.  Diagnoses 
will  be  more  precise  and  patient  care 
markedly  improved  on  the  basis  of 
objective  analyses  both  of  diagnostic 
criteria  and  results  of  treatment.” 


THE  FAMILY  AND  HUMAN  ADAP- 
TION, by  Theodore  Lidz.  New 
York,  International  Universities 
Press,  Inc.,  1963.  pp.  120.  $3.00. 

This  book  contains  three  lectures 
in  social  psychiatry  given  by  Doctor 
Lidz  in  1961.  These  present  concepts 
of  personality  developments  are 
based  upon  studies  of  families  con- 
taining schizophrenic  children.  These 
concepts  deal  with  problems  of  adap- 
tation and  integration.  Just  as  “pa- 
thology is  often  the  highroad  to  the 
understanding  of  physiology”  so  this 
type  of  study  enhances  understand- 
ing of  the  family  as  the  basic  unit  in 
society  and  its  role  in  modifying  hu- 
man behavior. 

The  first  lecture,  “The  Family 
and  Human  Adaptation  in  the  Scien- 
tific Era,”  provides  hstorical  per- 
spective for  examination  of  our  cur- 
rent isolated  nuclear  family.  Doctor 
Lidz  feels  that  despite  its  instability 


Computers  are  playing  an  ever- 
expanding  biomedical  role.  They  are 
being  used  to: 

— Recommend  the  most  appropriate 
drugs  for  psychiatric  patients. 

—Stimulate  and  analyze  chemical 
responses  of  blood  to  various  factors 
in  surgery  more  rapidly,  precisely, 
and  economically  than  conventional 
laboratory  means. 

— Aid  in  the  analysis  of  huge  mass- 
es of  data  assembled  in  heart  studies. 

—Develop  an  ultimate  hospital- 
wide system  of  automated  record 
handling,  storage  and  retrieval. 

— Help  provide  significant  new 
knowledge  on  the  organization  of 
brain  systems  during  sleep,  fatigue, 
weightlessness,  vibration,  prolonged 
darkness  and  other  conditions  astro- 
nauts may  encounter  in  space  flight. 

—Correlate  and  analyze  informa- 
tion obtained  from  case  histories  of 


it  is  better  able  to  provide  children 
with  adaptability  for  living  in  this 
scientific  age  than  extended  kinship 
system.  In  “Family  Organization 
Personality  Structure”  he  designates 
characteristics  of  the  family  which 
appear  essential  to  assuring  adapt- 
ability and  ego  integrity  in  offspring. 
These  are  ability  of  the  parents  to 
1)  form  a coalition,  2)  to  maintain 
boundaries  between  generations  and 
3)  to  adhere  to  appropriate  sex-linked 
roles.  In  “The  Family  Language 
and  Ego  Functions”  he  emphasizes 
the  vital  role  of  the  family  in  trans- 
mitting language  and  meanings  and 
thereby  one  of  the  basic  adaption 
techniques  of  the  culture. 

The  book  is  readily  understood  by 
a non-psychiatric  reader;  it  provides 
a viewpoint  of  interest  and  value  on 
a subject  of  concern  to  every  phy- 
sician and  the  family— M.  F.  Schott- 
staedt,  M.D.  □ 


patients  with  chronic  disease  and 
injury  so  as  to  know  how  best  to 
formulate  a concept  of  rehabilitation 
for  completion  of  total  and  adequate 
medical  care.  □ 


MEDICINE'S  VOICE  . . . 

(Continued  from  Page  243) 

editorially?  And  what  better  medium 
is  there  for  the  journalistic  pursuit 
of  important  objectives  commonly 
shared  by  the  profession  and  the 
drug  industry? 

By  their  recent  advertising  policies, 
drug  manufacturers  are  contributing 
to  the  central  control  of  medical 
communications — the  nationalization 
of  the  medical  press. 

Talk  with  your  detailman  about 
this  problem.  If  his  company  is  not 
supporting  your  Journal,  raise  an  ob- 
jection on  behalf  of  the  voice  of 
Oklahoma  Medicine.  □ 
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Miscellaneous  Advertisements 


FOR  RENT:  Three-room  air-con- 
ditioned suite  in  clinic  with  two 
general  practitioners  and  a prescrip- 
tion shop.  Mrs.  L.  C.  Northrup,  1828 
East  32nd  Place,  Tulsa,  Oklahoma. 

PHYSICIAN  needed  for  Locum 
Tenens,  Tulsa,  August  8th-23rd.  Pedi- 
atrician or  general  practitioner  will 
fill  the  bill.  Write  Key  H,  The  Journ- 
al, Oklahoma  State  Medical  Associa- 
tion, P.O.  Box  18696,  Oklahoma  City. 

WANTED:  G.P.  to  take  over  well- 
established  practice  in  southern  Okla- 
homa town,  25,000  population.  Large 
drawing  area.  Equipment  for  lease- 
purchase  or  will  make  other  arrange- 
ments. Offices  consist  of  reception 
room,  X-Ray,  two  examining  rooms, 
two  bedrooms,  laboratory  and  office. 
Contact  Key  J,  The  Journal,  Okla- 
home  State  Medical  Association,  P.  0. 
Box  186o6,  Oklahoma  City. 

DOCTOR’S  WIDOW  must  sell  home. 
Three  bedrooms,  living  room,  dining 
room,  clubroom,  two  baths  and  large 
utility  room.  Accessible  to  all  schools. 
Corner  lot,  northwest  area,  Okla- 
homa City.  Contact  Key  F.  The 
Journal,  Oklahoma  State  Medical 
Association,  P.O.  Box  18696,  Okla- 
homa City. 

BOARD  QUALIFIED  surgeon,  who 
would  also  like  to  do  general  prac- 
tice, needed  to  join  established  group 
og  general  practitioners  in  an  ex- 
panding city  of  25,000;  new  70  bed 
general  hospital  with  complete  sur- 
gical facilities  will  be  completed  by 
July,  1964.  This  group  takes  advan- 
tage of  group  practice,  but  each  phy- 
sician is  independent,  as  far  as  his 
office  and  financial  affairs  are  con- 
cerned. Further  details  furnished  on 
request,  please  sent  complete  resume 
with  your  request.  Write  Key  D,  The 
Journal,  Oklahoma  State  Medical  As- 
sociation, P.O.  Box  18696,  Oklahoma 
City. 

GENERAL  practice  established  ten 
years;  grosses  over  $70,000.00  per 
year.  Building  leased,  complete  of- 
fice, laboratory  and  x-ray  equipment. 
Liberal  terms.  Leaving  to  specialize, 
will  stay  to  introduce  until  December. 
Contact  Key  T,  The  Journal,  Okla- 
homa State  Medical  Association,  P.O. 
Box  18696,  Oklahoma  City. 


WANTED:  Young  man  desiring 

general  practice  in  a group  of  eight 
men,  four  of  whom  are  board  certi- 
fied. Starting  salary  $1,300  plus  per- 
centage per  month.  Growing  agricul- 
tural town  in  Texas  Panhandle.  Con- 
tact C.  E.  Rush,  309  Lawton,  Here- 
ford, Texas. 

GENERAL  PRACTITIONER 
NEEDED.  Share  office  space  in  new 
clinic,  Sulphur,  Oklahoma.  No  part- 
nership necessary.  Good  income  as- 
sured from  start,  no  objection  to  sur- 
gical practice.  New  county-owned 
Ar buckle  Memorial  Hospital  will  be 
enlarged  to  60  beds  by  July  1st.  City 
has  5-6,000  population  and  needs  ad- 
ditional doctors.  Home  of  national 
park  attracting  one  million  visitors 
annually.  Contact  R.  W.  Lewis, 
M.D.,  1901  W.  Broadway,  Sulphur. 
Telephone  135. 

LOCUM  TENENS  needed  for  two 
or  three  months,  beginning  June  15th. 
Would  like  otaccept  a call  for  mis- 
sion service  during  this  period  and 
need  a G.P.  to  look  after  my  prac- 
tice. Offer  includes  comfortable 
home  and  office,  both  rent-free,  plus 
all  net  proceeds  from  the  practice. 
Contact  A.  C.  Hirshfield,  908  N.E. 
50th,  Oklahoma  City  5,  Oklahoma. 

OPENING  IN  general  practice 
group,  interest  in  surgery  especially 
desirable.  East  central  Oklahoma 
community  of  10,000  with  drawing 
area  of  20,000.  Contact  Key  C,  The 
Journal  of  the  Oklahoma  State  Med- 
ical Association,  P.O.  Box  18696, 
Oklahoma  City. 

GP— OKLAHOMA  town  of  5,600. 
Near  Tulsa.  Joint  Commission  ac- 
credited 40-bed  hospital.  Adequate 
remuneration.  Well-trained  office 
staff  including  ASCP  technologist. 
Equipment  and  office  available — 
your  terms.  Other  office  space  avail- 
able. Specializing.  Available  now  or 
July  1.  Contact  Key  N,  The  Journal, 
Oklahoma  State  Medical  Association, 
P.O.  Box  18696,  Oklahoma  City. 


FOR  SALE:  X-Ray  Patrician  200 
MA  with  all  accessories  except  mo- 
tor drive.  Attractive,  well  cared 
for,  and  efficient  machine,  two  years 
old.  Discount  of  50  per  cent  off  1961 
price.  $1,000  down,  will  finance  bal- 
ance, including  installation,  if  de- 
sired. Contact  Key  A,  The  Journal, 
Oklahoma  State  Medical  Association, 
P.O.  Box  18896,  Oklahoma  City. 

RADIOLOGIST  needed  for  private 
hospital  group,  in  an  expanding  city 
of  25,000;  new  70  bed  general  hos- 
pital will  be  ready  for  occupancy 
July,  1964;  guaranteed  salary,  if  de- 
sired, plus  commission  or  other  ar- 
rangements can  be  worked  out;  a 
very  good  opportunity  for  the  right 
person.  The  individual  will  have  the 
opportunity  to  do  private  office  prac- 
tice in  his  field  of  radiology,  includ- 
ing therapy  if  he  desires.  Write  Key 
E,  The  Journal,  Oklahoma  State 
Medical  Association,  P.O.  Box  18696, 
Oklahoma  City. 

SUBLEASE  medical  office  one 
year,  735  square  feet,  desirable  loca- 
tion in  Tulsa,  modest  rent,  available 
approximately  June  15.  Contact  Key 
B,  The  Journal  of  the  Oklahoma  State 
Medical  Association,  P.O.  Box  18696, 
Oklahoma  City. 

SOUTH  OKLAHOMA  City’s  first 
Medical  Center  needs  pediatrician, 
internist,  dermatologist  and  urolo- 
gist for  independent  practice  with 
presently  established  nucleus  of  six 
other  specialists  and  close  affiliation 
with  family  clinic  of  three  G.P.’s  do- 
ing volume  practice.  New  specialities 
building  in  center  will  be  only  three 
minutes  from  new  hospital  now  un- 
der construction.  Call  SWift  4-2248 
after  9:00  p.m. 

IDEAL  opening  for  young  doctor 
in  well  established  medical  clinic, 
sharing  reception  room  and  equip- 
ment with  three  other  doctors.  Won- 
derful location  on  North  May  Ave- 
nue, Oklahoma  City.  Contact  Frank 
D.  Thompson,  3115  N.  Pennsylvania, 
Oklahoma  City,  JA  5-5700  or  JA  4- 
9552. 
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lished  in  the  OSMA  Journal.  Doctor 
Wilkie  D.  Hoover,  Tulsa,  seconded 
the  motion  and  it  carried. 

The  House  recessed  for  ten  minutes 
to  allow  Trustee  Districts  3,  6,  9 
and  12  to  caucus. 

The  next  order  of  business  on  the 
agenda  was  the  nomination  of  of- 
ficers. The  Speaker  declared  the 
House  of  Delegates  open  for  nomina- 
tions for  the  office  of  President-Elect 
(one-year  term  of  office). 

Rex  E.  Kenyon,  M.D.,  Oklahoma 
City  was  nominated  by  Vernon  D. 
Cushing,  M.D.,  Oklahoma  City. 

Roger  Reid,  M.D.,  Ardmore,  moved 
to  cease  nominations.  The  motion 
was  seconded  and  carried. 

Nominations  were  then  open  for 
the  office  of  Vice-President  (one- 
year  term  of  office). 

R.  R.  Hannas,  M.D.,  Sentinel,  was 
nominated  by  E.  K.  Norfleet,  M.D., 
Bristow. 

E.  K.  Norfleet,  M.D.,  was  nominat- 
ed by  Walter  E.  Brown,  M.D.,  Tulsa. 

R.  Q.  Goodwin,  M.D.,  Oklahoma 
City,  moved  to  cease  nominations. 
Dick  H.  Huff,  M.D.,  Oklahoma  City, 
seconded  the  motion  and  it  carried. 

Nominations  were  open  for  the  of- 
fice of  Secretary-Treasurer  (two-year 
term  of  office). 

Mark  R.  Johnson,  M.D.,  Oklahoma 
City,  was  nominated  by  Lloyd  A. 
Owens,  M.D.,  Oklahoma  City. 

Bob  J.  Rutledge,  M.D.,  Oklahoma 
City,  was  nominated  by  William  A. 
Matthey,  M.D.,  Lawton. 

Thomas  W.  Taylor,  M.D.,  Tulsa, 
moved  to  cease  nominations.  The 
motion  was  seconded  hy  Wilkie  D. 
Hoover,  M.D.,  Tulsa,  and  carried. 

With  Clinton  Gallaher,  M.D.,  Vice- 
Speaker,  presiding,  nominations  were 
open  for  Speaker  of  the  House  of 
Delegates  (two-year  term  of  office). 

C.  M.  Hodgson,  M.D.,  Kingfisher, 
was  nominated  by  Ray  V.  McIntyre, 
M.D.,  Kingfisher. 

Walter  E.  Broum,  M.D.,  Tulsa, 
moved  to  cease  nominations.  Doctor 
R.  Q.  Goodwin,  Oklahoma  City,  sec- 
onded the  motion  and  it  carried. 


C.  M.  Hodgson,  M.D.,  resumed  the 
chair  and  announced  that  nomina- 
tions for  the  office  of  Vice-Speaker 
of  the  House  of  Delegates  were  open 
(two-year  term  of  office). 

Worth  M.  Gross,  M.D.,  Tulsa,  was 
nominated  by  Francis  A.  Davis, 
M.D.,  Shawnee. 

Roger  Reid,  M.D.,  Ardmore,  moved 
to  close  nominations.  Doctor  Hoover, 
Tulsa,  seconded  the  motion  and  it 
carried. 

Nominations  were  open  for  Dele- 
gate to  the  American  Medical  Asso- 
ciation (two-year  term  of  office). 

Wilkie  D.  Hoover,  M.D.,  Tulsa,  was 
nominated  by  William  M.  Benzing, 
M.D.,  Tulsa. 

Francis  A.  Davis,  M.D.,  Shawnee, 
moved  to  cease  nominations.  The 
motion  was  seconded  and  carried. 

Nominations  were  open  for  Alter- 
nate Delegate  to  the  American  Med- 
ical Association  (two-year  term  of 
office). 

Francis  A.  Davis,  M.D.,  Shawnee, 
was  nominated  by  Clinton  Gallaher, 
M.D.,  Shawnee. 

Doctor  Thomas  C.  Points,  Okla- 
homa City,  moved  to  cease  nomina- 
tions. R.  Q.  Goodwin,  M.D.,  Okla- 
homa City,  seconded  the  motion  and 
it  carried. 

Nominations  were  declared  open 
for  Trustees  from  Districts  3,  6,  9 
and  12  (three-year  term  of  office). 

District  3: 

Avery  B.  Wight,  M.D.,  Enid,  and 
Albert  W.  Brownlee,  M.D.,  Guthrie, 
were  nominated  by  Paul  H.  Rempel, 
M.D.,  Enid. 

District  No.  6: 

Vernon  D.  Cushing,  M.D.,  Okla- 
homa City,  and  Lewis  C.  Taylor, 
M.D.,  Oklahoma  City,  were  nomi- 
nated by  Thomas  C.  Points,  M.D., 
Oklahoma  City. 

District  No.  9: 

Francis  R.  First,  Jr.,  M.D.,  Che- 
cotah,  and  Burdge  F.  Green,  M.D., 
Stilwell,  were  nominated  by  Edwin 
Pointer,  M.D.,  Sallisaw. 

District  No.  12: 

E.  M.  Gullatt,  M.D.,  Ada,  and  John 
A.  Graham,  M.D.,  Pauls  Valley,  were 
nominated  by  David  C.  Ramsay, 
M.D.,  Ada. 


Roger  Reid,  M.D.,  Ardmore,  moved 
to  cease  nominations.  Ray  V.  Mc- 
Intyre, M.D.,  Kingfisher,  seconded 
the  motion  and  it  carried. 

As  the  next  order  of  business,  re- 
ports were  heard  from  the  AMA 
Delegates. 

Doctor  Wilkie  D.  Hoover  informed 
the  House  that  the  following  were 
among  the  major  actions  taken  at 
the  American  Medical  Association’s 
112th  Annual  Meeting  held  in  Atlan- 
tic City,  June  16th-20th,  1963: 

1.  The  Board  of  Trustees  was  in- 
creased in  size  from  11  members  to 
15  members,  by  adding  three  elected 
trustees  and  including  the  immedi- 
ate past-president  for  a one-year 
term. 

2.  Regarding  the  AMA  Sections 
and  Scientific  Program,  it  was  the 
AMA  House  of  Delegates’  decision 
that  all  section  officers  be  elected 
by  members  of  the  section  and  that 
no  officers  be  appointed  by  the  AMA 
Board  of  Trustees. 

In  connection  with  section  regis- 
tration, the  House  decided  that  a 
member  of  a section  who  desires  to 
change  his  registration  from  one  sec- 
tion to  another  because  of  a change 
in  his  specialty,  is  required  to  inform 
AMA  Headquarters  by  written  notice 
at  least  sixty  days  in  advance  of  the 
Annual  Meeting. 

3.  Referring  to  interns  and  resi- 
dents, the  AMA  went  on  record  as 
opposing  any  program  by  which  any 
part  of  an  intern’s  or  resident’s 
salary  is  paid  out  of  fees  collected 
by  the  attending  physician  or  out  of 
fees  collected  under  any  type  of  med- 
ical-surgical insurance  coverage,  and 
recommended  that  any  future  pro- 
posals on  the  compensation  of  house 
officers  be  thoroughly  studied  by  the 
Law  Department  and  Judicial  Coun- 
cil before  submission  to  the  House 
of  Delegates. 

4.  The  House  approved  establish- 
ment of  an  AMA  physicians’  pension 
plan,  which  will  be  open  to  all  AMA 
members  and  their  employees  who 
can  qualify  under  the  Act,  Public 
Law  87-792  (Keogh  Law). 

5.  The  House  agreed  with  the 
Board  of  Trustees’  report  that  the 
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AMA  should  defer  any  definitive 
statement  regarding  the  relationship 
of  tobacco  and  disease,  since  exten- 
sive research  is  still  necessary  for 
the  complete  answers  on  the  cause 
and  effect  of  many  toxins,  including 
tobacco. 

Doctor  Malcom  E.  Phelps  gave  a 
brief  summary  on  actions  taken  by 
the  House  of  Delegates  of  the  Ameri- 
can Medical  Association  at  its  Sev- 
enteenth Clinical  Meeting  held  in 
Portland,  Oregon,  December  lst-4th, 
1963.  He  pointed  out  that  the  House 
approved  a Board  of  Trustees  pro- 
posal that  the  American  Medical  As- 
sociation Education  and  Research 
Foundation  undertake  a comprehen- 
sive program  of  research  on  tobacco 
and  health;  in  approving  a Board  re- 
port on  professional  relationships 
with  voluntary  health  agencies,  the 
House  declared  that  the  AMA  main- 
tain its  policy  of  neither  approving 
nor  disapproving  national  voluntary 
health  agencies;  adopted  a policy 
statement  to  the  effect  that  it  is 
highly  essential  that  the  organiza- 
tion of  new  blood  banking  programs 
and  the  modification  of  existing  ones 
should  have,  in  the  interest  of  pub- 
lic health  and  safety,  the  approval 
of  the  county  or  district  medical  so- 
ciety and  should  be  coordinated  with 
existing  approved  blood  banking  fa- 
cilities. 

Next  on  the  agenda  was  the  Report 
of  the  President. 

Doctor  Duer  read  his  report  and 
it  was  referred  to  Reference  Com- 
mittee No.  1.  (For  report,  see  clos- 
ing session.) 

The  next  item  on  the  agenda  was 
the  Board  of  Trustees  Report,  which 
was  read  by  R.  R.  Hannas,  M.D., 
Vice-President,  and  referred  to  Ref- 
erence Committee  No.  1.  (For  re- 
port, see  closing  session.) 

Due  to  the  fact  that  Doctor  Han- 
nas was  serving  as  Annual  Meeting 
Program  Chairman,  and  desired  to 
be  excused  from  the  House  of  Dele- 
gates in  order  to  take  care  of  his 
duties  in  connection  with  the  scien- 
tific program,  he  requested  permis- 
sion to  read  the  Council  on  Profes- 
sional Education  Report  and  asked 


that  the  House  take  action  on  the 
report  in  this  session  of  the  meeting. 
Permission  was  granted  and  he  read 
his  report. 

Doctor  Hannas  moved  the  approval 
of  the  Council  on  Professional  Edu- 
cation Report,  Doctor  Hoover  second- 
ed the  motion  and  it  carried.  (For 
report,  see  closing  session.) 

Mark  R.  Johnson,  M.D.,  Secretary- 
Treasurer,  read  the  Treasurer’s  Re- 
port and  it  was  referred  to  Reference 
Committee  No.  1.  (For  report,  see 
closing  session.) 

The  Speaker  informed  the  House 
that  the  following  Council  and  Com- 
mitee  Reports  were  received  and 
referred  to  their  designated  refer- 
ence committees : 

1.  Council  on  Public  Health,  Hay- 
den H.  Donahue,  M.D.,  Chairman, 
referred  to  Reference  Committee  No. 
IV. 

2.  Council  on  Socio-Economic  Ac- 
tivities, E.  M.  Gullatt,  M.D.,  Chair- 
man, referred  to  Reference  Com- 
mittee No.  III. 

3.  Council  on  Professional  Educa- 
tion, R.  R.  Hannas,  M.D.,  Chairman, 
(Report  approved  by  special  request 
earlier  in  the  meeting.) 

A.  Financial  Aid  to  Education 
Committee,  J.  Hoyle  Carlock,  M.D., 
Chairman,  referred  to  Reference 
Committee  No.  1. 

4.  Council  on  Public  Policy,  Rex 
E.  Kenyon,  M.D.,  Chairman,  referred 
to  Reference  Committee  No.  II. 

A.  Grievance  Committee,  E.  C. 
Mohler,  M.D.,  Chairman,  referred  to 
Reference  Committee  No.  II. 

5.  Council  on  Insurance,  Dave  B. 
Lhevine,  M.D.,  Chairman,  referred 
to  Reference  Committee  No.  IV. 

The  Speaker  then  announced  that 
Resolutions  Nos.  1 through  27  had 
been  published  in  the  April  issue  of 
the  OSMA  Journal;  that  Resolutions 
Nos.  28,  29  and  30  were  similar  in  in- 
tent or  duplications  of  Resolutions 
Nos.  12,  5 and  6,  respectively,  and 
would  therefore  not  be  read  in  the 
opening  session;  and  Resolutions  Nos. 
31  and  32,  submitted  by  the  Board  of 
Trustees  would  be  read  by  “Title” 
and  “Resolve”  only  (For  Resolutions 


Nos.  1 through  32,  see  closing  ses- 
sion. ) 

Doctor  Joe  L.  Duer  moved  to  read 
Resolution  No.  31  (A  Memorial  to 
Doctor  Marshall  O.  Hart)  in  its  en- 
tirety and  recommended  its  adop- 
tion. Doctor  Wilkie  D.  Hoover  sec- 
onded the  motion  and  it  carried. 

The  resolution  was  read  by  the 
Speaker. 

Doctor  Hodgson  announced  the 
last  order  of  business  would  be  the 
reading  of  the  Necrology  Report.  The 
House  of  Delegates  stood  during  the 
reading  of  the  report: 

Lin  Alexander,  M.D.,  Okmulgee 
H.  A.  Angus,  M.D.,  Lawton 
Ray  M.  Balyeat,  M.D.,  Oklahoma 
City 

James  G.  Binkley,  M.D.,  Oklahoma 
City 

James  F.  Curry,  M.D.,  Sapulpa 
Duke  G.  Divine,  M.D.,  Wagoner 
Gladys  K.  Dolan,  M.D.,  Tulsa 
Ernest  B.  Dunlap,  M.D.,  Lawton 
Herman  Fagin,  M.D.,  Oklahoma 
City 

Frank  L.  Flack,  M.D.,  Tulsa 
Clifton  P.  Gillespie,  M.D.,  Norman 
Harry  R.  Haas,  M.D.,  Disney 
Samuel  Goodman,  M.D.,  Tulsa 
Harold  W.  Hackler,  M.D.,  Norman 
Marshall  0.  Hart,  M.D.,  Tulsa 
Paul  K.  Heerwagen,  Jr.,  M.D.,  Col- 
linsville 

Howard  L.  Hennessey,  M.D.,  Okla- 
homa City 

Walter  A.  Huber,  M.D.,  Rochester, 
Minnesota 

Robert  C.  Kayler,  M.D.,  McLoud 
E.  S.  Kilpatrick,  M.D.,  Elk  City 
Ralph  B.  Kinsinger,  M.D.,  Black- 
well 

Dean  W.  LeMaster,  M.D.,  Wayne 
Floyd  S.  Newman,  M.D.,  Shattuck 
Johnnie  A.  Orbin,  M.D.,  Oklahoma 
City 

Fred  L.  Patterson,  Sr.,  M.D.,  Dun- 
can 

Daniel  L.  Perry,  M.D.,  Tulsa 
Lorenzo  J.  Pico,  M.D.,  Shawnee 
Ernest  W.  Reynolds,  Sr.,  M.D., 
Tulsa 

Robert  0.  Ryan,  M.D.,  Norman 
Milton  H.  Sebring,  M.D.,  Oklahoma 
City 

Richard  D.  Shelby,  M.D.,  Chick- 
asha 
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Frank  A.  Stuart,  M.D.,  Tulsa 
Robert  L.  Taylor,  M.D.,  Oklahoma 
City 

Milton  K.  Thompson,  M.D.,  Mus- 
kogee 

Charles  D.  Tool,  M.D.,  Edmond 
Charles  F.  Walker,  M.D.,  Grove 
Orange  E.  Welborn,  M.D.,  Ada 
Nelson  S.  White,  M.D.,  Tulsa 
Elbert  V.  Winningham,  M.D.,  Ard- 
more 

William  M.  Yeargan,  M.D.,  Hollis 
Doctor  Hodgson  announced  that  the 
reference  committees  would  meet  at 
5:00  p.m.  in  the  following  meeting 
rooms  and  urged  the  Delegates  to 
attend: 

Reference  Committee  No.  I,  Ex- 
ecutive Suite,  2nd  Floor,  Skirvin 
Hotel. 

Reference  Committee  No.  II,  Ve- 
netian Room,  14th  floor,  Skirvin 
Hotel. 

Reference  Committee  No.  Ill,  Crys- 
tal Room,  2nd  floor,  Skirvin  Hotel. 

Reference  Committee  No.  IV,  Re- 
gency Room,  2nd  floor,  Skirvin  Hotel. 

The  Speaker  also  asked  the  phy- 
sicians to  visit  the  technical  exhibits. 
The  meeting  recessed  at  11:30  a.m. 
^ # 

CLOSING  SESSION 
The  Closing  Session  of  the  58th  An- 
nual Meeting  of  the  House  of  Dele- 
gates of  the  Oklahoma  State  Medical 
Association  was  called  to  order  by 
the  Speaker,  C.  M.  Hodgson,  M.D., 
Kingfisher,  at  9:15  a.m.  in  the  Per- 
sian Room  of  the  Skirvin  Tower  Ho- 
tel, Oklahoma  City,  Oklahoma. 

The  Credentials  Committee  Chair- 
man reported  a quorum  present. 

The  Speaker  introduced  Milford  0. 
Rouse,  M.D.,  Dallas,  Texas,  Speaker 
of  the  AMA  House  of  Delegates  and 
Chairman  of  the  AMA’s  Medicine 
and  Religion  Committee.  Doctor 
Rouse  brought  greetings  and  invited 
the  Delegates  to  attend  the  Peter  E. 
Russo  Memorial  Service  to  be  held 
Sunday,  May  3rd,  1964. 

The  first  item  of  business  on  the 
agenda  was  the  reference  committee 
reports. 


REFERENCE  COMMITTEE  No.  1 

Presented  by  Edward  K.  Norfleet, 
M.D.,  Chairman. 

Mr.  Speaker  and  Members  of  the 
House  of  Delegates: 

Your  reference  committee  gave 
careful  consideration  to  the  items  re- 
ferred to  it  and  makes  the  following 
report: 

Item  I.  President’s  Report:  The 
committee  takes  cognizance  of  the 
precedent  set  by  this  report  and 
commends  President  Duer  for  this 
laudable  effort. 

The  President’s  Report  contained 
the  following  recommendations: 

1.  That  annual  visitation  to  all 
Trustee  Districts  be  made  a part  of 
the  duties  of  OSMA  officials. 

2.  That  a Legislative  Tour  to 
Washington  be  made  an  annual  af- 
fair, regardless  of  the  current  status 
of  issues. 

3.  That  an  Ad  Hoc  Committee 
study  the  possible  enlargement  of  the 
OSMA  headquarters  building,  to  per- 
haps include  quarters  for  other  re- 
lated organizations. 

4.  That  an  indoctrination  program 
for  new  OSMA  members  be  studied 
and  recommendations  made. 

5.  That  a physician  be  employed 
as  Executive  Vice-President  of  the 
association;  his  salary  to  be  financed 
by  a dues  increase. 

6.  That  a long-range  policy  com- 
mittee be  created. 

Of  the  aforementioned  recommen- 
dations, your  committee  comments 
as  follows: 

1.  Annual  visitations  to  Trustee 
Districts  should  be  recommended  to 
the  officers  of  the  association,  but 
latitude  should  be  granted  for  these 
officials  to  exercise  individual  judg- 
ment. 

2.  The  Legislative  Tour  to  Wash- 
ington should  be  continued  as  out- 
lined in  the  President’s  Report. 

3.  An  Ad  Hoc  Committee  should 
study  the  building  enlargement  pro- 
posal and  report  to  the  Board  of 
Trustees. 

4.  An  indoctrination  program  for 
new  members  is  already  under  con- 
sideration by  the  Council  on  Public 
Policy.  The  study  should  be  con- 


tinued and  a report  made  to  the 
Board  of  Trustees. 

5.  Regarding  the  hiring  of  a phy 
sician,  your  committee  believes  this 
recommendation  should  be  disap- 
proved. It  is  agreed  that  the  state 
headquarters  is  presently  under- 
staffed, but  a more  workable  solu- 
tion would  be  to  hire  additional  em- 
ployees with  specialized  talents. 
Since  the  Board  of  Trustees  is 
charged  with  the  responsibility  of 
staffing  the  association,  the  problem 
should  be  referred  to  the  Board  for 
study  and  possible  action.  In  addi- 
tion, it  would  necessitate  an  approxi- 
mate $20.00  dues  increase,  which 
does  not  appear  feasible  at  this  time. 

6.  Your  committee  supports  the 
recommendation  to  form  a long-range 
planning  committee,  and  recom- 
mends that  this  project  be  referred 
to  the  Constitution  and  Bylaws  Com- 
mittee. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  report,  see  page  288.) 

Item  2.  Trustees  Report.  The  ref- 
erence committee  recommends  ap- 
proval of  the  Board  of  Trustees  Re- 
port and,  in  addition,  makes  the  fol- 
lowing comments  and  recommenda- 
tions: 

1.  It  is  noted  that  the  association 
presently  has  1,916  members  who 
should  normally  be  included  in  the 
determination  of  the  OSMA  repres- 
entation in  the  AMA  House  of  Dele- 
gates (1,770  active;  31  applications 
pending;  and  115  Honorary -Life). 
However,  the  AMA  requires  that  all 
members  used  in  determining  rep- 
resentation must  have  full  privileges. 
Since  OSMA  Honorary-Life  members 
have  all  rights  and  privileges  except 
the  right  to  hold  office,  the  associa- 
tion is  prevented  from  counting  115 
of  its  members  according  to  AMA 
regulations. 

It  is  therefore  recommended,  that 
the  Constitution  and  Bylaws  Com- 
mittee of  the  Oklahoma  State  Med- 
ical Association  draft  the  necessary 
amendment  to  the  OSMA  Bylaws  to 
grant  full  rights  and  privileges  to 
Honorary-Life  Members. 
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By  doing  so,  the  association  will 
only  be  about  85  members  short  of 
gaining  a third  member  of  the  AM  A 
House  of  Delegates. 

2.  Your  committee  wishes  to  add 
emphasis  to  the  division  of  the  House 
of  Delegates’  annual  meeting  into  a 
two-day  event.  It  is  obvious  that  the 
volume  of  business  to  transact  at 
annual  sessions  demands  more  care- 
ful attention  and  deliberation  than 
can  be  obtained  during  a one-day 
session.  The  change  in  meeting  for- 
mat is  commended,  and  your  ref- 
erence committee  urges  that  it  be 
continued  in  future  years. 

3.  There  is  some  question  that  the 
annual  banquet  provided  by  the 
OSMA  for  the  Student  American  Med- 
ical Association  represents  the  wisest 
expenditure  of  funds.  Witnesses  ap- 
pearing before  your  committee  sug- 
gested that  more  benefit  might  ac- 
crue to  the  students  and  to  the  OSMA 
if  a one-day  educational  course  and 
luncheon  would  be  conducted  by  the 
association  in  lieu  of  the  banquet. 
Further,  other  witnesses  believed  the 
association  should  offer  financial 
support  to  assist  the  University  of 
Oklahoma  Chapter  of  the  Student 
AMA  in  sending  a larger  Oklahoma 
delegation  to  national  meetings  of 
the  student  group. 

Your  committee  did  not  formulate 
any  definite  recommendations  as  to 
how  the  expenditure  should  be  re- 
directed, but  did  agree  with  the 
witness  that  the  entire  project  should 
be  studied  carefully  with  the  view 
in  mind  of  offering  more  beneficial 
support  to  the  fine  student  group  at 
our  medical  school. 

Therefore,  it  is  recommended  that 
the  Council  on  Public  Policy  under- 
take a reappraisal  of  the  Student 
AMA  Banquet  in  the  light  of  the 
aforementioned  suggestions,  and  that 
the  views  of  the  students  be  solicited 
and  considered.  Recommendations  of 
the  Council  should  be  made  to  the 
Board  of  Trustees. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  report,  see  page  288.) 

Item  3.  Treasurer’s  Report:  Your 
committee  wishes  to  recognize  with 


appreciation  the  improvements  which 
have  been  made  in  the  accounting 
practices  of  the  association.  How- 
ever, further  improvements  are  rec- 
ommended as  follows: 

1.  Chapter  IV,  Section  8.00  and 
8.01  establish  an  audit  committee  to 
be  appointed  by  the  Board  of  Trus- 
tees. To  our  knowledge,  this  por- 
tion of  the  Bylaws  has  not  been  fol- 
lowed for  many  years,  and  it  is  rec- 
ommended that  the  audit  committee 
system  be  reactivated. 

2.  The  “Fixed  Expense”  portion 
of  the  financial  statement  should  be 
provided  in  detail,  rather  than  a 
lump  sum. 

3.  It  is  recognized  that  an  esti- 
mated financial  statement  is  the  only 
practical  way  to  present  the  financial 
picture  of  the  association  to  the  House 
of  Delegates  during  the  annual  ses- 
sion. However,  after  the  books  are 
audited  on  May  31st  of  each  year, 
the  Audit  Committee  should  report 
in  detail  to  the  Board  of  Trustees, 
and  the  Board  should  take  official 
action  on  the  exact  financial  state- 
ment of  the  association. 

Mr.  Speaker,  I recommend  the 
adoption  of  this  portion  of  the  re- 
port. The  motion  was  seconded  and 
carried.  (For  report,  see  page  291.) 

Item  4.  Financial  Aid  to  Educa- 
tion Committee  Report:  This  report 
is  approved  by  the  Reference  com- 
mittee. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  report,  see  page  298.) 

Item  5.  Resolution  No.  1:  Your 
reference  committee  recommends  ap- 
proval of  this  resolution. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  313.) 

Item  6.  Resolution  No.  3:  Your 
reference  committee  recommends 
approval  of  this  resolution. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  314.) 

Item  7.  Resolution  No.  4:  Your 
reference  committee  recommends 
approval  of  this  resolution. 


Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried 
< For  resolution,  see  page  314. ) 

Item  8.  Resolution  No.  10:  Your 
reference  committee  recommends 
approval  of  this  resolution. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  316.) 

Item  9.  Resolution  No.  17:  Your 
reference  committee  recommends 
approval  of  this  resolution. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  318. 

Item  10.  Resolution  No.  19:  Your 
reference  committee  recommends 
approval  of  this  resolution,  but  sug- 
gests that  the  words  “of  the  Bylaws” 
be  inserted  after  “Section  3.00”  in 
the  first  line  of  the  last  paragraph. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  319.) 

Item  11.  Resolution  No.  22:  Your 
reference  committee  recommends 
approval  of  this  resolution. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  319.) 

Mr.  Speaker,  I move  the  adoption 
of  the  report  as  a whole.  Doctor 
Hoover  seconded  the  motion  and  it 
carried. 

REFERENCE  COMMITTEE  No.  II 
Presented  by  Francis  A.  Davis, 
M.D.,  Chairman. 

Mr.  Speaker  and  Members  of  the 
House  of  Delegates: 

Your  reference  committee  gave 
careful  consideration  to  the  items 
referred  to  it  and  makes  the  follow- 
ing report: 

Item  1.  Grievance  Committee  Re- 
port: Your  committee  recommends 
the  approval  of  this  report  in  its 
entirety. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  report,  see  page  312.) 

Item  2.  Resolution  No.  5,  intro- 
duced hy  Tulsa  County  Medical  So- 
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ciety  and  Resolution  No.  29,  intro- 
duced by  East  Central  Oklahoma 
County  Medical  Society.  Since  these 
two  resolutions  are  identical,  your 
committee  recommends  the  approval 
of  Resolution  No.  5. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  314.) 

Item  3.  Resolution  No.  6,  intro- 
duced by  Tulsa  County  Medical  So- 
ciety, and  Resolution  No.  30,  intro- 
duced by  East  Central  Oklahoma 
County  Medical  Society:  Since  these 
two  resolutions  are  identical,  your 
committee  recommends  the  approval 
of  Resolution  No.  6,  after  amending 
the  last  “Resolve”  to  read: 

“BE  IT  FURTHER  RESOLVED, 
that  the  Oklahoma  State  Medical 
Association,  through  appropriate 
council  or  committee,  urges  the 
Oklahoma  State  Department  of 
Public  Health  to  provide  immuni- 
zations to  the  qualified  needy 
only.” 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  315.) 

Item  4.  Resolution  No.  8:  The 
committee  recommends  disapproval 
of  this  resolution  because  the  persons 
who  appeared  before  the  committee, 
in  general,  were  orthopedic  surgeons 
and  the  committee  feels  that  the 
problem  of  crippled  children  involves 
all  phases  of  medicine  and  should 
have  further  study. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  314.) 

Item  5.  Resolution  No.  9:  The 
committee  studied  this  resolution  ex- 
tensively and  feels  that  it  should 
approve  the  resolution.  However, 
the  committee  also  feels  that  the 
Oklahoma  State  Medical  Association 
should  review  the  whole  principle  of 
indigent  care,  since  it  is  the  opinion 
of  the  committee  that  you  cannot 
have  a mixed  economy  (part  social- 
ized and  part  free  enterprise  care). 


If  this  continues,  it  will  result  in 
socialized  medicine. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  314.) 

Item  6.  Resolution  No.  13:  Your 
committee  recommends  the  approval 
of  this  resolution  as  submitted  to  the 
House. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  317.) 

Item  7.  Resolution  No.  14:  Your 
committee  recommends  disapproval 
of  this  resolution.  We  wish  to  state 
that  the  committee,  in  general,  ap- 
proves the  principle  outlined  in  Reso- 
lution No.  14,  but  feels  that  the  Okla- 
homa State  Medical  Association  is 
not  the  proper  organization  to  in- 
stitute this  action. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  317.) 

Item  8.  Resolution  No.  15,  intro- 
duced by  Pottawatomie  County  Med- 
ical Society  and  Resolution  No.  16, 
introduced  by  Canadian  County  Med- 
ical Society:  Due  to  the  similarity  of 
intent  and  purpose,  the  committee 
recommends  the  adoption  of  Reso- 
lution No.  16  in  lieu  of  Resolution 
No.  15. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  317.) 

Item  9 Resolution  No.  32:  Your 
committee  recommends  the  approval 
of  this  resolution. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  322.) 

Item  10.  Report  of  the  Council  on 
Public  Policy:  Your  committee  rec- 
ommends the  approval  of  this  report 
in  its  entirety. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  report,  see  page  304.) 

Mr.  Speaker,  I move  the  adoption 
of  the  report  as  a whole.  The  motion 


was  seconded  by  Galen  P.  Robbins, 
M.D.,  and  carried. 

Mr.  Speaker,  I wish  to  take  this 
opportunity  to  thank  the  members 
of  the  committee  who  worked  so  dil- 
igently on  all  these  resolutions  and 
reports. 

REFERENCE  COMMITTEE  No.  Ill 

Presented  by  Thomas  C.  Points, 
M.D.,  Chairman. 

Mr.  Speaker  and  Members  of  the 
House  of  Delegates: 

Your  reference  committee  gave 
careful  consideration  to  the  items 
referred  to  it  and  makes  the  follow- 
ing report.  We  would  recommend  that 
in  the  future  those  persons  or  socie- 
ties who  present  resolutions  be  in 
attendance  to  give  the  reference  com- 
mittee their  reasons  and  thoughts  on 
same. 

Item  1.  Resolution  No.  20:  (Re- 
garding Clarification  of  Policies, 
Joint  Commission  on  Accreditation 
of  Hospitals):  Your  committee  rec- 
ommends disapproval  of  this  reso- 
lution on  the  grounds  that  this  infor- 
mation is  easily  available  in  each 
hospital  where  the  physician  prac- 
tices and  is  at  his  disposal  for  study 
of  any  regulation. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  319.) 

Item  2.  Resolution  No.  21  (Re- 
garding Socio-Economic  Education, 
O.U.  Medical  School):  Your  commit- 
tee recommends  the  approval  of  this 
resolution. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  319.) 

Item  3.  Resolution  No.  23  (Re- 
garding Disability  Evaluation  for 
Compensation  Purposes):  The  com- 
mittee recommends  approval  of  this 
resolution,  and  further  recommends 
that  it  be  referred  to  the  Occupation- 
al Health  Committee  of  the  Okla- 
homa State  Medical  Association  for 
study  and  implementation. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  319.) 
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Item  4.  Resolution  No.  24  (Re- 
garding Service  Contracts):  The 

committee  recommends  disapproval 
of  this  resolution  and  reaffirms  the 
previous  House  of  Delegates’  action 
on  service  contracts. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  320.) 

Item  5.  Resolutions  No.  12  and  No. 
28:  These  resolutions  were  considered 
together  as  they  were  almost  identi- 
cal, and  your  committee  recommends 
approval  of  Resolution  No.  12. 

Mr.  Speaker , I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  316.) 

Item  6.  Resolution  No.  2 (Intro- 
duced by  the  Canadian  County  Med- 
ical Society  Regarding  Statement  of 
Principle,  Indigent  Medical  Care 
Program):  Your  committee  recom- 
mends that  the  first  resolve  of  this 
resolution  be  disapproved  on  the 
grounds  that  it  is  impractical,  un- 
workable and  unenforceable  on  a 
statewide  basis.  The  committee  re- 
affirms the  action  of  previous  House 
of  Delegates  as  to  the  right  of  an 
individual  physician  to  either  accept 
or  decline  the  payment  of  these  fees. 
The  second  resolve  of  this  resolution, 
the  committee  reaffirms,  as  it  is  a 
long  standing  statement  of  policy  of 
the  Oklahoma  State  Medical  Asso- 
ciation. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  314.) 

Item  7.  Council  on  Socio-Economic 
Activities: 

A.  Section  I.  Public  Welfare  Com- 
mittee. Your  committee  recommends 
the  approval  of  the  recommendations 
of  the  Public  Welfare  Committtee 
down  to  and  including  the  word 
“premium”  under  Recommendation 
No.  6,  deleting  the  remainder  of  this 
recommendation  as  well  as  Recom- 
mendation No.  7. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 

B.  Section  II.  Crippled  Children’s 
Study  Committee.  Your  committee 


recommends  approval  of  the  recom- 
mendations of  the  Crippled  Children’s 
Study  Committee,  after  deletion  of 
the  “Note.” 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 

C.  Section  III.  Occupational 
Health  Committee.  Your  committee 
strongly  recommends  approval  of 
this  recommendation  for  reactiva- 
tion of  this  committee. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 

D.  Section  IV.  Prepaid  Medical 
Care  Committee.  Your  committee 
recommends  that  this  committee  be 
reactivated  at  its  full  strength. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 

E.  Section  V.  Areawide  Hospital 
Planning.  As  to  the  recommendation 
on  areawide  hospital  planning,  your 
committee  goes  on  record  as  approv- 
ing a VOLUNTARY  group  for  study- 
ing and  accumulating  statistics  on 
health  facilities  in  the  state,  provid- 
ing that  the  Oklahoma  State  Medical 
Association  has  equal  representation 
with  all  other  representing  groups 
and  that  these  representatives  of  the 
OSMA  be  appointed  by  the  President 
of  the  association. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report. 

Doctor  Harlan  Thomas  asked  for 
the  floor  and  made  the  following 
motion: 

I move  that  the  committee’s  report 
be  amended  by  deleting  the  words 
“ all  other  representing  groups”  after 
the  word  “with”  and  in  place  there- 
of insert  the  words  “the  Oklahoma 
Hospital  Association  and  the  Okla- 
homa Osteopathic  Association,  and 
providing  that  the  three  other  mem- 
bers-at-large  are  to  be  chosen  by  the 
three  aforementioned  groups  and 
agreed  to  by  these  groups.”  Doctor 
Wilkie  D.  Hoover  seconded  the  mo- 
tion and  it  carried. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report  as 
amended.  The  motion  was  seconded 
and  carried.  (For  report,  see  page 
307.) 


Mr.  Speaker,  I move  the  adoption 
of  this  report  as  a whole.  The  mo- 
tion was  seconded  and  carried. 

Mr.  Speaker,  the  committee  wishes 
to  thank  Mr.  N.  D.  Helland  of  Blue 
Cross-Blue  Shield,  Mr.  Cleve  Rodgers 
of  the  Oklahoma  Hospital  Associa- 
tion, and  Mr.  Paul  Snelson  of  the 
Oklahoma  State  Health  Department, 
who  were  present  at  the  request  of 
the  chairman  and  presented  valuable 
information  as  to  the  various  items 
considered. 

Also,  the  committee  is  most  ap- 
preciative of  the  members  of  the 
OSMA  who  appeared  before  our  com- 
mittee and  is  greatly  indebted  to 
our  secretary,  Mrs.  Dixie  Griffith. 
REFERENCE  COMMITTEE  No.  IV. 

Presented  by  James  S.  Petty,  M.D., 
Chairman. 

Mr.  Speaker  and  Members  of  the 
House  of  Delegates: 

Your  reference  committee  gave 
careful  consideration  to  the  items 
referred  to  it  and  makes  the  follow- 
ing report: 

Item  1.  Report  of  the  Council  on 
Insurance:  Your  committee  recom- 
mends the  approval  of  this  report. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  report,  see  page  296.) 

Item  2.  Report  of  the  Council  on 
Public  Health:  Your  committee  rec- 
ommends the  approval  of  the  Coun- 
cil on  Public  Health’s  report  after 
the  following  deletions  and  additions: 

Section  I,  Paragraph  B.  Change 
the  recommendation  to  read:  “The 
Council  urges  continued  participation 
in  the  two-year  study  which  began 
January  1,  1964,  and  that  an  ade- 
quate release  for  confidential  infor- 
mation be  secured  on  each  case.” 

Section  VI,  Medical  Participation 
and  Control.  Add  a sixth  paragraph 
to  this  section  which  reads: 

“6.  The  State  Director  of  Mental 
Health  be  an  M.D.  with  training  and 
experience  in  psychiatry.” 

Section  VI,  Narcotic  Addiction.  De- 
lete paragraph  No.  2,  and  insert  the 
following: 

“2.  Hospital  treatment  for  the 
withdrawal  and  rehabilitation  of 
these  patients  should  be  established. 
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“3.  The  law  should  allow  addicts 
the  appropriate  parole  opportunities.” 

Section  VI.  Personnel.  Delete  the 
second  paragraph  in  No.  1,  and  sub- 
stitute the  following: 

“Accommodation  should  be  made 
in  the  State  Mental  Health  budget 
to  provide  for  mental  health  train- 
ing programs.” 

Section  VI.  Research.  Delete  the 
third  sentence  and  substitute  the 
following  sentence: 

“Accommodation  should  be  made 
in  the  State  Mental  Health  budget  to 
provide  for  mental  health  research 
programs.” 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  report,  see  page  299.) 

Item  3.  Resolution  No.  7.  The 
committee  recommends  the  approval 
of  this  resolution. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  315.) 

Item  4.  Resolution  No.  11.  Your 
committee  recommends  the  approval 
of  this  resolution. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  316.) 

Item  5.  Resolution  No.  18.  Your 
committee  recommends  the  disap- 
proval of  Resolution  No.  18,  since 
this  information  is  a matter  of  pub- 
lic record  and  can  be  obtained  by 
any  interested  party. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  319.) 

Item  6.  Resolution  No.  25.  Your 
committee  recommends  the  approval 
of  this  resolution. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  320.) 

Item  7.  Resolution  No.  26.  Because 
of  religious  problems  involved,  the 
committee  recommends  that  this 
resolution  be  presented  to  the  House 


of  Delegates  as  a whole  without  re- 
commendation. 

Doctor  Malcom  E.  Phelps  moved 
that  the  House  of  Delegates  take  no 
action  on  this  resolution.  Doctor 
Hoover  seconded  the  motion  and  it 
carried.  (For  resolution,  see  page 
321.) 

Item  8.  Resolution  No.  27.  Your 
committee  recommends  that  this 
resolution  be  disapproved  because 
further  study  by  the  American  Med- 
ical Association  is  in  progress. 

Mr.  Speaker,  I move  the  adoption 
of  this  portion  of  the  report.  The 
motion  was  seconded  and  carried. 
(For  resolution,  see  page  321.) 

Mr.  Speaker,  I move  the  adoption 
of  the  report  as  a whole.  Doctor 
G.  B.  Gathers  seconded  the  motion 
and  it  carried. 

Mr.  Speaker,  I wish  to  take  this 
opportunity  to  thank  the  members 
of  the  committee  who  worked  so  dili- 
gently on  all  these  resolutions  and 
reports. 

Doctor  Hodgson  announced  the  next 
order  of  business  would  be  the  elec- 
tion of  officers.  He  stated  that  there 
would  be  no  further  nominations.  A 
ballot  with  the  names  of  all  nomi- 
nees was  distributed  to  the  Dele- 
gates, and  the  following  officers  were 
elected,  as  certified  by  the  Tellers 
Committee: 

Rex  E.  Kenyon,  M.D.,  Oklahoma 
City,  was  voted  President  by  accla- 
mation. 

R.  R.  Hannas,  M.D.,  Sentinel,  was 
voted  Vice-President. 

Bob  J.  Rutledge,  M.D.,  Oklahoma 
City  was  voted  Secretary-Treasurer. 

C.  M.  Hodgson,  M.D.,  Kingfisher, 
was  voted  Speaker  of  the  House  by 
acclamation. 

Worth  M.  Gross,  M.D.,  Tulsa,  was 
voted  Vice-Speaker  of  the  House  by 
acclamation. 

Wilkie  D.  Hoover,  M.D.,  Tulsa,  was 
voted  Delegate  to  the  AMA  by  ac- 
clamation. 

Francis  A.  Davis,  M.D.,  Shawnee, 
was  voted  Alternate-Delegate  to  the 
AMA  by  acclamation. 

Avery  B.  Wight,  M.D.,  Enid,  and 
Albert  W.  Brownlee,  M.D.,  Guthrie, 
were  voted  Trustees  for  District  No. 
3,  by  acclamation. 


Vernon  D.  Cushing,  M.D.,  Okla- 
homa City,  and  Lewis  C.  Taylor, 
M.D.,  Oklahoma  City,  were  voted 
Trustees  for  District  No.  6,  by  ac- 
clamation. 

Francis  R.  First,  Jr.,  M.D.,  Che- 
cotah,  and  Burdge  F.  Green,  M.D., 
Stilwell,  were  voted  Trustees  for 
District  No.  9,  by  acclamation. 

E.  M.  Gullatt,  M.D.,  Ada,  and 
John  A.  Graham  ,M.D.,  Pauls  Valley, 
were  voted  Trustees  for  District  No. 
12,  by  acclamation. 

The  58th  Annual  Meeting  of  the 
House  of  Delegates  of  the  Oklahoma 
State  Medical  Association  adjourned 
at  10:55  a.m.,  May  2,  1964. 

Recorded  by  Martina  Doyle 


Report  of 

THE  PRESIDENT 
APPROVED  IN  PART  (See  report 

of  Reference  Committee  No.  I) 

For  me  this  has  been  an  eventful 
and  never  to  be  forgotten  year.  Be- 
ginning the  first  week  with  the  no- 
tice that  Lord  Taylor  was  going  to 
visit  our  State,  and  culminating  dur- 
ing the  past  month  in  the  death  of 
our  faithful  and  dedicated  Speaker 
of  the  House  of  Delegates.  Without 
the  loyalty  and  dedication  of  the 
staff,  and  the  very  ultimate  in  co- 
operation and  hard  work  by  the  Coun- 
cils and  Committees  the  burden  would 
have  been  unbearable;  but  with  them 
doing  the  work  the  direction  became 
a pleasure! 

That  much  has  been  done  will  be- 
come apparent  when  the  reports 
come  to  this  floor.  I urge  your  care- 
ful consideration  of  each  of  them. 
This  meeting  has  been  arranged  so 
as  to  give  more  time  for  full  consid- 
eration of  our  problems.  That  much 
is  still  to  be  done  will  become  ap- 
parent as  the  recommendations  for 
further  actions,  and  for  new  ap- 
proaches, are  noted  in  these  reports. 
Your  President  has  attempted  at  all 
times  to  keep  in  mind  the  policies 
and  directions  of  the  Board  of  Trus- 
tees and  this  House  of  Delegates,  as 
well  as  the  current  events  which 
have  developed  to  give  some  insight 
into  the  future;  and  each  Council 
and  Committee  have  been  made 
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aware  of  the  existing  policies  and 
directions  in  their  deliberations. 

A review  of  some  of  the  problems 
faced  and  some  of  the  activities  taken 
by  this  administration  is  in  order; 
first  that  the  membership  be  in- 
formed of  events,  and  second  that 
future  actions  might  best  be  plan- 
ned. This  should  first  include  a 
summary  of  the  policies  and  objec- 
tives of  your  President.  I believe 
that  everything  that  has  to  do  with 
the  practice  of  medicine,  from  the 
training  period  to  the  final  end  re- 
sults, is  the  business  of  the  Associa- 
tion. I believe  that  each  member 
of  the  Association  should  know  what 
is  going  on,  that  it  should  be  a 
part  of  the  responsibility  for  each 
individual  to  find  out,  but  it  is  first 
the  responsibility  of  the  Association 
and  its  officers  to  let  them  know.  I 
believe  that  the  ultimate  goal  of  all 
medical  affairs  is  to  better  care  for 
patients  and  that  the  best  ends  of 
all  physicians  will  be  served  by  do- 
ing this  to  the  best  of  our  abilities. 
I believe  that,  regardless  of  what 
system  is  followed— what  treatment 
is  apphed— what  laws,  rules  or  regu- 
lations are  made — the  final  and  ulti- 
mate goal  cannot  be  obtained  until 
the  physician  can  transmit  the  re- 
sults to  the  patient,  and  that  only 
the  physician  can  do  this.  There- 
fore, I believe  that  the  physician-pa- 
tient relationship  is  inviolable  terri- 
tory. I believe  that  in  this  changing 
time,  this  relationship  must  include 
socio-economic  consideration;  and  it 
therefore  becomes  the  duty  and  re- 
sponsibility of  each  physician  to  ac- 
quaint himself  well  in  all  of  these 
affairs  and  apply  them  in  his  deal- 
ings with  his  patients  with  the  same 
diligence  and  wisdom  and  tact  that 
he  applies  his  knowledge  to  the  treat- 
ment of  the  diseases  and  conditions 
with  which  his  patient  suffers.  I 
believe  that  the  profession  and  the 
Association  have  NOT  kept  pace  with 
the  changing  conditions— feeling  that 
we  are  in  strange  territories,  and 
others  should  be  more  concerned 
than  we — resulting  in  others  as- 
suming the  job  and  making  rules  and 
regulations  which  we  find  to  be  im- 
practical, intolerable,  and  dangerous 


to  our  relationships  with  our  patients, 
and  equally  as  dangerous  to  the  free- 
doms of  our  selves  and  our  peoples. 

With  these  beliefs  I carried  on  the 
work  of  the  Association.  The  district 
meetings  were  an  attempt  to  bring 
to  the  physicians  some  of  the  prob- 
lems which  we  face.  All  fourteen 
districts  were  visited,  and  approxi- 
mately hah  of  our  physicians  were 
directly  contacted.  Lay  groups  were 
met  where  the  opportunity  afforded. 

I RECOMMEND  THAT  THESE  EF- 
FORTS BE  MADE  A PART  OF  THE 
DUTIES  OF  YOUR  OFFICIALS. 

^ ^ ^ 

Coming  early  to  attention  were  the 
mental  health  problems  and  the 
plans  for  the  statewide  survey.  Re- 
alizing that  here  was  an  area  where 
proposals  and  programs  were  sure 
to  be  forthcoming,  we  made  every 
attempt  to  enlist  the  profession  in 
an  effort  to  provide  suitable  answers. 
We  soon  saw  that  the  profession  had 
no  positive  answers,  so  the  first 
Mental  Health  Congress,  which  was 
authorized  by  this  House  last  year, 
was  directed  toward  an  effort  to  es- 
tablish professional  policies.  Your 
Council  will  present  some  recommen- 
dations for  your  sincere  considera- 
tion. Meanwhile  the  Mental  Health 
Survey  is  continuing  throughout  the 
state.  Each  of  you  will  have  oppor- 
tunities to  serve.  Let  us  establish 
our  policies  now,  and  let  each  phy- 
sician know  what  they  are,  and  let 
your  views  be  expressed  when  the 
survey  comes  to  your  community. 
Let  this  be  one  field  where  we  are 
not  caught  short! 

The  Welfare  situation  has  been 
boiling  all  year  and  is  far  from  being 
settled.  Many  meetings  have  been 
held,  and  recommendations  made. 
We  have  not,  in  any  sense,  been  hap- 
py with  the  results.  It  is  my  con- 
sidered opinion  that  during  the  com- 
ing year,  with  the  legislature  in  ses- 
sion, events  must  come  to  a much 
more  definite  understanding.  We  are 
receiving  much  better  co-operation 
from  our  allied  professions.  It  has 
become  all  to  apparent  that  all  must 
work  and  stand  together.  We  must: 
First,  take  care  of  the  patients;  Sec- 
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ond,  fulfill  our  own  agreements; 
Third,  insist  that  all  agreements  of 
others  be  likewise  fulfilled;  Fourth, 
eliminate  any  abuses  by  our  individ- 
uals; and  Fifth,  maintain  dignity  and 
professionalism  in  our  activities.  We 
must  at  all  times  be  prepared  to 
present  our  case  to  the  public  and 
to  the  legislative  bodies.  We  will 
have  no  case  without  wisdom,  real- 
ism, reliability,  reasonableness, 
steadfast  principles,  and  unanimity 
of  thought  and  action.  No  proposal 
will  work  without  the  unqualified  sup- 
port of  the  profession.  We  must  have 
unanimity  on  our  part,  and  at  pres- 
ent. this  we  do  NOT  have.  I believe 
this  to  be  one  of  the  most  important 
subjects  that  this  House  must  con- 
sider—it  cannot  be  taken  lightly ! 

% % 

Our  insurance  programs  have  been 
issues  of  prime  importance,  especial- 
ly our  professional  liability  program. 
You  will  hear  about  this  from  the 
Council  and  Committee  reports.  Our 
program  of  preventive  education  re- 
ceived a set-back  by  the  untimely 
postponement  of  our  scheduled  meet- 
ing; however,  we  are  making  every 
effort  to  recover  from  that,  and  dur- 
ing the  next  year  each  member 
should  receive  more  information  than 
ever  before  along  this  line.  It  is 
serious,  when  we  consider  that  our 
state  has  gone  from  near  the  bottom 
in  liability  claims  made,  to  very  near 
the  top — besides  it  is  costing  us 
money! 

Realizing  that  this  would  be  an 
election  year,  many  of  the  efforts  of 
the  past  year  have  been  directed 
towards  preparation  for  that.  These 
efforts  also  fit  in  with  the  campaign 
against  federalization  of  the  profes- 
sion. Our  Operation  Hometown  has 
worked!  At  each  district  meeting 
opportunities  were  afforded  for  the 
profession  to  learn  about  OMPAC. 
This  is  a worthwhile  effort,  and  one 
that  has  not  delivered  according  to 
the  potential  that  it  has.  Under  no 
circumstances  can  we  afford  to  dis- 
regard the  facts  of  political  life  as 
they  affect  our  Nation  and  our  pro- 
fession. We  are  far  down  on  the 
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totem  pole  in  this  segment  of  our 
duties. 

As  a part  of  the  functions  of  this 
effort  the  Legislative  trip  to  Wash- 
ington, D.C.  was  consummated.  It 
was  highly  successful.  It  should  be 
an  annual  affair,  whether  there  are 
burning  issues  at  hand  or  not.  I 
RECOMMEND  THAT  THIS  ASSOCI- 
ATION DO  THAT. 

A new  effort  that  promises  some 
very  rewarding  returns,  is  the  es- 
tablishment, with  the  approval  of 
the  Board,  of  the  Committee  on  Med- 
icine and  Religion.  The  Committee 
has  done  outstanding  work  in  imple- 
menting an  entirely  new  idea,  and 
having  already  produced  local  com- 
mittees in  many  of  the  societies.  I 
commend  highly,  to  you,  the  first 
conference  for  Sunday,  May  3rd.  I 
believe  you  will  begin  to  see  another 
potent  force  in  the  care  of  patients 
that  has  been  long  overdue  in  being 
utilized  to  the  fullest  extent. 

^ ❖ 

Time  does  not  permit  discussion 
of  everything,  so  let  us  now  look 
forward.  Our  buildings  are  now  near- 
ly ten  years  old.  They  are  in  need 
of  repairs,  some  of  which  are  under 
way.  Our  office  space,  especially 
storage,  is  becoming  crowded.  A 
preliminary  survey  was  made  to  de- 
termine expression  of  interest  in  a 
joint  building  with  some  of  our  allied 
professions.  Such  interest  exists.  We 
have  the  ground  space.  I believe  it 
would  be  possible  and  feasible  for  a 
joint  construction  effort,  making 
more  building  space,  more  meeting 
facilities,  and  above  all  permitting 
joint  facilities  that  are  now  not  with- 
in our  financial  reach,  that  would 
greatly  improve  our  efficiency  and 
efforts,  with  savings  in  cost.  I rec- 
ommend that  an  Ad  Hoc  committee 
be  estabilshed  to  investigate  these 
possibilities  and  make  recommenda- 
tions from  their  findings  to  this 
House. 

❖ # sfc  :!:  $ 

One  situation  that  developed  all  too 
frequently  during  the  past  year  with 
embarrassment  to  the  profession  and 


to  the  association  is  the  frequent 
press  releases  by  individuals  and 
groups  that  are  given  the  status, 
either  by  the  press  or  by  an  unin- 
formed public,  that  these  were  the 
voice  of  the  profession,  and  represent 
policy  of  the  Association.  I am  sure 
some  of  this  is  unavoidable  with  an 
eager  press  and  unthinking  public. 
The  State  Medical  Association  should 
be  the  spokesman  for  the  profession 
in  the  State  of  Oklahoma.  I present 
this  as  a matter  that  needs  the  at- 
tention of  the  Association. 

^ 

Our  Association  has  no  unified,  co- 
ordinated policy  of  indoctrination  of 
new  members.  The  Association  and 
the  profession  suffers  as  a result  of 
this.  Some  of  the  larger  societies 
have  excellent  programs,  but  these 
vary  among  themselves,  and  are  not 
to  be  found  in  most  of  the  smaller 
societies.  We  are  derelict  in  our 
duties  when  we  do  not  properly  ori- 
entate the  new  physician  just  enter- 
ing practice.  A study  should  be 
made  of  this  issue  and  recommenda- 
tions made. 

Other  problems,  not  solved,  and  of 
a continuing  nature  that  time  does 
not  permit  discussion  must  be  listed: 
The  osteopathic  problem,  the  medi- 
cal school  problems,  our  nurse-phy- 
sician relationships,  and  the  best 
utilization  of  our  nurses  and  the  al- 
lied professions;  third  parties  which 
are  with  us,  will  remain,  and  must 
be  taken  into  consideration  whether 
we  like  it  or  not;  area-wide  hospital 
planning,  especially  the  compulsory 
and  non-arbitrary  features  that  are 
implied  by  some  of  the  proposals  be- 
ing made;  legislative  proposals, 
both  those  already  known  about  as 
well  as  those  that  are  sure  to  come 
with  the  next  Legislature  and  Con- 
gress, not  the  least  of  those  being, 
on  a local  level,  the  consideration 
of  a fee  schedule  for  Workmen’s 
Compensation  cases;  physician  and 
citizen  lethargy  and  apathy;  phy- 
sician disregard  of  our  problems, 
with  more  emphasis  on  self-policing; 
the  natural  tendency  of  professional 
people  to  maintain  a “status  quo” 
when  such  is  impossible— as  much  so 


in  the  socio-economic  field  as  it  is 
in  the  practice  itself;  and  not  the 
least  of  our  impending  problems  is 
the  injection  of  the  catch-word  phrase 
of  “Total  Health  Care”— this  prom- 
ises to  be  as  big  an  issue  as  that  of 
“Care  of  the  Aged”— and  will  cer- 
tainly be  ranked  with  God,  Mother- 
hood, and  the  Flag!  Are  we  ready 
for  these  problems?  Unfortunately 
NO! 

It  can  be  readily  seen  from  the 
partial  recitation  above  that  we  have 
work  to  do.  I believe  we  have  the 
brains  in  our  profession  to  solve  our 
problems.  We  do  not  have  the  money 
to  buy  our  way  out,  even  if  this  were 
feasible.  We  are  drastically  short 
of  staff  power.  May  I remind  you 
that  90  per  cent  of  our  work  is  being 
done  by  volunteers.  We  have  six 
staff  members,  two  of  which  are 
specialized.  They  are  overwhelmed 
with  paper  work  alone.  Time  after 
time  during  the  past  year  things 
have  come  to  my  attention  which 
the  staff  had  not  even  heard  about. 
Meetings  have  come  and  gone  with 
no  one  to  even  monitor  the  proceed- 
ings, much  less  to  participate.  I 
have  been  quite  distressed  about 
this,  because  if  our  business  is  any- 
thing that  pertains  to  medicine,  then 
we  should  at  the  very  least,  be  post- 
ed on  the  subject. 

Permit  a few  statistics:  During  the 
past  year  your  President  has  travel- 
ed approximately  30,000  miles  and 
spent  more  than  100  eight  hour  days, 
not  counting  travel  time,  in  your 
services.  How  much  time  and  how 
many  miles  other  officers,  Council 
members,  Committee  members  and 
others  have  served  is  astounding.  I 
do  not,  for  a minute,  wish  to  leave 
the  impression  that  I begrudge  a 
moment  of  this,  because  even  then, 
not  all  was  done  that  should  have 
been  done.  The  fact  remains  that 
you  are  asking  and  expecting  vol- 
unteers to  do  a lot  of  work  for  you 
that  hired  help  should  be  doing.  Nor 
do  I want  to  convey  the  idea  that 
our  hired  help  has  been  delinquent 
—I  kept  them  busy!  In  addition, 
much  of  the  work  and  contacts,  right- 
fully belongs  to  a physician,  and  it 
is  not  duties  that  our  present  staff 
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could  handle. 

Therefore,  I recommend  that  this 
Association  provide  enough  dues  to 
hire  a full  time  physician,  as  an  Ex- 
ecutive Vice-President,  to  more  prop- 
erly carry  out  some  of  the  functions 
that  we  should  be  doing. 

% Hs  H*  ❖ 

Our  Association  lacks  continuity  of 
effort  from  year  to  year.  This  was 
brought  forcibly  to  my  attention  with 
assumption  of  my  duties,  to  find  that 
the  President  wrote  the  program  for 
the  year.  The  President  should  have 
the  prerogative  of  having  an  individ- 
ual program,  but  the  Association 
needs  a progessive,  five  or  ten-year 
plan  that  would  be  a continuing  vital 
effort  to  meet  our  needs. 

I believe  this  could  be  best  accom- 
plished by  having  a planning  com- 
mission, with  staggered  terms,  com- 
posed of  our  most  able  men,  whose 
duties  it  would  be  to  study  and  rec- 
ommend actions  and  plans  for  the 
Association  from  year  to  year.  I 
recommend  this. 

This  same  commission,  recom- 
mended in  the  last  paragraph,  might 
well  be  used  to  help  us  solve  what 
I believe  to  be  the  greatest  failure 
of  the  Association:  WE  ARE  DERE- 
LICT IN  THE  ESTABLISHMENT 
OF  DEFINITE  POLICY  ON  THE 
VITAL  ISSUES. 

Far  too  many  times  during  the 
past  year  it  has  come  to  my  atten- 
tion that  the  Association  had  no  defi- 
nite policy  on  this  or  that  issue.  The 
mental  health  problem  serves  as  one 
of  the  best  examples.  I can  never 
believe  that  NO  ANSWER  can  ever 
be  the  best  answer;  and  most  espec- 
ially so  when  it  is  so  obvious  that 
some  kind  of  an  answer  is  to  be 
forthcoming.  We  must  stop  permit- 
ting answers  to  be  made,  and  then 
find  ourselves  on  the  defense,  be- 
cause we  have  not  given  an  answer 
in  the  first  place.  If  I could  dictate 
but  one  policy  to  you  it  would  be: 
HAVE  A POLICY  TO  HAVE  A 
POLICY  on  every  question  that 
arises  within  our  domain,  immedi- 
ately and  forthwith,  without  pressure, 


and  with  due  deliberation.  To  do 
that,  we  must  keep  constantly  in- 
formed. We  must  look  constantly 
forward  at  the  trends,  and  be  able 
to  reasonably  predict  future  trends 
and  issues.  Far  too  many  times  in 
the  past  we  have  waited  until  an  is- 
sue comes  to  a head,  only  to  find 
that  answers  have  already  been  writ- 
ten. We  have  not  acted  until  the 
pressures  have  built  up  about  us. 
This  puts  us  automatically  on  the  de- 
fense. We  must  then  prove  ourselves 
rather  than  to  put  the  burden  of  proof 
on  an  opposing  principle.  Gentlemen, 
it  is  later  than  you  think!— But  I 
hope  not  too  late!  To  insure  that  it 
is  not  too  late,  however,  we  can  no 
longer  afford  the  luxury  of  wishful 
thinking,  or  waiting  to  see  if  the  big 
bad  issue  will  go  away!  It  will  not! 
^ ❖ ❖ 

It  would  be  amiss  for  me  to  close 
without  giving  final  recognition  to  all 
the  fine  workers  that  have  helped 
me  in  my  work  the  past  year.  The 
staff  has  done  outstanding  work. 
They  were  so  dedicated  that  I felt  it 
necessary  to  insist  that  they  take 
then'  allotted  vacation  time.  My 
Council  chairmen,  and  members,  and 
Committeemen  have  travelled  many 
miles,  and  labored  many  hours  in 
your  behalf.  I am  proud  of  them. 
You  owe  them  a big  debt  of  grati- 
tude. I would  like  for  you  to  give 
especial  honors  to  the  Council  chair- 
men: Doctor  Ennis  M.  Gullatt,  of 
the  Council  on  Socio-Economic  Af- 
fairs. His  big  headache  has  been  the 
Welfare  Department. 

Doctor  Hayden  Donahue,  Council 
on  Public  Health — Primarily  con- 
cerned this  year  with  the  problems 
related  to  Mental  Health,  and  ar- 
ranged a most  excellent  Mental 
Health  Congress. 

Doctor  Dave  B.  Lhevine,  Council 
on  Insurance.  He  has  done  a lot  of 
sweating  about  your  liability  insur- 
ance. 

Doctor  R.  R.  Hannas,  Council  on 
Professional  Education.  He  arranged 
your  regional  post-graduate  courses, 
and  others,  and  is  primarily  respon- 
sible for  the  fine  program  you  will 
hear  in  this  meeting. 


Doctor  Rex  E.  Kenyon,  Council  on 
Public  Policy.  If  any  man  spent  as 
much  time  or  travelled  as  many  miles 
as  I did,  he  is  the  one.  He  has  an 
excellent  Operation  Hometown  go- 
ing, and  has  been  watchdog  over 
many  issues. 

Gentlemen,  these  men  have 
worked! 

We  cannot  yet  know  the  fruits  of 
our  efforts.  We  do  know  that  the 
work  has  not  all  been  done,  nor  will 
it  ever  end.  We  can  only  hope  that 
we  have  helped  to  make  the  way  a 
little  easier  for  those  to  come.  Many 
other  things  were  done  that  have  not 
been  herein  listed;  but  many  things 
were  not  done  that  should  have  been 
done.  I made  mistakes.  Those  that 
I know  about  I have  attempted  to 
correct  or  to  make  proper  amends 
for;  those  that  I do  not  yet  know 
about  I can  only  hope  are  not  irre- 
parable. 

I am  not  in  the  mood  to  sing  the 
old  refrain  about  the  old  soldiers.  I 
can  only  say  that  I have  enjoyed 
serving  you — that  it  has  been  my 
greatest  honor — and  one  that  I can 
never  forget.  My  only  apology  is  that 
I could  not  have  done  more.  I make 
no  apologies  to  you  for  saying,  “I 
tried.” 


Report  of  the 
TREASURER 

APPROVED  (Note  recommendations 
of  Reference  Committee  No.  I) 
This  report  contains  an  estimated 
financial  statement  for  the  fiscal 
year  ending  May  31st,  1964,  and 
budgets  for  the  next  fiscal  year. 

Since  association  finances  are  not 
audited  until  the  completion  of  the 
fiscal  year,  it  is  necessary  to  pre- 
sent an  estimate  of  the  year-end  fi- 
nancial condition  to  the  House  of 
Delegates  during  the  annual  meet- 
ing. However,  the  certified  auditor’s 
report  will  be  mailed  to  all  members 
of  the  House  promptly  after  its  com- 
pletion. 

Expenditures  during  the  past  year 
will  closely  conform  to  the  budget. 
It  was  estimated  at  the  beginning 
of  the  current  fiscal  year  that  the 
association  would  show  a surplus  of 
approximately  $3,600.00  on  May  31st, 
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1964.  Our  estimates  at  this  time  in- 
dicate a surplus  for  the  year  of  $1,- 
998.98. 

Advertising  revenue  for  the  Journ- 
al of  the  OSMA  continues  to  decline. 
While  production  expenses  have  re- 
mained level,  advertising  will  be 
down  about  $5,000.00  for  the  year  and 
the  association  will  therefore  suffer 
a corresponding  loss  in  the  overall 
journal  operation. 

The  decline  in  advertising  revenue 
for  medical  association  sponsored 
publications  is  a national  problem, 
and  the  OSMA  Journal’s  loss  is  not 
out-of-step  with  the  national  scene. 
However,  efforts  are  being  acceler- 
ated by  the  national  sales  agency, 
the  State  Medical  Journal  Advertis- 
ing Bureau,  and  by  the  OSMA  staff 


to  restore  the  journal  operation  to 
at  least  a break-even  basis. 

The  1964  Membership  Directory 
was  published  at  a nominal  profit 
through  advertising  sales. 

Regarding  the  general  accounting 
practices  and  budget  control  pro- 
cedures of  the  association,  it  is  felt 
that  conversion  to  a fiscal  year  (to 
conform  to  the  organizational  year 
of  the  OSMA)  and  the  preparation 
of  quarterly  “Budget  Comparison 
Reports”  have  contributed  to  vastly 
improved  control  of  association  funds. 

The  estimated  annual  financial 
statement  is  presented  as  an  attach- 
ment to  this  report. 

1964-65  Budgets 

Two  separate  budgets  are  presented 
for  the  new  organizational  year  be- 
ginning June  1st,  1964  and  ending 
May  31st,  1965.  For  “Organizational 
Activities,”  we  are  anticipating  a 


surplus  of  $2,150.00.  Dues  income  will 
be  enhanced  by  the  $10.00  per  year 
dues  increase  which  was  effective 
January  1st,  1964,  and  the  bulk  of 
this  increased  revenue  has  been  al- 
located to  the  Council  on  Public 
Policy. 

To  comply  with  postal  regulations 
which  require  “paid  subscriptions” 
to  the  OSMA  Journal,  and  to  partial- 
ly offset  losses  being  incurred  in  this 
operation  due  to  declining  advertising 
sales,  $3.00  from  each  member’s  an- 
nual dues  is  being  transferred  to  the 
Journal  budget.  Even  so,  the  1964-65 
budget  for  journal  operations  is  esti- 
mated to  result  in  a loss  for  the  forth- 
coming year’s  operation. 

The  estimated  financial  statement 
for  the  1963-64  organizational  year, 
and  Budgets  A and  B for  the  1964-65 
year  are  presented  herewith  for  the 
approval  of  the  House  of  Delegates. 


INCOME 


FINANCIAL  STATEMENT 
(Estimated  for  Year  Ending  May  31st,  1964) 


Membership  Dues $78,000.00 

Scholarship  and  Loan  Fund  (from  dues) 8,500.00 

Journal 26,250.00 

Membership  Directory 2,100.00 

Annual  Meeting 9,800.00 

Interest  from  Savings 2,370.00 

AMA  Grant — Mental  Health  Conference 1,021.50 

Miscellaneous 780.00 


TOTAL  INCOME  . 
EXPENSE 

Fixed  Expenses  . . . . 

Depreciation 

Councils  and  Committees: 

Public  Policy 
Insurance  . . . . 

Professional  Education 
Socio-Economic  Activities  . 
Public  Health 


Travel-In-State 
Travel-Out-State  . 
Membership  Directory 
Annual  Meeting  Expense  . 
Scholarship  and  Loan  . 
Journal  .... 


$128,821.50 

$57,000.00 

2,000.00 

$9,200.00 

43.00 

1,800.00 

350.00 


11,393.00 

1,600.00 

6.250.00 
1,579.52 

7.500.00 

8.500.00 
31,000.00 


TOTAL  EXPENSE $126,822.52 

NET  SURPLUS $ 1,998.98 
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SAVINGS 

Ponca  City  Savings  & Loan  (1957) $10,000.00 

Home  Savings  & Loan  (Lawton)  (1957) 10,000.00 

Home  Savings  & Loan  (Bartlesville)* 10,000.00 

Durant  Building  & Loan  (1960) 10,000.00 

Tulsa  Federal  Savings  & Loan  (1961) 10,000.00 

Oklahoma  City  Federal  Savings  & Loan**  (1/31/64)  . . . 6,320.56 

Earned  Interest  as  of  5/31/64 1,016.12 

TOTAL $57,336.68 

*1959— $2,798.16 
1960—  7,201.84 
**1961—  1,860.27 

1962—  2,224.22 

1963—  2,236.07 


BUDGET  A— ORGANIZATIONAL  ACTIVITIES 

INCOME 

Membership  Dues 

Journal  Subscriptions  (from  dues) 

Scholarship  and  Loan  Fund  (from  dues) 

Interest  from  Savings 

Miscellaneous  Income 

Annual  Meeting— Booth  Rental  $7,400.00 
Ticket  Sales  2,400.00 


TOTAL  INCOME 

EXPENSES 

Fixed  Expenses 

Depreciation 

Journal  Subscriptions  (from  dues  transferred  to  Journal) 


Councils  and  Committees: 

Public  Policy $15,000.00 

Insurance 1,000.00 

Professional  Education 2,400.00 

Socio-Economic  Activities 500.00 

Public  Health 1,200.00 


In-State-Travel 

Out-State-Travel 

Annual  Meeting: 

Guest  Speakers $ 2,200.00 

Hotel 1,200.00 

Decorations 750.00 

Dinner,  Luncheons 1,700.00 

Entertainment 1,600.00 

Printing,  Promotion 800.00 

Miscellaneous 1,200.00 


Scholarships  and  Loans 
TOTAL  EXPENSE 

NET  SURPLUS  . 


$ 86,500.00 

3.500.00 

8.750.00 

2.600.00 
800.00 


9,800.00 


$111,950.00 

$ 58,000.00 
2,000.00 
3,500.00 


20,100.00 

1.500.00 

6.500.00 


9,450.00 


8,750.00 

$109,800.00 

$ 2,150.00 


Journal  / June  1964  / Volume  57 


293 


news 


BUDGET  B— JOURNAL,  MEMBERSHIP  DIRECTORY 


INCOME 

National  Advertising $20,000.00 

Direct  Advertising 8,000.00 

Subscriptions  (from  dues) 3,500.00 

Subscriptions  (non-member) 300.00 


Membership  Directory: 
Sales  of  Copies  . 

TOTAL  INCOME 
EXPENSE 
Printing 
Engraving 
Art  Work 

Salaries  .... 
Travel,  Dues 
Miscellaneous 

TOTAL  EXPENSE 

NET  LOSS  . 


$ 31,800.00 

300.00 
$ 32,100.00 


$22,000.00 

850.00 

450.00 
8,400.00 

450.00 

300.00 

$ 32,450.00 
($350.00) 


Report  of  the 
BOARD  OF  TRUSTEES 
APPROVED  (Note  recommendations 

of  Reference  Committee  No.  I) 
Board  Actions 

Three  meetings  of  the  Board  of 
Trustees  were  called  during  the  past 
year.  Business  was  transacted  on 
July  14th  and  March  22nd,  but  a 
November  24th  meeting  was  not  of- 
ficially convened  due  to  lack  of  a 
quorum. 

Below  is  a summary  of  major 
items  of  business  transacted  by  the 
Board. 

1.  The  disciplinary  action  taken 
by  a county  medical  society  against 
one  of  its  members  was  appealed  to 
the  Board  of  Trustees.  A hearing 
was  held  and  the  Board  sustained 
the  position  of  the  county  medical 
society.  The  aggrieved  physician 
then  filed  an  appeal  with  the  Judicial 
Council  of  the  American  Medical  As- 
sociation which  resulted  in  the  AMA 
generally  supporting  the  positions 
taken  by  the  state  and  county  medi- 
cal societies. 

2.  The  Board  furnished  the  gover- 
nor with  the  names  of  fifteen  OSMA 
members,  from  which  the  following 
physicians  were  appointed  to  serve 


on  the  Oklahoma  State  Board  of  Med- 
ical Examiners: 

Marshall  O.  Hart,  M.D.,  Tulsa 
Francis  A.  Davis,  M.D.,  Shawnee 
Edgar  W.  Young,  M.D.,  El  Reno 
Doyle  E.  Johnson,  M.D.,  Enid 
John  M.  Moore,  M.D.,  Pauls  Valley 
C.  J.  Roberts,  M.D.,  Enid 
E.  F.  Lester,  M.D.,  Oklahoma  City 

3.  Based  upon  nominations  sub- 
mitted by  the  President,  the  Board 
appointed  an  OSMA  Executive  Com- 
mittee comprised  of:  Joe  L.  Duer, 
M.D.,  Woodward;  J.  Hoyle  Carlock, 
M.D.,  Ardmore;  Wilkie  D.  Hoover, 
M.D.,  Tulsa;  Malcom  E.  Phelps, 
M.D.,  El  Reno;  Harlan  Thomas, 
M.D.,  Tulsa;  R.  R.  Hannas,  Jr., 
M.D.,  Sentinel;  Mark  R.  Johnson, 
M.D.,  Oklahoma  City;  and,  Marshall 
O.  Hart,  M.D.,  Tulsa. 

4.  A request  from  the  Commis- 
sioner of  Health  was  considered  in 
regard  to  the  physician  representa- 
tive on  the  State  Hospital  Advisory 
Council  for  the  Hill-Burton  Program. 
The  Commissioner,  Doctor  Kirk  T. 
Mosley,  asked  for  the  Board’s  recom- 
mendation of  a physician  to  serve  in 
this  capacity  and  further  requested 
a recommendation  as  to  the  tenure 
of  such  appointment.  The  Board  of 
Trustees  nominated  W.  K.  Haynie, 


M.D.,  Durant,  to  succeed  himself  on 
the  advisory  council  and  recommend- 
ed a tenure  of  two  years. 

5.  The  State  Health  Department 
also  requested  five  nominees  to  fill 
two  appointments  on  the  Hospital  Li- 
censure Advisory  Council.  The  fol- 
lowing physicians  were  appointed, 
based  upon  the  Board’s  nominations: 
George  T.  Ross,  M.D.,  Enid,  and 
Roger  Reid,  M.D.,  Ardmore. 

6.  Three  physicians  were  nomi- 
nated by  the  Board  to  fill  one  ap- 
pointment to  the  Health  Depart- 
ment’s Advisory  Council  for  Rest 
Homes,  Nursing  Homes  and  Special- 
ized Homes.  E.  K.  Norfleet,  M.D., 
Bristow,  was  appointed  to  this  po- 
sition. 

7.  The  Department  of  Public  Wel- 
fare requested  three  nominations  for 
one  position  on  the  Professional  Ad- 
visory Committee  on  Medical  Care 
for  Crippled  Children.  Based  upon 
the  Board’s  nominations,  C.  M.  Hodg- 
son, M.D.,  Kingfisher,  was  re-appoint- 
ed for  another  term. 

8.  The  Department  of  Public  Wel- 
fare also  requested  three  nominations 
from  which  one  physician  would  be 
appointed  to  serve  on  the  Profession- 
al Advisory  Committee  to  the  Depart- 
ment of  Public  Welfare.  Wilkie  D. 
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Hoover,  M.D.,  Tulsa,  was  re-appoint- 
ed  based  upon  the  Board’s  nomina- 
tions. 

9.  A $250.00  contribution  was  made 
by  the  Board  of  Trustees  to  the  es- 
say contest  sponsored  by  the  Gover- 
nor’s Committee  on  Employment  of 
the  Handicapped.  The  funds  were 
used  to  pay  the  travel  expenses  to 
the  national  contest  for  the  teacher 
of  the  first-place  state  winner. 

10.  The  Board  authorized  $250.00 
in  prize  money  for  the  annual  essay 
contest  of  the  state  chapter  of  the 
Association  of  American  Physicians 
and  Surgeons. 

11.  The  Board  supported  the  rec- 
ommendation of  the  OSMA  Council 
on  Public  Health  in  endorsing  the 
Cornell  University  Automotive  Crash- 
Injury  Research  Project  which  is 
now  underway  in  Oklahoma. 

12.  The  Board  approved  the  State 
Health  Department’s  application  for 
a federal  grant  ($161,640)  under  the 
U.  S.  Vaccination  Assistance  Act. 
However,  the  approval  was  qualified 
with  the  proviso  that  the  grant  should 
be  used  for  education,  epidemiology, 
communicable  disease  surveillance, 
immunization  status  surveys,  and  for 
certain  laboratory  diagnostic  pro- 
cedures (particulary  for  polio  and 
diphtheria) . 

13.  At  the  request  of  the  Woman’s 
Auxiliary  to  the  OSMA,  an  Advisory 
Board  was  appointed,  consisting  of 
Tom  C.  Sparks,  M.D.,  Ardmore,  A.  T. 
Baker,  M.D.,  Durant,  Joe  L.  Duer, 
M.D.,  Woodward,  and  R.  R.  Hannas, 
Jr.,  M.D.  Sentinel. 


Membership 

The  following  membership  figures 
are  reported  as  of  this  date: 


Dues-Paying  Members 

1,770 

Applications  Pending 

31 

Honorary-Life  Members 

115 

Junior  Members 

30 

Associate  Members 

4 

Total 

1,950 

Honorary-Life  Memberships  have 
been  requested  by  county  medical 
societies  for  the  following  physicians: 
Paul  V.  Annadown,  M.D.,  Sulphur 
C.  W.  Arrendell,  M.D.,  Ponca  City 
Gladys  K.  Dolan,  M.D.,  Tulsa 
(posthumously) 


E.  N.  Fair,  M.D..  Heavener 
E.  Halsell  Fite,  Sr..  M.D.,  Mus- 
kogee 

R.  N.  Holcombe,  M.D.,  Muskogee 
W.  A.  Howard,  M.D.,  Chelsea 
J.  Holland  Howe,  M.D.,  Ponca  City 
W.  E.  Jones,  M.D.,  Seminole 
Jesse  Bateman  Lambert,  M.D., 
Norman 

James  O.  Lowe,  M.D.,  Tulsa 
W.  R.  Marks,  M.D.,  Vinita 
Laile  G.  Neal,  M.D.,  Ponca  City 
C.  F.  Needham,  M.D.,  Ada 
John  R.  Reid,  M.D.,  Oklahoma  City 
T.  R.  Roberts,  M.D.,  Tulsa 
J.  H.  Robinson,  M.D.,  Oklahoma 
City 

Mary  V.  S.  Sheppard,  M.D.,  Okla- 
homa City 

Robert  M.  Shepard,  Sr.,  M.D., 
Tulsa 

M.  V.  Stanley,  M.D.,  Tulsa 
H.  B.  Stewart,  M.D.,  Tulsa 
Karl  F.  Swanson,  M.D.,  Tulsa 
Frank  R.  Vieregg,  M.D.,  Clinton 
Orange  E.  Welborn,  M.D.,  Ada 

Journal 

Despite  unavoidable  loss  of  adver- 
tising revenue,  the  Board  of  Trustees 
commends  the  Editorial  Board  for 
the  excellence  of  the  OSMA  publica- 
tion. Indeed,  if  other  state  medical 
associations  would  produce  a journal 
of  comparable  quality,  national  ad- 
vertising sales  for  the  state  journal 
group  would  not  have  declined  to  the 
present  level. 

The  Board  of  Trustees  encourages 
the  continued  publication  of  the 
Journal  of  the  Oklahoma  State  Medi- 
cal Association,  and  urges  each  mem- 
ber of  the  Association  to  supplement 
the  efforts  of  the  Editorial  Board  by 
contributing  scientific  and  news  ar- 
ticles for  publication,  by  reading  and 
constructively  criticizing  the  Journal, 
and  by  using  representatives  of 
pharmaceutical  manufacturers  to  in- 
form their  employers  of  the  value 
of  the  publication  as  an  advertising 
medium. 

Annual  Meeting 

A year-long  survey  and  study  of 
the  OSMA  Annual  Meeting  has  re- 
sulted in  several  innovations  for  the 
1964  event.  First,  the  House  of  Dele- 
gates meeting  has  been  divided  into 


two  sessions  and  so  arranged  to 
avoid  conflict  with  major  portions 
of  the  scientific  program.  In  addi- 
tion, sections  of  the  scientific  pro- 
gram are  comprised  of  integrated 
presentations  which  have  been  se- 
lected because  of  their  broad  appeal 
to  most  disciplines  of  medical  prac- 
tice. Subjects  are  to  be  treated  in 
depth,  informal  audience  discussion 
is  provided  for  in  most  sections  of 
the  program,  and  a great  many  Okla- 
homa physicians  are  contributing 
their  time  and  talents  in  planning 
and  presenting  scientific  material. 

Last  year’s  study  committee  and 
this  year’s  program  committee  are 
commended  for  their  efforts  to  bring 
about  the  58th  Annual  Meeting  of  the 
OSMA  . . . “Renaissance  ’64.” 
Student  AMA  Banquet 

The  Association  sponsored  the  an- 
nual banquet  of  the  University  of 
Oklahoma  Chapter  of  the  Student 
American  Medical  Association  on  No- 
vember 22nd,  1964.  More  than  two 
hundred  students  and  their  wives  and 
dates  attended  the  event,  which  fea- 
tured the  University  of  Oklahoma’s 
Stewart  Harral  as  speaker. 

Supplemental  Report 
of  the 

BOARD  OF  TRUSTEES 

The  following  action  was  taken  by 
the  Board  of  Trustees  at  its  Annual 
Meeting,  April  30th,  1964: 

1.  Treasurer’s  Report:  Approved. 

2.  Council  on  Public  Health:  Ac- 
cepted the  report  with  the  following 
recommendation  in  regard  to  Section 
1(A):  That  the  State  Health  Depart- 
ment furnish  the  Oklahoma  State 
Medical  Association  with  a break- 
down of  expenses  incurred  in  this 
program  to  date. 

3.  Council  on  Socio-Economic  Ac- 
tivities: 

Section  I.  Passed  without  com- 
ment. 

Section  II.  Received  by  the  Board 
and  passed  on  to  the  House. 

Section  III.  Board  recommends  that 
the  chairman  of  this  committee 
should  not  be  a permanent  of- 
fice, and  that  the  President  should 
have  the  prerogative  of  choosing 
his  committee  members. 
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Section  IV.  Approved. 

Section  V.  Board  recommends  dis- 
approval of  this  section  of  the  re- 
port. 

4.  Council  on  Professional  Educa- 
tion: Moved  to  approve  this  report 
and  commend  the  chairman. 

A.  Financial  Aid  to  Education 
Committee:  Approved. 

5.  Council  on  Public  Policy:  Rec- 
ommended approval  of  this  report. 

6.  Council  on  Insurance : Moved  to 
accept  report. 

7.  Grievance  Committee:  Moved 
to  accept  report. 

8.  New  Resolutions: 

No.  31.  Memorial  Resolution  to 
Marshall  0.  Hart,  M.D.  Board 
moved  to  submit  this  resolution  to 
the  House  of  Delegates. 

No.  32.  Congressional  Correction 
of  Discriminatory  Practices  Against 
the  Self-Employed.  Board  moved 
to  submit  this  resolution  to  the 
House  of  Delegates. 

9.  Doctor  Duer  announced  the  ap- 
pointment of  Clinton  Gallaher,  M.D. 
as  Vice-Speaker  of  the  House  of  Del- 
egates and  asked  for  and  received 
approval  of  the  Board. 

Report  of  the 

COUNCIL  ON  INSURANCE 
(APPROVED) 

Dave  B.  Lhevine,  M.D.,  Chairman 
C.  Alton  Brown,  M.D. 

William  R.  Cheatwood,  M.D. 

Richard  E.  McDowell,  M.D. 

E.  C.  Mohler,  M.D. 

Nolen  L.  Armstrong,  M.D. 

Wylie  G.  Chesnut,  M.D. 

C.  E.  Woodard,  M.D. 

The  Council  represents  the  associ- 
ation in  relation  to  the  OSMA  Dis- 
ability Income  Program,  the  OSMA 
Overhead  Expense  Program,  the 
OSMA  Group  Term  Life  Program, 
and  the  OSMA-approved  Professional 
Liability  Program. 

Section  I. 

Disability  Income  Insurance 
The  disability  income  insurance 
program  is  underwritten  by  the  In- 
surance Company  of  North  America, 
a top-rated  company  with  assets  ex- 
ceeding $1  billion.  It  is  administered 


by  C.  L.  Frates  and  Company,  Okla- 
homa City. 

As  of  March  1st,  1964.  784  OSMA 
members  are  participating  in  the 
program  (65  per  cent  of  those  eli- 
gible) and  the  premium  income  for 
1963  was  $148,345.48.  During  1963, 
$71,649.67  was  paid  out  in  claims  to 
policyholders.  Since  the  program 
was  converted  to  I.N.A.  in  1961,  total 
premium  income  has  been  $375,845.77, 
and  total  claims  paid  amounts  to 
$133,897.77. 

Thus,  it  may  be  seen  that  the  loss 
ratio  has  been  exceptionally  good, 
and  we  are  pleased  to  report  that  the 
the  insurance  company  is  recogniz- 
ing this  favorable  experience  by  in- 
creasing the  disability  income  bene- 
fits available  to  OSMA  members. 
The  new  program  is  being  inaugu- 
rated by  C.  L.  Frates  and  Company 
during  this  annual  meeting,  and  it 
is  recommended  that  all  physicians 
attending  the  meeting  stop  by  the 
OSMA  Insurance  Booth  on  the  14th 
floor  of  the  Skirvin  and  discuss  the 
plan  in  detail  with  representatives  of 
the  agency. 

Under  the  present  I.N.A.  program, 
physicians  can  choose  from  $200.00 
to  $600.00  monthly  indemnity  against 
disability  resulting  from  loss  of  in- 
come due  to  accident  or  illness.  On 
an  optional  basis,  sickness  benefits 
are  payable  for  either  three  or  five 
years.  Lifetime  accident  benefits  are 
payable  on  all  policies.  Optional 
waiting  periods,  ranging  from  nil  on 
accident  and  seventh  day  on  illness 
to  180  days  for  both  accident  and  ill- 
ness, are  available  to  suit  the  vari- 
able needs  of  OSMA  members.  In 
addition,  a $5,000.00  death  and  dis- 
memberment benefit  with  a partial 
disability  clause  is  offered. 

Under  the  liberalized  program 
which  is  now  in  effect,  the  present 
benefits  and  options  are  maintained 
but,  in  addition,  a physician  may  in- 
crease his  monthly  indemnity  to 
$800.00  a month  and  may  indemnify 
himself  up  to  age  65  for  disability 
resulting  from  illness. 

Your  Council  on  Insurance  has 
studied  other  group  insurance  plans 
available  to  Oklahoma  physicians, 
and  is  satisfied  that  the  I.N.A.  pro- 


gram administered  by  C.  L.  Frates 
and  Company  offers  lower  cost . 
greater  flexibility,  and  more  com 
prehensive  benefits  than  competing 
plans. 

Section  11. 

Overhead  Expense  Insurance 
The  overhead  expense  program  is 
underwritten  by  the  Continental  Cas- 
ualty Insurance  Company  and  ad- 
ministered by  C.  L.  Frates. 

Your  overhead  expense  program 
is  designed  to  indemnify  you  against 
the  cost  of  keeping  your  office  open 
while  you  are  disabled  by  reason  of 
accident  or  illness. 

Up  to  $1,000.00  a month  in  benefits 
may  be  purchased  for  your  protec- 
tion against  necessary  office  expenses 
while  you  are  disabled.  Benefits  are 
payable  for  up  to  18  months,  six 
months  longer  than  most  competetive 
plans.  The  waiting  period  for  bene- 
fits to  begin  following  disability  is 
optional,  either  15  or  30  days. 

As  of  March  1,  1964,  159  physicians 
were  protected  under  the  overhead 
expense  program.  Premium  income 
is  approximately  $20,173.16  per  year, 
and  in  1963,  $3,908.17  was  paid  out  in 
claims.  Another  year  of  favorable 
experience  should  enable  us  to  ne- 
gotiate further  improvements  in  the 
program. 

Section  III. 

Group  Term  Life  Insurance 
The  group  term  life  insurance  pro- 
gram is  underwritten  by  the  Massa- 
chusetts Mutual  Life  Insurance  Com- 
pany and  administered  by  agent 
WTalter  C.  Wilson,  Oklahoma  City. 
As  of  April  1st,  1964,  409  OSMA  mem- 
bers were  insured. 

Since  the  inception  of  the  program 
in  1956,  total  claims  have  been  in- 
curred of  $595,000.00,  and  the  total 
premiums  collected  have  amounted 
to  $592,961.00.  Dividends  to  partici- 
pating physicians  have  been  $9,628.30. 
When  administrative  costs,  taxes  and 
commissions  are  added  to  claims 
paid,  the  total  cost  of  the  program 
since  1956  has  been  $667,613.00. 

During  the  policy  year  ending 
March  31st,  1964,  $127,500.00  has  been 
paid  out  in  claims  as  compared  to 
premium  income  of  $85,757.00. 
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As  a result  of  the  unfavorable  loss 
experience,  Massachusetts  Mutual 
notified  the  Council  on  Insurance  that 
a substantial  rate  increase  would  be 
necessary  on  April  1st,  1964. 

Your  Council  studied  the  proposed 
rate  increase  and  found  it  to  be 
justified  in  view  of  the  unfortunate 
circumstances.  However,  the  Coun- 
cil observed  that  a substantial  in- 
crease in  premium  would  probably 
result  in  the  cancellation  of  many 
policies  held  by  younger  physicians 
and  the  retention  of  policies  held  by 
physicians  in  the  older  age  group, 
thus  endangering  the  loss  picture 
and  program  stability  for  future 
years. 

Therefore,  an  effort  was  made  to 
meet  the  problem  of  continuing  loss- 
es by  re-designing  the  program,  in 
lieu  of  absorbing  what  was  thought 
to  be  a fatal  across-the-board  prem- 
ium increase. 

Whereas  the  former  program  of- 
fered a stable  death  benefit  (up  to 
$20,000.00)  and  a premium  which  in- 
creased as  the  insured  grew  older, 
the  revised  plan  offers  a stable  prem- 
ium with  a decreasing  death  bene- 
fit. 

Under  the  new  program,  a stand- 
ard annual  premium  of  $125.00  is 
charged.  Death  benefits  range  from 
$33,125.00  at  age  25  to  $2,250.00  at 
age  69.  Through  age  41,  the  death 
benefits  exceed  those  offered  under 
the  former  plan.  Waiver  of  premium, 
accidental  death  and  dismemberment 
benefits  are  included  in  every  policy 
(triple  indemnity  for  accidental  death 
while  traveling  on  a common  car- 
rier). 

Converting  to  the  new  plan  en- 
abled your  Council  on  Insurance  to 
prevent  a rate  increase.  As  a mat- 
ter of  fact,  the  premium  cost  per  one 
thousand  dollars  of  death  benefit  has 
been  reduced  to  the  point  that  it  is 
the  lowest  premium  cost  available  to 
Oklahoma  physicians  from  any 
source.  Using  a physician  age  40, 
for  example,  under  the  new  plan  he 
would  receive  $21,625.00  protection 
for  $5.78  premium  per  one  thousand 
dollars  of  benefit,  while  under  the 
old  plan  he  would  have  $20,000  pro- 


tection for  $10.53  premium  per  thou- 
sand. 

Recognizing  that  older  members  of 
the  OSMA  may  be  more  desirous  of 
preserving  the  amount  of  death  bene- 
fit than  in  saving  premium  dollars, 
the  Council  on  Insurance  arranged 
for  the  optional  retention  of  the  form- 
er group  term  life  insurance  plan. 
However,  because  of  the  higher  risk 
associated  with  the  older  group  of 
physicians,  who  would  most  likely 
retain  the  old  program,  a 50  per  cent 
increase  in  premium  is  necessary 
to  offer  this  option. 

As  another  feature  of  the  conver- 
sion to  a new  concept  in  the  life  in- 
surance program,  physicians  who 
lose  a portion  of  their  death  benefit 
by  changing  to  the  new  plan  may  re- 
tain the  resultant  loss  in  death  bene- 
fit by  taking  out  an  individual  life 
insurance  policy  for  the  amount  of 
the  loss,  and  may  do  so  without  evi- 
dence of  insurability.  For  example, 
physician  age  51  has  $20,000.00  death 
benefit  under  the  former  OSMA  pro- 
gram, which  would  be  reduced  to 
$9,500.00  under  the  new  plan.  He 
could  convert  the  $9,500.00  to  the 
new  term  life  insurance  program 
and  replace  the  amount  of  death 
benefit  lost  by  taking  out  an  indi- 
vidual life  policy  for  $10,500.00. 

Your  Council  on  Insurance  regrets 
the  necessity  of  disturbing  the  group 
life  insurance  program,  but  sincere- 
ly believes  that  the  best  possible  de- 
cision was  made  under  the  circum- 
stances. The  new  plan  is  so  attrac- 
tive in  price  to  younger  members  of 
the  association  that  enrollment 
should  greatly  increase  and  thereby 
bolster  the  stability  of  the  program. 

It  is  pointed  out  that  group  pro- 
grams, by  their  nature,  are  con- 
trolled by  participation  and  loss  ex- 
perience. If  loss  experience  is  favor- 
able, benefits  are  increased  or  the 
premium  may  be  lowered.  If  experi- 
ence is  unfavorable,  as  in  the  case 
of  the  OSMA  group  term  life  insur- 
ance program,  the  loss  ratio  must 
be  corrected. 

Your  Council  has  endeavored  to 
meet  the  problem  by  re-designing 
the  program  to  the  benefit  of  the 
majority  of  Oklahoma  physicians. 


The  OSMA  Board  of  Trustees  has 
approved  our  action. 

You  are  urged  to  visit  the  OSMA 
Insurance  Booth  on  the  14th  floor 
and  discuss  the  program  with  Mr. 
Wilson. 

Section  IV. 

Professional  Liability  Insurance 

The  association  has  approved  the 
professional  liability  insurance  pro- 
gram offered  by  the  St.  Paul  Fire 
and  Marine  Insurance  Company,  and 
the  majority  of  OSMA  members  are 
so  protected. 

Last  year,  a 20  per  cent  premium 
increase  was  established  by  the  com- 
pany, based  upon  what  was  reported 
to  be  an  unfavorable  loss  ratio 
(premium  income  as  compared  to 
paid  losses,  loss  reserves  and  ex- 
penses). It  was  hoped  that  the  in- 
crease would  correct  the  situation. 

However,  the  company  reports  a 
loss  ratio  of  135  per  cent  for  the 
year  of  1963,  and  has  again  request- 
ed a rate  increase.  Rates  are  to  be 
increased  to  the  level  of  the  National 
Bureau  of  Casualty  Underwriters. 
Thus,  for  the  first  time  since  the 
inception  of  our  program  with  St. 
Paul  in  1952,  association  members 
will  have  no  premium  advantage  in 
regard  to  participating  in  the  pro- 
gram offered  by  the  association - 
approved  carrier. 

Your  Council  on  Insurance  is  pres- 
ently surveying  other  major  insur- 
ance companies  which  write  profes- 
sional liability  insurance  to  determine 
if  the  association  is  receiving  the 
best  possible  plan  available.  Com- 
prehensive research  is  being  under- 
taken, with  the  valuable  assistance  of 
Mr.  Rod  Frates,  OSMA  Insurance 
Counselor,  and  the  Council  antici- 
pates that  a full  report  and  recom- 
mendations can  be  made  in  the  very 
near  future.  However,  the  survey  is 
not  completed  at  this  time,  and  the 
Council’s  immediate  recommenda- 
tions are  to  accept  the  St.  Paul  rate 
increase  and  to  launch  an  intensive 
educational  program  aimed  at  claims 
prevention. 

The  first  major  effort  to  reduce 
the  growing  number  of  unmeritorious 
claims  was  the  March  8th  OSMA 
Conference  on  Professional  Liability, 
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held  in  Oklahoma  City.  This  meet- 
ing was  attended  by  officers  from 
the  majority  of  county  medical  so- 
cieties of  the  state. 

In  addition,  the  Council  plans  to 
conduct  a series  of  regional  meetings 
on  the  subject  in  the  Fall  and  Win- 
ter of  1964.  Physicans  from  coun- 
ties surrounding  the  meeting  sites 
will  be  offered  a comprehensive 
course  by  a team  of  well-informed 
speakers  representing  the  medical 
and  legal  professions  and  the  insur- 
ance company. 

Other  planned  educational  activi- 
ties include  the  publication  of  ar- 
ticles on  the  subject  in  the  OSMA 
Journal,  direct  mail  correspondence 
with  OSMA  members,  and  other  proj- 
ects still  in  the  formative  stages. 

St.  Paul  is  exhibiting  at  this  an- 
nual meeting,  on  the  14th  floor  of  the 
Skirvin  Hotel. 


Report  of  the 

COUNCIL  ON  PROFESSIONAL 
EDUCATION 
(APPROVED) 

Council  Members 

R.  R.  Hannas,  M.D.,  Chairman 
E.  E.  Shircliff,  M.D. 

Roger  Reid,  M.D. 

S.  N.  Stone,  Jr.,  M.D. 

H.  E.  Denyer,  M.D. 

Donald  L.  Brawner,  M.D. 

Irwin  H.  Brown,  M.D. 

Orange  M.  Welborn,  M.D. 

Wendell  L.  Smith,  M.D. 

Cleve  Beller,  M.D. 

B.  C.  Chatham,  M.D. 

John  R.  Taylor,  M.D. 

Eight  Regional  Postgraduate 
Courses  were  held  in  Ada,  Altus, 
Lawton,  Bartlesville,  Woodward,  Du- 
rant, Enid  and  Miami.  Subjects  pre- 
sented were  the  “Pancreas,”  “Small 
Intestine,”  “Heart,”  and  “Central 
Nervous  System.”  Total  attendance 
this  year  was  higher  than  for  any 
previous  year.  Acceptance  through- 
out the  state  would  indicate  that 
these  courses  should  be  continued. 

Fourteen  Educational  Television 
shows  have  been  sponsored.  Some 
were  borrowed  from  Utah  and  some 


were  “homegrown.”  It  is  difficult 
to  determine  the  size  of  the  audience 
for  these  programs,  but  this  we  arc 
studying  and  again  it  appears  that 
we  have  a worthwhile  project. 

Members  of  this  Council  have  de- 
voted considerable  time  and  thought 
to  the  planning  of  the  Scientific  Ses- 
sions at  our  Annual  Meeting,  and  we 
hope  the  membership  will  enjoy  and 
approve  the  Scientific  Renaissance. 

Because  of  the  complete  coopera- 
tion of  Irwin  Brown,  M.D.,  Director 
of  the  Postgraduate  Office  at  the 
University  of  Oklahoma  Medical 
School,  our  job  is  made  much  easier, 
and  we  again  wish  to  thank  him 
wholeheartedly. 

The  Scholarship  and  Loan  Fund 
Committee  will  report  separately. 

Recommendations : 

1.  That  the  Regional  Postgraduate 
Courses  be  continued  and  that  the 
sum  of  $1,200.00  be  allotted  for  use 
as  needed  in  this  regard. 

2.  That  the  Educational  Television 
Courses  be  continued  and  that  $1,- 
200.00  be  allotted  to  defray  these  ex- 
penses. 


Report  of  the 

FINANCIAL  AID  TO  EDUCATION 
COMMITTEE 
(APPROVED) 

During  the  preceding  organizational 
year,  the  committee  was  comprised 
of:  J.  Hoyle  Carlock,  M.D.,  Chair- 
man, Clinton  Gallaher,  M.D.,  Walter 
E.  Brown,  M.D.,  Joe  L.  Duer,  M.D., 
and  Harlan  Thomas,  M.D. 

A report  on  deposits,  disbursements 
and  obligations  since  the  inception 
of  the  OSMA  Loan  and  Scholarship 
program  appears  below: 

I.  Scholarships 

Deposits  to  Scholarship  Fund  $5,000.00 


Scholarships  Awarded: 

William  H.  Smith,  II $500.00 

John  F.  Schumacher 500.00 

Muriel  E.  McGlanery 500.00 

Edward  Gwin,  IV 500.00 

John  A.  Junker 500.00 

Johnny  H.  Jones 500.00 

William  W.  Wallace 500.00 

Robert  B.  Livingston 500.00 


Don  A.  Wilson 500.00 

Gene  C.  Cunningham  500.00 


Total  _ _45, 000.00 

Balance  — 0— 


(The  five  scholarship  winners  for  the 
1964-65  academic  year  have  been  se- 
lected. They  are:  Alan  B.  Menefee, 
Ada;  Gary  M.  Moore,  Oklahoma 
City;  Sidney  R.  Matthews,  Wilson; 
Sherman  B.  Lawton,  Norman;  and, 
Raymond  L.  Cornelison,  Oklahoma 
City.) 

II.  Loans 


Deposits  to  Loan  Fund 

$11,114.44 

Loans 

Disbursed  (14) 

$3,750.00 

Loans-In- 

Process  (12) 

4,650.00 

Total 

.$  8,400.00 

Balance 

$ 2,714.44 

III. 

Grants 

Deposits  to  Fund 

$1,000.00 

Grants  (0) 

Balance 

$1,000.00 

(It  is  anticipated  that  additional 
loans  will  be  processed  before  the 
next  OSMA  deposit  is  made  next 
September. ) 

The  foregoing  statement  of  the  fi- 
nancial condition  of  the  program  has 
been  certified  as  correct  by  the 
OSMA  Executive  Secretary  and  by 
the  Business  Administrator  of  the 
University  of  Oklahoma  Medical  Cen- 
ter, custodian  of  the  funds. 

IV.  Recommendation 

Since  your  committee  is  unable  at 
the  present  time  to  provide  tax  de- 
ductability  in  regard  to  special  gifts 
made  to  the  fund  (above  and  beyond 
the  $5.00  allocation  from  each  mem- 
ber’s annual  dues),  some  considera- 
tion has  been  given  to  the  establish- 
ment of  the  fund  as  a charitable 
corporation. 

The  OSMA  legal  counsel  has  been 
consulted,  and  he  advises  that  an 
exemption  certificate  from  the  Treas- 
ury Department  can  most  likely  be 
obtained  if  the  operation  is  converted 
to  a charitable,  non-profit  corpora- 
tion under  the  laws  of  Oklahoma. 

Therefore,  your  committee  recom- 
mends that  the  House  of  Delegates  of 
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the  Oklahoma  State  Medical  Associ- 
ation, assembled  in  Oklahoma  City 
on  May  2nd,  1964,  authorize  the  con- 
version of  the  Oklahoma  State  Med- 
ical Association  Loan  and  Scholar- 
ship Fund  to  a charitable,  non-profit 
corporation,  and  that  application  be 
made  for  a tax  exemption  certificate. 


Report  of  the 

COUNCIL  ON  PUBLIC  HEALTH 
(APPROVED  AS  AMENDED) 
Council  Members 

Hayden  H.  Donahue,  M.D.,  Chairman 
Gifford  H.  Henry,  M.D. 

Don  H.  O’Donoghue,  M.D. 

John  W.  Records,  M.D. 

Kirk  T.  Mosley,  M.D. 

John  X.  Blender,  M.D. 

John  W.  Shackelford,  M.D. 

Ella  Mary  George,  M.D. 

Francis  A.  Davis,  M.D. 

J.  Walker  Morledge,  M.D. 

George  H.  Guthrey,  M.D. 

William  H.  Reiff,  M.D. 

Robert  L.  Loftin,  M.D. 

Avery  B.  Wight,  M.D. 

Joe  M.  Parker,  M.D. 

Nolen  L.  Armstrong,  M.D. 

William  K.  Ishmael,  M.D. 

The  Council  on  Public  Health  is 
comprised  of  the  following  commit- 
tees : 

Disaster  Medical  Care:  Gifford  H. 

Henry,  M.D.,  Chairman 
Rehabilitation:  William  K.  Ishmael, 
M.D.,  Chairman 

Perinatal  Problems:  John  W.  Rec- 
ords, M.D.,  Chairman 
Maternal  Mortality:  John  W.  Rec- 
ords, M.D.,  Chairman 
Mental  Health:  George  H.  Guthrey, 
M.D.,  Chairman 

SECTION  I 

SPECIAL  COUNCIL  ACTIVITIES 
A.  Immunization  Education:  At 

the  direction  of  the  House  of  Dele- 
gates, per  their  approval  of  last 
year’s  Council  report,  the  Council 
sponsored,  in  cooperation  with  the 
State  Health  Department,  “Health 
Protection  Week”  for  the  second  con- 
secutive year. 

While  the  State  Health  Department 
was  not  a co-sponsor  participant  in 
the  program  last  year,  the  complete 
cost  for  underwriting  this  year’s  pro- 


ject was  borne  by  the  state  agency. 
The  financing  was  made  possible  by 
the  State  Health  Department’s  re- 
ceipt of  an  approximate  $160,000.00 
immunization  education  grant  last 
Fall. 

“Health  Protection  Week,”  a state- 
wide immunization  education  cam- 
paign, was  conducted  April  12th 
through  18th,  1964. 

The  purpose  for  the  immunization 
education  project  was  to  improve  the 
level  of  immunization  in  Oklahoma 
for  tetanus,  whooping  cough,  diph- 
theria, smallpox  and  poliomyelitis. 
The  theme  used  in  promoting  the 
public  information  program  focused 
attention  on  the  family  physician 
and  emphasized  the  need  for  Okla- 
homans to  see  him  about  bringing 
vaccinations  up  to  date. 

Waiting  room  posters  were  mailed 
to  each  physician  in  the  state  for 
their  use  during  the  event. 

The  OSMA  and  State  Health  De- 
partment distributed  prepared  slides 
and  supporting  announcements  to  all 
Oklahoma  television  stations.  State 
radio  stations  were  supplied  with 
prepared  spot  announcements  for 
their  continuous  use  during  the  proj- 
ect week. 

Newspapers,  moreover,  were  fur- 
nished with  prepared  editorials  or 
background  information,  and  news 
releases  for  continuous  use  during 
the  week-long  activity. 

Recommendations:  Regarding  im- 
munization education,  the  Council  re- 
quests House  of  Delegates  authority 
to  conduct  “Health  Protection  Week” 
again  next  Spring,  if  deemed  advis- 
able in  view  of  the  State  Health  De- 
partment’s plans  to  spend  an  approx- 
imate $160,000.00  in  this  subject  area 
under  conditions  of  the  two-year 
grant.  The  Council  will  maintain 
liaison  with  public  health  officials 
regarding  immunization  education 
projects  to  be  financed  with  the  tax 
funds. 

B.  Cornell  Automotive  Crash  In- 
jury Research  Study:  At  the  request 
of  the  Council,  the  Board  of  Trustees 
on  July  14th,  1963,  endorsed  OSMA 
participation  in  the  Cornell  Auto- 
motive Crash  Injury  Research  Study 
—a  two-year  research  project  de- 


signed to  obtain  reliable  data  on  the 
frequency,  nature,  and  specific  causes 
of  injury  to  occupants  of  passenger 
cars  and  trucks  involved  in  acci 
dents.  Medical  data  submitted  by 
physicians  treating  accident  victims 
is  matched  with  information  on  in- 
jury causes  and  accident  data  sup- 
plied by  state  patrol  officers  and  is 
submitted  to  Cornell  University  for 
analysis  and  statistical  tabulation. 
Cornell’s  research  findings  are  trans- 
mitted to  automobile  manufacturers 
in  the  form  of  recommendations  for 
improvement  in  safety  design  and 
engineering  features. 

Since  January  1st,  1964,  active  case 
research  studies  have  been  under- 
way in  Highway  Patrol  districts  4 
and  7 and  will  continue  through  June 
30th.  The  study  will  then  concentrate 
on  two  other  patrol  districts  and 
follow  the  same  six-month  study  pat- 
tern until  all  ten  Oklahoma  Highway 
patrol  districts  have  been  involved 
in  the  study. 

Others  participating  in  the  crash 
injury  study  include  the  Oklahoma 
State  Health  Department,  Oklahoma 
State  Highway  Patrol  and  Oklahoma 
Hospital  Association. 

Recommendation:  The  Council 

urges  continued  participation  in  the 
two-year  study  which  began  January 
1st,  1964,  and  that  an  adequate  re- 
lease for  confidential  information  be 
secured  on  each  case. 

SECTION  II 

Disaster  Medical  Care  Committee: 
Two  years  ago,  the  OSMA  assumed 
leadership  in  inaugurating  the  Med- 
ical Self-Help  Training  Courses. 
These  courses  have  been  carried  out 
very  successfully  this  year  through- 
out the  entire  state. 

Under  the  supervision  and  guid- 
ance of  Oklahoma  Civil  Defense,  the 
State  Health  Department,  this  com- 
mittee, and  with  the  approval  of  the 
local  county  medical  society,  these 
courses  were  taught.  To  date,  3,365 
students  have  completed  the  Self- 
Help  Training  Course  in  Oklahoma. 

In  the  area  of  Hospital  Disaster 
Planning,  the  Council  on  Public 
Health  approved  the  selection  of  Still- 
water as  a site  location  for  an  addi- 
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fional  200-bed  emergency  hospital. 
The  total  number  of  pre-positioned 
civil  defense  emergency  hospitals  in 
Oklahoma  is  18— with  eight  more 
sites  approved  for  same. 

Recommendation:  That  the  OSMA 
continue  its  participation  in  Disaster 
Medical  Care  activities. 

SECTION  III 

Rehabilitation  Committee:  The 

committee  is  happy  to  report  that 
the  Vocational  Rehabilitation  Di- 
vision of  the  State  Department  of 
Education  is  working  very  well  with 
physicians  across  the  state. 

During  the  year,  the  Vocational 
Rehabilitation  Division  has  hired  a 
full-time  medical  consultant;  area 
advisors  working  under  the  Depart- 
ment have  been  selected  and  an 
evaluation  team  was  created,  whose 
job  it  is  to  go  into  communities  and 
evaluate  prospective  patients  and  in- 
dividuals in  need  of  rehabilitation 
guidance. 

The  committee  feels  the  rehabili- 
tation first  line  of  defense  remains 
the  private  physician  in  the  com- 
munity who  evaluates  the  patient 
from  the  standpoint  of  his  medical 
or  surgical  needs. 

SECTION  IV 

Perinatal  Mortality  Committee: 
The  objective  of  the  Perinatal  Mor- 
tality Committee  is  the  same  as  the 
objective  of  the  Committee  on  Ma- 
ternal and  Child  Care  of  the  Ameri- 
can Medical  Association  as  stated  in 
the  AMA’s  “Guide  for  the  Study  of 
Perinatal  Mortality  and  Morbidity,” 
Revised  Edition,  1962: 

“The  objective  of  perinatal  mor- 
tality and  morbidity  studies  is  to  im- 
prove the  reproduction  of  normal 
human  beings.  The  elimination  of 
deaths  and  damage  during  the  pro- 
cess of  reproduction  is  the  ideal  for 
which  we  should  strive.  In  working 
toward  the  objective  with  this  ideal 
in  mind,  all  individuals  and  commit- 
tees should  rigidly  and  courteously 
adhere  to  scientific  and  ethical  prin- 
ciples.” 

This  committee  has  met  once  dur- 
ing the  year.  It  was  decided  that  one 


of  the  best  means  to  arouse  interest 
in  and  encourage  the  study  of  peri- 
natal mortality  and  morbidity  would 
be  to  present,  upon  request  before 
county  medical  society  meetings  and 
hospital  staff  meetings,  demonstra- 
tion Perinatal  Mortality  Conferences; 
the  personnel  to  present  these  confer- 
ences to  be  made  up  of  members  of 
the  committee  and  of  physicians  from 
the  faculty  of  the  interested  depart- 
ments in  the  Medical  School.  These 
arrangements  were  made  in  coopera- 
tion with  the  Office  of  Post-Graduate 
Education  of  the  University  of  Okla- 
homa School  of  Medicine. 

Notice  of  the  availability  of  these 
demonstration  conferences  was  pub- 
lished in  the  Journal  of  the  Okla- 
homa State  Medical  Association  and 
requests  were  received  from  Chick- 
asha,  McAlester  and  Clinton. 

These  programs  were  well  re- 
ceived. The  demonstration  team  was 
made  up  of  obstetricians,  pediatric- 
ians, a pathologist  and  a moderator 
—usually  an  obstetrician  or  general 
practitioner  in  the  community  where 
the  program  was  presented. 

The  committee  is  anxious  to  extend 
the  work  of  these  demonstration 
teams  and  make  it  available  to  all 
areas  of  the  state. 

SECTION  V 

Maternal  Mortality  Committee: 
The  objective  of  this  committee  and 
of  its  studies  is  to  improve  the  prac- 
tice of  obstetrics  in  the  state  in  or- 
der to  eliminate,  insofar  as  possible, 
deaths  and  damage  during  the  pro- 
cess of  reproduction.  The  committee 
believes  that  its  studies  should  be 
published  regularly  in  the  Journal  of 
the  Association,  and  that  the  State 
Association  and  the  component  coun- 
ty societies  should  encourage  the 
dissemination  of  the  results  of  the 
studies  by  lending  support  to  pro- 
grams featuring  this  information. 

During  the  year  1963,  the  commit- 
tee studied  the  case  reports  of  27 
patients  whose  deaths  were  consid- 
ered by  the  reporting  physician  to 
be  connected  with  pregnancy  or  the 
childbearing  state.  Of  these  the 
committee  ruled  25  were  obstetrical 
deaths,  11  were  avoidable  and  ten 


were  not  avoidable.  In  four  the  com- 
mittee was  unable  to  determine 
whether  or  not  the  death  was  avoid 
able.  Of  the  avoidable  deaths,  the 
committee  was  of  the  opinion  that 
the  attending  physician  should  be  as- 
sessed with  the  responsiblity  in  three 
cases,  the  patient  in  four  cases,  the 
hospital  in  one  case  and  combi- 
nations of  factors  in  two  cases.  No 
assessment  could  be  made  in  one 
case. 

A report  of  the  cases  studied  dur- 
ing the  past  five  years  is  being  pre- 
pared. The  committee  intends  to  of- 
fer for  publication  on  a regular  basis, 
selected  anonymous  case  reports.  The 
committee  meets  every  two  months, 
or  more  often  if  necessary.  A plan 
for  rotation  of  members  of  the  com- 
mittee is  to  be  studied. 

A proposal  that  the  attendants  who 
report  the  cases  be  invited  to  at- 
tend the  meeting  of  the  committee 
at  which  their  case  is  to  be  discussed 
is  being  considered.  The  enactment 
in  the  last  Legislature  of  the  recodi- 
fication of  the  Public  Health  Laws 
making  information  used  in  maternal 
mortality  studies  exempt  as  evidence 
in  lawsuits  should  encourage  meet- 
ings of  this  type. 

SECTION  VI 

Mental  Health  Committee:  The 

committee  is  very  proud  of  the  suc- 
cessful OSMA  Conference  on  Mental 
Health,  held  January  26th,  1964,  in 
Oklahoma  City.  The  Conference 
drew  over  100  physician  participants. 

The  OSMA  was  well  represented  at 
the  AMA’s  Tenth  Annual  Conference 
of  State  Mental  Health  Representa- 
tives, which  met  in  Chicago  February 
14th-15th,  1964.  George  H.  Guthrey, 
M.D.,  and  Albert  J.  Glass,  M.D.,  Di- 
rector of  the  Oklahoma  Department 
of  Mental  Health  attended  the  Con- 
ference and  reported  the  proceedings 
to  the  OSMA  Committee  on  Mental 
Health. 

The  Mental  Health  Committee  pre- 
sents the  following  “New  Action  For 
Mental  Health  in  Oklahoma”  as  its 
recommendation  for  established 
views  on  mental  health  by  the  OSMA. 
(Recommended  “New  Action  For 
Mental  Health  in  Oklahoma”  fol- 
lows.) 
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“New  Action  For  Mental  Health  in 
Oklahoma ” 

The  Committee  on  Mental  Health 
has  studied  the  appended  documents 
of  the  American  Medical  Association 
which  include  “A  Manual  on  Alco- 
holism,” “Program  of  the  Council 
on  Mental  Health,”  “Summary  of 
the  Program  of  the  Council  on  Men- 
tal Health,”  “Principles  on  Mental 
Health,”  and  our  own  Conference  on 
Mental  Health  Proceedings  from  the 
special  meeting  of  January  26th,  1964. 
On  the  basis  of  these  materials,  the 
Committee  proposes  that  the  Okla- 
homa State  Medical  Association  en- 
dorse a vigorous  program  to  improve 
the  mental  health  of  our  State. 

Such  a program  should  include  the 
following  points: 

Medical  Participation  and  Control 
Many  of  the  recommendations 
hereafter  recorded  relate  to  the  ad- 
visability of  developing  and  establish- 
ing new  and  improved  mental  health 
programs,  procedures,  and  facilities. 
Throughout  it  should  be  understood 
that  the  following  principles  prevail: 

1.  Maximal  control  at  the  local 
level; 

2.  Maximal  supervision  by  phy- 
sicians* of  all  clinical  activities; 

3.  Maximal  participation  by  the 
practicing  physician  in  all  recom- 
mended local  programs; 

4.  Continuing  close  attention  by 
state  and  local  medical  societies  to 
these  various  problems  and  their 
solutions; 

5.  A mental  health  committee, 
with  appropriate  subcommittees  deal- 
ing with  specific  problem  areas, 
should  be  active  in  each  medical  so- 
ciety in  the  State  of  Oklahoma; 

6.  The  State  Director  of  Mental 
Health  be  an  M.D.  with  training  and 
experience  in  psychiatry. 

Children 

The  relationship  of  maternal  ill- 
ness and  childbirth  procedures  to 
perinatal  infant  distress  and  damage 
is  highly  significant.  These  factors 
contribute  to  neurologic  deficit,  re- 
tardation, and  other  subsequent  men- 
tal, emotional  and  social  problems. 

*The  term  “physician”  as  used  here 
and  subsequently  refers  specifically  to  a 
doctor  of  medicine  (M.D.). 


This  is  an  area  where  the  physician 
can  accomplish  primary  prevention: 
it  deserves  increased  emphasis. 

2.  Existing  well-baby  and  pedi- 
atric clinics  offer  an  opportunity  for 
early  recognition  of  emotional  as 
well  as  physical  disturbances,  with 
the  possibility  of  instituting  reme- 
dial and  preventive  measures. 

3.  The  State  Medical  Association 
and  its  members  should  support  the 
establishment  of  facilities  for  the 
emotionally  disturbed  child,  such  as 
day  care  centers,  pre-natal  and  neo- 
natal centers,  and  school  counselling 
and  guidance  services,  all  adequately 
professionally  staffed. 

4.  The  vital  role  of  the  family 
doctor  in  the  diagnosis  and  treatment 
of  emotional  disturbances  in  children 
must  be  emphasized. 

5.  The  present  foster  home  pro- 
gram of  the  State  is  inadequate  for 
our  present-day  needs  and  should  be 
reorganized. 

6.  Our  present  community  and 
State  hospital  facilities  are  insuffi- 
cient for  the  adequate  outpatient  or 
inpatient  care  of  the  emotionally  dis- 
turbed adolescent  and  young  child. 
Many  of  the  emotional  problems  of 
the  young  child  should  be  handled 
on  either  a day-care  or  outpatient 
basis,  leaving  the  more  severely  dis- 
turbed children  to  be  treated  on  a 
residential  basis. 

7.  In  collaboration  with  the  school 
systems,  attention  and  participation 
of  the  physicians  should  be  focused 
on  the  “school  drop-out”  phenome- 
non and  other  school  mental  health 
problems.  Special  educational  facili- 
ties are  also  needed  to  aid  this  group 
of  children. 

The  Mentally  Retarded 

1.  Mental  retardation  is  often  a 
symptom  of  a variety  of  other  dis- 
eases, having  in  their  etiology  such 
factors  as  neurologic,  biochemical, 
phychological,  and  socio-cultural  de- 
ficiencies. At  the  present  time  our 
diagnostic,  evaluation,  treatment  and 
habilitation  facilities  for  both  in- 
patients and  outpatients  are  insuf- 
ficient and  inadequate. 

2.  There  is  a need  for  every  prac- 
ticing physician  within  the  State  of 


Oklahoma  to  accept  responsibility 
for  the  mentally  retarded  individuals 
who  come  under  his  care,  in  terms 
of  recognition,  evaluation  and  assisl 
ance  in  planning  for  their  future. 

3.  With  the  opening  of  the  Hissom 
Memorial  Center,  our  ability  to  pro- 
vide adequate  treatment,  educational 
and  habilitation  facilities  for  the  re- 
tarded will  be  greatly  improved. 
However,  we  still  urgently  need  di- 
agnostic and  evaluative  centers;  we 
must  develop  more  classrooms  for 
the  retarded  and  more  teachers  with 
training  in  special  education;  we 
must  provide  better  care  for  the  in- 
dividual who  is  both  retarded  and 
emotionally  disturbed. 

Juvenile  Delinquency 

The  physician  can  often  detect 
early  maladjustment  problems  dur- 
ing childhood  and  adolescence.  A 
program  should  be  established  where- 
by physicians  cooperate  with  schools 
and  Juvenile  Courts  in  diagnosis  and 
treatment  of  the  delinquent  and  the 
potential  delinquent.  This  program 
should  include  not  only  the  therapy 
and  rehabilitation  of  the  adoslescent 
in  trouble,  but  also  should  work  to- 
ward the  development  of  educational 
and  recreational  facilities  to  aid  in 
the  prevention  of  the  problem. 

The  Family 

The  role  of  the  family  in  the  life 
of  the  mentally  ill  person  is  impor- 
tant. To  help  the  family  better  to  un- 
derstand mental  illness  in  one  of 
its  members,  the  physician  should 
work  with  the  family  and  also  with 
various  ancillary  groups  such  as  so- 
cial workers,  psychologists,  com- 
munity health  nurses,  and  family  and 
marriage  counsellors. 

The  Aged 

1.  Physiological,  emotional  and 
socio-cultural  problems  combine  to 
create  special  psychiatric  disturb- 
ances in  certain  elderly  people.  New 
concepts,  drugs,  and  treatment  tech- 
niques now  offer  improved  diagnostic 
approaches  to  these  problems.  Every 
effort  should  be  made  to  see  that 
these  new  developments  are  inte- 
grated into  existing  patient  care  pro- 
grams as  rapidly  as  possible,  in  or- 
der that  our  senior  citizens  may  re- 
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ceive  the  benefits  of  proper  treat' 
ment  while  remaining  in  their  own 
communities. 

2.  Nursing  homes  are  playing  an 
increasingly  important  role  in  the 
care  and  treatment  of  elderly  pa- 
tients. The  medical  profession  should 
take  more  responsibility  for  improv- 
ing the  quality  of  care  rendered  by 
these  institutions. 

Alcoholism 

The  Association  should: 

1.  Recognize  alcoholism  as  a med- 
ical problem  and  the  chronic  alco- 
holic as  a sick  person; 

2.  Endorse  the  existing  AMA  state- 
ment on  diagnosis  and  treatment  of 
alcoholism,  as  printed  in  its  Manual 
on  Alcoholism,  1962  (Pages  80-81), 
which  reads: 

(1)  Alcoholic  symptomatology 
and  complications  which  occur  in 
many  personality  disorders  come 
within  the  scope  of  medical  prac- 
tice. 

(2)  Acute  alcoholic  intoxication 
can  be  and  often  is  a medical 
emergency.  As  with  any  other 
acute  case,  the  merits  of  each  in- 
dividual case  should  be  considered 
at  the  time  of  the  emergency. 

(3)  The  type  of  alcoholic  patient 
admitted  to  a general  hospital 
should  be  judged  on  his  individual 
merits,  consideration  being  given 
to  the  attending  physician’s  opin- 
ion, cooperation  of  the  patient,  and 
his  behavior  at  the  time  of  admis- 
sion. The  admitting  doctors  should 
then  examine  the  patient  and  de- 
termine from  the  history  and  his 
actions  whether  he  should  be  ad- 
mitted or  refused. 

(4)  In  order  to  offer  house  of- 
ficers well-rounded  training  in  the 
general  hospital,  there  should  be 
adequate  facilities  available  as 
part  of  a hospital  program  for 
care  of  alcoholics.  Since  the  house 
officer  in  a hospital  will  eventually 
come  in  contact  with  this  type  of 
patient  in  practice,  his  training  in 
treating  this  illness  should  come 
while  he  is  a resident  officer.  Hos- 
pital staffs  should  be  urged  to  ac- 


cept these  patients  for  treatment 
and  cooperate  in  this  program. 

(5)  With  improved  means  of 
treatment  available  and  the 
changed  viewpoint  and  attitude 
which  places  the  alcoholic  in  the 
category  of  a sick  individual,  most 
of  the  problems  formerly  encoun- 
tered in  the  treatment  of  the  alco- 
holic in  a general  hospital  have 
been  greatly  reduced.  In  any 
event,  the  individual  patient  should 
be  evaluated  rather  than  have  gen- 
eral objection  on  the  grounds  of  a 
diagnosis  of  alcoholism. 

It  is  recognized  that  no  general 
policy  can  be  made  for  all  hospit- 
als. Administrators  are  urged  to 
give  careful  consideration  to  the 
possibility  of  accepting  such  pa- 
tients in  the  light  of  the  newer 
available  measures  and  the  need 
for  providing  facilities  for  treating 
these  patients.  In  order  to  render 
a service  to  the  community,  pro- 
vision should  be  made  for  such 
patients  who  cooperate  and  who 
wish  such  care. 

In  order  to  accomplish  any  de- 
gree of  success  with  the  problem 
of  alcoholism,  it  is  necessary  that 
educational  programs  be  enlarged, 
methods  of  case  findings  and  fol- 
low-up be  ascertained,  research  be 
encouraged,  and  general  education 
toward  acceptance  of  these  sick 
people  be  emphasized.  The  hospital 
and  its  administration  occupy  a 
unique  position  in  the  community 
which  allows  them  great  oppor- 
tunities to  contribute  to  the  accom- 
plishment of  this  purpose.  It  is 
urged  that  general  hospitals  and 
their  administrators  and  staffs  give 
thought  to  meeting  this  responsi- 
bility. 

3.  Issue  a statement  recommend- 
ing discontinuation  of  the  existing 
legal  ineligibility  of  alcoholics  for 
admission  to  our  State  institutions. 

4.  Instruct  an  appropriate  com- 
mittee to  consider  and  make  prompt 
recommendations  regarding  topics  to 
include  the  following: 

A.  Special  education  programs  on 
alcoholism  for  physicians  and 
other  health  personnel; 


B.  Insurance  coverage  for  medical 
treatment  of  alcoholism  and  its 
complications. 

Narcotic  Addition 

1.  Narcotic  addiction,  a complex 
problem  involving  medical,  pharma- 
cological, psychiatric,  and  socio-cul- 
tural  factors,  requires  special  treat- 
ment including  psychiatric  care  and 
rehabilitation. 

2.  Hospital  treatment  for  the 
withdrawal  and  rehabilitation  of 
these  patients  should  be  established. 

3.  The  law  should  allow  addicts 
the  appropriate  parole  opportunities. 

Sociopaths,  Sex  Psychopaths  and 

Other  Psychiatrically  Deviated 
Offenders 

It  should  be  recognized  that,  even 
though  imprisoned,  the  psychiatrical- 
ly deviated  offender  needs  appropri- 
ate treatment.  This  should  be  made 
available,  not  only  for  humanitarian 
reasons,  but  because  the  subsequent 
danger  to  society  by  such  offenders 
can  thereby  be  reduced. 

Legal  Problems 

1.  The  Oklahoma  State  Medical 
Association  should  collaborate  with 
the  Oklahoma  Bar  Association  to  de- 
velop laws  more  realistically  attuned 
to  the  needs  and  rights  of  the  men- 
tally ill. 

2.  Attention  should  be  given  to 
fostering  voluntary  commitments. 

3.  Pending  court  hearings,  pro- 
vision should  be  made  for  the  tem- 
porary safekeeping  of  mentally  ill 
patients  in  a suitable  facility;  jail 
is  not  considered  a suitable  place 
for  retention  of  these  persons.  Neces- 
sary changes  are  required  in  com- 
mitment laws  in  order  to  provide  for 
a more  expeditious  processing  of 
commitment  procedures. 

4.  The  present  law  should  be 
modified  to  permit  the  release  by 
mental  hospitals  of  appropriate  in- 
formation concerning  a former  pa- 
tient to  those  agencies  and  individ- 
uals properly  involved  in  the  pa- 
tient’s after-care. 

Hospital  Programs 

1.  It  is  recommended  that  hence- 
forth approximately  15  per  cent  of 
new  general  hospital  beds  be  de- 
signed so  that  they  would  be  suitable 
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for  psychiatric  patients  as  well  as 
for  general  use.  Given  careful  de- 
sign, no  elaborate  security  measures 
will  be  needed,  and  available  data 
indicates  that  these  beds  will  receive 
ample  use  in  the  local  short-term 
care  of  the  emotionally  disturbed  pa- 
tient (with  or  without  physical  dis- 
ease) in  or  near  his  own  community. 

2.  Existing  general  hospitals 
throughout  the  State  should  make 
some  provisions  for  the  reception 
and  treatment  of  the  acutely  ill  psy- 
chiatric patient. 

3.  Comprehensive  acute  psychi- 
atric treatment  centers  should  be  es- 
tablished in  the  more  heavily  popu- 
lated areas  of  the  state.  These 
would  provide  emergency  and  walk- 
in  service  for  all  types  of  psychiatric 
cases,  and  intensive  outpatient  and 
inpatient  treatment  and  care. 

4.  The  establishment  of  rapid 
treatment  centers  would  enable  our 
large  mental  hospitals  to  operate 
more  efficiently.  This  would  result 
in  the  consolidation  and  improved 
treatment  of  the  mentally  ill  at  the 
community  level,  with  a resultant 
decrease  of  admissions  to  state  men- 
tal hospitals.  Thus,  state  mental 
hospitals  would  be  freed  to  improve 
and  elaborate  programs  for  the  more 
severe  mental  disorders  which  re- 
quire prolonged  treatment  and  re- 
habilitation. 

Rehabilitation  and  After-Care 

The  object  of  all  mental  health 
treatment  programs  is  to  enable  the 
individual  to  function  as  independent- 
ly and  effectively  as  possible.  Phys- 
ical, mental  and  social  rehabilitation 
are  essential  to  this  end.  While  hos- 
pitalized, the  mentally  ill  should  be 
given  an  opportunity,  through  voca- 
tional counselling  and  other  training, 
to  prepare  themselves  for  the  prob- 
lems of  everyday  life  after  leaving 
the  hospital.  If  this  goal  is  to  be 
reached,  adequate  programs  of  after- 
care must  be  provided  for  the  re- 
leased patient.  This  after-care  pro- 
gram may  include  continuation  of 
medical  treatment,  medical  follow- 
up, supportive  psychotherapy,  con- 
tinued vocational  counselling,  further 
rehabilitation  or  retraining  proced- 


ures as  an  outpatient.  The  family 
physician  should  be  involved  in  this 
program  of  after-care.  A local  doc- 
tor of  the  patient’s  choice,  working 
in  close  collaboration  with  the  men- 
tal facility  from  which  the  patient 
comes,  is  in  an  ideal  position  to  ren- 
der effective  afer-care.  The  trans- 
ition from  hospital  to  community  will 
be  improved  by  special  establish- 
ments, such  as  day-care  centers, 
night  hospitals,  and  half-way  houses. 

Education  of  the  Physician  in 
Mental  Health 

1.  The  education  of  the  physician 
in  mental  health  should  begin  during 
the  period  of  pre-medical  and  under- 
graduate education,  which  should  in- 
clude the  behavioral  sciences.  The 
medical  curriculum  should  give  ade- 
quate emphasis  to  basic  psychiatric 
principles  and  to  the  implications  of 
interpersonal  relationships  in  diag- 
nostic and  therapeutic  procedures. 
Medical  students  should  have  clerk- 
ships providing  experience  with  both 
inpatient  and  outpatient  psychiatric 
patients  of  all  ages. 

2.  Special  courses  in  psychiatry 
should  be  developed  for  interns  and 
residents  training  for  work  in  fields 
other  than  psychiatry. 

3.  Continuing  professional  educa- 
tion should  be  available  for  the  prac- 
ticing physician  to  improve  his 
knowledge  and  skill  in  dealing  with 
the  psychiatric  aspects  of  medical 
practice.  The  University  Medical 
Center  should  offer  short  courses  and 
workshops  leading  to  improved  un- 
derstanding of  the  physician-patient 
relationship  and  the  psychological  as- 
pects of  disease.  Such  courses  should 
also  help  the  practicing  physician  to 
improve  his  skills  in  diagnosis  and 
treatment  of  common  psychiatric 
disorders,  increasing  the  percentage 
of  cases  he  can  manage  locally,  and 
clarifying  the  indications  for  referral. 

Education  of  the  Public 

Greater  public  understanding  of  an 
information  about  mental  illness 
which  diminish  the  tendency  to  reject 
the  mentally  ill  and  will  increase  in- 
terest in  programs  intended  to  aid 
them.  It  is  recommended  that  a 
Speakers’  Bureau  be  established, 


providing  a constant  source  of  pro- 
fessional people  well-informed  in 
various  facets  of  mental  health,  to 
disseminate  correct  information  to 
various  civic  and  local  groups.  Men- 
tal health  conferences  and  congresses 
for  members  of  the  medical  profes- 
sion, open  to  representatives  of  the 
various  news  media,  and  in  certain 
situations,  the  public  should  be  en- 
couraged. 

Personnel 

1.  The  recruitment  and  retention 
of  personnel  properly  trained  in  men- 
tal health  disciplines  is  a national 
problem.  Therefore  it  is  difficult  to 
attract  competent  outsiders  to  our 
state.  Oklahoma  must  provide  its 
own  health  personnel,  and  must  also 
provide  competitive  salaries,  a fav- 
orable working  climate,  and  stable 
conditions  of  employment. 

Accommodation  should  be  made  in 
the  State  Mental  Health  budget  to 
provide  for  mental  health  training 
programs. 

2.  Educational  programs  should 
be  planned  to  attract  more  high- 
school  and  college  students  to  the 
health  professions  in  general.  In- 
cluded should  be  a substantial  pres- 
entation of  the  many  opportunities 
for  careers  in  the  mental  health 
field. 

Research 

Advances  in  caring  for  the  mental- 
ly ill  and  promoting  mental  health 
will  depend  on  increased  knowledge 
and  understanding  arrived  at  through 
research.  Insight  into  mental  health 
and  illness  has  progressed  rapidly 
in  the  last  ten  years  but  is  still  at 
an  early  developmental  state  and 
must  be  fostered  and  expanded.  Ac- 
commodation should  be  made  in  the 
State  Mental  Health  budget  to  pro- 
vide for  mental  health  research  pro- 
grams. Once  begun,  these  can  often 
receive  considerable  additional  fi- 
nancial support. 

Financing 

1.  Improved  facilities  and  in- 
creased operating  funds  are  essential 
to  overcome  the  many  shortages  and 
inadequacies  existing  in  our  present 
mental  health  program.  Oklahoma 
provides  less  than  half  the  money 
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(per  patient  per  day)  for  mental  pa- 
tient care  in  state  institutions  than 
is  currently  budgeted  in  states  like 
California  and  Kansas.  Additional 
monies  are  needed  to  implement  and 
extend  present  existing  care  and 
treatment  programs  in  state  mental 
hospitals. 

2.  Community  mental  health  pro- 
grams including  clinics  for  mentally 
ill  children  and  adults,  special  train- 
ing schools  for  the  mentally  retard- 
ed; rapid  treatment  centers  for 
heavily  populated  areas,  half-way 
houses,  after-care  programs,  research 
undertakings,  and  many  other  activi- 
ties have  been  effectively  and  rapid- 
ly developed  in  many  states  under 
a method  of  joint  local  and  state 
financing.  Such  a matching  method 
should  be  developed  for  Oklahoma. 

Report  of  the 

COUNCIL  ON  PUBLIC  POLICY 
(APPROVED) 

Rex  E.  Kenyon,  M.D.,  Chairman 
Paul  B.  Lingenfelter,  M.D. 

Vernon  D.  Cushing,  M.D. 

Thomas  C.  Points,  M.D. 

E.  K.  Norfleet,  M.D. 

Ed  A.  Brashear,  M.D. 

M.  H.  Newman,  M.D. 

Mark  D.  Holcomb,  M.D. 

R.  Q.  Goodwin,  M.D. 

John  E.  McDonald,  M.D. 

Worth  M.  Gross,  M.D. 

David  Carson,  M.D. 

E.  H.  Shuller,  M.D. 

Louis  H.  Ritzhaupt,  M.D. 

During  the  past  year,  most  activi- 
ties were  handled  directly  by  the 
Council.  However,  special  commit- 
tees were  created  for  special  proj- 
ects, as  follows: 

Interprofessional  Relations 
Committee 

Orange  M.  Welbom,  M.D.,  Chairman 
Frank  W.  Clark,  M.D. 

Walter  H.  Dersch,  Jr.,  M.D. 

Francis  R.  First,  M.D. 

Fred  W.  Becker,  M.D. 

P.  D.  Casper,  M.D. 

Francis  A.  Davis,  M.D. 

Thomas  C.  Points,  M.D. 

Maxwell  A.  Johnson,  M.D. 


Medicine  and  Religion  Committee 
Allen  E.  Greer,  M.D.,  Chairman 
Marcus  S.  Barker,  M.D. 

Elvin  M.  Amen,  M.D. 

Reverend  J.  V.  Porter 
Reverend  Robert  Shaw 
Reverend  Patrick  J.  Quirk 
E.  C.  Mohler,  M.D. 

E.  N.  Lubin,  M.D. 

L.  J.  Starry,  M.D. 

Rabbi  Norbert  L.  Rosenthal 
Reverend  Finis  Crutchfield 
Reverend  Clifford  W.  Farriester 
Section  I.  Council  Activities 

The  Council  on  Public  Policy  is 
pleased  to  report  the  following  ac- 
tivities which  were  conducted  di- 
rectly by  the  Council: 

A.  County  Officers  Conference: 
The  second  annual  County  Officers 
Conference  was  held  in  the  Skirvin 
Hotel,  Oklahoma  City,  on  January 
25th,  1964.  This  year,  because  of 
greater  interest,  the  conference  was 
not  limited  to  officers  of  the  various 
county  societies,  but  all  members  of 
the  state  association,  and  their  wives, 
were  invited.  Nearly  two  hundred 
physicians  and  wives  attended. 

The  program  included  a discussion 
of  the  “Town  and  Gown  Syndrome,” 
legislative  activities,  operation  home- 
town, state  welfare  programs,  and 
AMP  AC.  In  addition  to  member- 
speakers,  the  conference  was  high- 
lighted by  talks  made  by  AMA  Legis- 
lative Representative  James  Foristel, 
Washington,  D.C.;  Mr.  Aubrey  Gates, 
Director  of  the  AMA’s  Field  Service 
Division,  Chicago,  Illinois;  the  Hon- 
orable J.  D.  McCarty,  Speaker  of  the 
Oklahoma  House  of  Representatives; 
Mr.  Ira  McConnell  of  the  Oklahoma 
Department  of  Public  Welfare;  Hoyt 
D.  Gardner,  M.D.,  Louisville,  Ken- 
tucky, representing  AMP  AC;  William 
R.  DeMougeot,  Ph.D.,  Director  of 
Debate,  North  Texas  State  Univer- 
sity, Denton;  and  U.  S.  Congressman 
Durward  G.  Hall,  M.D.,  5th  Con- 
gressional District  of  Missouri. 

B.  King -Anderson  Campaign: 

1.  “ Operation  Hometown.”  To 
implement  the  AMA’s  nationwide 
“Operation  Hometown,”  statewide 
visits  were  made  by  representatives 
of  this  Council  and  members  of  the 


staff  of  OSMA.  “Operation  Home- 
town” was  explained  to  county  med- 
ical society  groups,  and  implemen- 
tation urged.  In  general,  response 
was  good.  “Operation  Hometown” 
kits  have  been  distributed  to  all 
county  societies,  and  about  250,000 
AMA  pamphlets  have  been  delivered 
by  the  OSMA. 

An  original  project  of  OSMA,  wait- 
ing room  posters,  entitled  “What 
Does  Medicare  Offer  You?,”  were 
prepared  and  distributed  to  every 
physician  in  the  State  of  Oklahoma, 
and  nearly  200,000  OSMA  folders, 
“Take  A Look  At  Medicare,”  have 
been  distributed  in  connection  with 
the  poster.  The  Woman’s  Auxiliary 
was  especially  helpful  in  the  distri- 
bution of  this  material,  particularly 
in  Tulsa  and  Oklahoma  Counties;  and 
this  Council  salutes  the  ladies  for 
their  active  participation,  which 
saved  us  both  time  and  association 
money.  Physicians  were  urged  to 
supply  a writing  desk  and  materials 
so  that  patients  could  write  their  con- 
gressman while  waiting  to  see  the 
physician.  The  project  was  well  re- 
ceived, and  we  are  pleased  to  report 
that  posters  are  in  evidence  in  most 
waiting  rooms  throughout  the  state. 
This  project  drew  a special  letter  of 
commendation  from  the  American 
Medical  Association. 

2.  High  School  Debate  Program: 
“Financing  of  medical  care  pro- 
grams through  the  Social  Security 
System”  was  the  national  high  school 
debate  question  this  year.  This 
Council  contacted  debate  coaches  in 
every  major  high  school  in  the  state, 
offering  debate  kits  and  speakers 
to  explain  medicine’s  stand.  Many 
requests  were  received  in  our  state 
office,  and  they  were  filled  as  prompt- 
ly as  they  were  received.  In  addi- 
tion, and  through  cooperation  of  the 
National  Speakers  Bureau  of  the 
AMA,  this  Council  provided  speakers 
for  Central  State  College’s  annual 
High  School  Debate  Conference  held 
in  Edmond,  Oklahoma,  on  October 
11th,  1964. 

Jack  Schreiber,  M.D.,  Canfield, 
Ohio;  William  DeMougeot,  Ph.D., 
Denton,  Texas;  and  Mr.  John  P. 
Hanna,  LL.B.,  Chicago,  presented 
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convincing  arguments  to  an  assembly 
of  250  high  school  debaters.  Our  po- 
sition was  opposed  by  speakers  from 
the  AFL-CIO,  Washington,  D.C.,  and 
from  the  Department  of  Government, 
University  of  Oklahoma,  Norman. 
On  the  following  day,  the  negative 
debate  teams  (anti-medicare)  won 
all  debates. 

3.  Congressional  Contact  Tour: 
Last  June,  the  Council  sponsored  and 
organized  a very  successful  Congres- 
sional Contact  Tour  to  Washington, 
D.C.  Over  twenty  physicians  and 
wives  participated.  A briefing  ses- 
sion was  held  in  Washington  with 
AMA  officials;  U.S.  Representatives 
were  visited  during  the  morning;  a 
luncheon  for  the  entire  Congression- 
al Delegation  was  conducted;  and, 
our  Senators  were  consulted  indi- 
vidually in  the  afternoon. 

This  year’s  tour  has  been  delayed, 
inasmuch  as  legislative  indications 
in  Washington  were  favorable.  Real- 
izing that  ‘‘timing’’  was  tremendous- 
ly important  in  a project  of  this  kind, 
several  members  of  this  Council  and 
other  physicians  have  been  “on 
alert”  to  fly  to  Washington  on  short 
notice,  should  it  appear  that  the 
House  Ways  and  Means  Committee 
might  give  favorable  action  to  H.R. 
3920.  It  has  not  been  necessary,  at 
the  time  of  this  writing  to  schedule 
the  tour,  but  as  the  situation  de- 
velops, it  is  quite  likely  that  an 
OSMA  group  will  again  journey  to 
Washington. 

4.  Prognosis:  As  of  mid-April,  no 
vote  has  been  taken  in  the  House 
Ways  and  Means  Committee,  al- 
though it  appears  that  the  legisla- 
tion will  be  defeated  by  a sound  ma- 
jority. If  this  defeat  is  accomplished, 
the  same  can  be  attributed  to  con- 
scientious effort  on  the  part  of  this, 
and  other,  state  associations  toward 
educating  the  American  public  on 
the  true  facts  of  this  politically-in- 
spired, unnecessary,  and  tremendous- 
ly expensive  legislation.  This  Council 
congratulates  and  commends  those 
members  who  have  devoted  time, 
money,  and  effort  to  the  cause. 

C.  Public  Relations: 

1.  OSMA  Health  Column — “A  Mes- 
sage From  Your  Doctor”:  This  col- 


umn is  appearing  weekly  in  fifty 
daily  and  weekly  newspapers 
throughout  the  state.  Since  its  in- 
ception sixty-three  weeks  ago,  this 
column  has  reached  approximately 
100,000  readers  each  week,  and  has 
dealt  with  many  medical  subjects 
of  interest  to  the  reader. 

2.  Health  Protection  Week:  The 
week  of  April  12th-18th,  1964  was  des- 
ignated “Health  Protection  Week.” 
This  year,  the  project  has  been  spon- 
sored jointly  by  the  OSMA  Council 
on  Public  Health  and  the  Oklahoma 
State  Health  Department.  The  use 
of  Health  Department  funds  relieved 
the  OSMA  of  financial  responsibility, 
so  it  was  not  necessary  this  year  for 
the  Council  on  Public  Policy  to  joint- 
ly finance  the  project  in  cooperation 
with  the  Council  on  Public  Health. 

D.  Recommendations:  The  sig- 

nificance of  this  type  of  work  is  ob- 
vious. While  it  appears  that  we  have 
won  a legislative  battle,  we  cannot 
afford  the  luxury  of  “resting  on  our 
laurels.”  Toward  the  goal  of  pre- 
serving the  freedom  of  Medicine,  we 
must  continue  . . . indeed  strengthen 
. . . our  legislative  efforts  and  public 
relations  pursuits.  We  have  come 
a long  way,  but  the  road  ahead  seems 
no  shorter!  We  recommend,  there- 
fore, MORE  OF  THE  SAME! 

Section  II.  Medicine  and  Religion 
Committee 

A.  General:  On  the  recommenda- 
tion of  President  Duer,  statewide 
implementation  of  the  new  AMA  ac- 
tivity in  the  field  of  medicine  and 
religion  was  launched  in  the  Fall 
with  the  appointment  of  the  OSMA 
Medicine  and  Religion  Committee, 
chaired  by  Allen  E.  Green,  M.D., 
Oklahoma  City. 

The  general  purpose  of  the  com- 
mittee is  to  create  the  proper  cli- 
mate for  communication  between  the 
physician  and  the  clergyman  that 
will  lead  to  the  most  effective  care 
and  treatment  of  the  patient,  recog- 
nizing that  physical,  spiritual,  men- 
tal and  social  factors  interdepend- 
ently  affect  health. 

As  a first  step  in  achieving  better 
liaison,  the  state  association  com- 
mittee was  purposely  comprised  of 


physicians  and  clergymen  of  various 
religious  faiths  and  specialities.  For 
initial  objectives  during  its  first  year 
of  operation,  the  committee  selected 
(1)  the  establishment  of  interprofes- 
sional contact  at  the  county  level 
through  the  appointment  of  county 
medical  society  committees  on  Med- 
icine and  Religion  (there  are  21  com- 
mittees in  operation  now);  and  (2) 
to  conduct  the  statewide  “Peter  E. 
Russo  Memorial  Conference  on  Med- 
icine and  Religion”  on  May  3rd,  in 
conjunction  with  the  58th  Annual 
Meeting  of  the  OSMA. 

Your  OSMA  committee  chairman 
appeared  before  the  January  25th 
County  Officers  Conference  of  the 
OSMA,  explained  the  project  to  coun- 
ty society  leaders  and  asked  for  the 
appointment  of  local  committees. 
Then,  on  March  13th  the  chairmen 
of  county  society  committees  were 
brought  together  for  a briefing  ses- 
sion, and  handbooks  for  county  so- 
ciety action  were  distributed. 

The  “Peter  E.  Russo  Memorial 
Conference  on  Medicine  and  Re- 
ligion” will  be  held  during  this  an- 
nual meeting  of  the  OSMA.  Physi- 
cians, lay  and  professional  church 
leaders,  and  the  general  public  have 
been  invited  (a  program  is  enclosed 
in  the  Delegates’  portfolios). 

B.  Recommendations: 

1.  It  is  recommended  that  the 
Committee  on  Medicine  and  Religion 
be  continued  as  a special  commit- 
tee of  the  association,  and  that  the 
House  of  Delegates  endorse  the  for- 
mation of  counterpart  committees  in 
the  county  medical  societies. 

2.  It  is  recommended  that  the 
OSMA  Committee  on  Medicine  and 
Religion  be  authorized  to  conduct 
another  Peter  E.  Russo  Memorial 
Conference  on  Medicine  and  Religion 
next  year,  if  warranted  by  the  re- 
ception of  the  May  3rd  program, 
and/or  to  incorporate  a special  lec- 
ture on  the  subject  into  the  Annual 
Meeting  format  for  1965. 

Section  III.  Interprofessional 
Relations  Committee 

A.  Background:  During  the  past 
year,  and  since  the  appointment  of 
this  committee,  an  exhaustive  study 
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news 

has  been  made  of  the  problems  and 
issues  of  common  interest  shared  by 
the  medical  profession  and  other 
professional  groups.  The  interrela- 
tionship between  medicine  and  the 
other  major  professional  groups  such 
as  pharmacy,  osteopathy,  the  legal 
profession,  nursing,  dentistry,  the 
clergy  and  many  other  professional 
groups,  has  grown  tremendously  in 
the  past  few  years.  Problems  com- 
mon to  the  medical  profession  and 
each  of  the  other  major  professions 
present  themselves  with  ever  in- 
creasing number  and  complexity.  In 
Oklahoma,  many  of  these  problems 
have  gone  unresolved.  In  the  past 
few  years  there  has  been  increasing 
federal  and  state  legislation  to  cor- 
rect problems  which  could  best  be 
corrected  by  adequate  liaison  be- 
tween the  professions  and  by  firm 
decisive  action  on  the  part  of  each 
of  the  professional  groups. 

The  committee  has  found  that  the 
medical  profession  is  deeply  involved 
in  problems  common  to  other  major 
professions,  but  the  Oklahoma  State 
Medical  Association  does  not  have 
an  adequate  program  to  study  such 
problems  on  a continuing  basis,  to 
establish  long  range  policy  and  goals, 
or  to  carry  out  adequate  liaison  with 
other  professions  in  establishing  ef- 
fective programs  of  common  inter- 
est. 

B.  Specific  Studies  and  Needs: 
For  the  purpose  of  this  study  and 
this  report,  the  committee  confined 
its  activity  to  a study  of  the  relation- 
ship between  the  medical  profession 
and  pharmacy,  osteopathy,  the  legal 
profession  and  nursing.  These  inter- 
professional relations  areas  were 
emphasized  because  they  demonstrate 
urgent  need  for  study,  policy-making, 
and  long-range  planning.  However, 
the  overall  problem  of  improved  in- 
terprofessional relations  is  not  con- 
fined to  these  areas. 

1.  Pharmacy:  Your  committee 

has  found  that  problems  common  to 
the  medical  profession  and  pharmacy 
have  greatly  increased  in  the  last 
few  years.  At  the  present  time  the 


Oklahoma  State  Medical  Association 
has  no  long-range  policy  concerning 
these  problems,  nor  does  it  have  an 
adequate  mechanism  for  study  of 
problems  in  this  sphere  of  activity. 
Liaison  with  pharmaceutical  groups 
is  too  informal  and  an  active,  con- 
tinuous method  of  dealing  with  these 
problems  is  lacking. 

The  primary  problems  concerning 
pharmacy  are: 

a.  Physician  ownership  in  phar- 
macies or  re-packaging  houses  or 
drug  houses,  either  directly  or  indi- 
rectly. 

b.  Physician  participation  in  pro- 
ceeds from  retail  drug  sales. 

c.  Interference  in  “free  choice  of 
pharmacy,”  or  in  “free  choice  of 
physician”  by  either  a physician  or 
pharmacist. 

d.  In  addition,  there  are  many 
minor  and  less  pressing  areas  for 
joint  approach  to  the  problems  of 
both  professions,  such  as  drug  sub- 
stitution, refills,  over-the-counter  pre- 
scribing of  medication,  breach  of 
the  doctor-patient  relationship  by  a 
pharmacist,  etc. 

Because  many  of  the  above  listed 
problems  have  been  inadequately 
dealt  with  by  joint  actions  between 
the  professions,  there  is  a wave  of 
legislative  action  and  investigation 
now  taking  place.  Five  states  have 
now  adopted  legislative  acts  which 
prohibit  a physician  from  ownership 
or  control  of  any  retail  drug  outlet 
or  pharmacy.  Legislation  is  due  to 
be  introduced  in  an  additional  sixteen 
states  in  the  next  few  months.  An 
intensive  study  is  underway  by  a 
Senate  Sub-Committee  which  is  in- 
vestigating the  necessity  for  Federal 
Legislation  in  these  fields. 

It  is  your  committee’s  feeling  that 
the  Oklahoma  State  Medical  Associa- 
tion must  establish  a program  where- 
by adequate  and  detailed  study  of 
problems  common  to  the  professions 
of  medicine  and  pharmacy  can  be 
made,  long-range  policy  and  plan- 
ning established,  and  adequate  so- 
lution to  these  problems  effected. 

2.  Osteopathy:  The  committee  has 
studied  the  problems  of  the  medical 
profession  with  regard  to  osteopathy, 
and  has  reviewed  many  of  the  mech- 


anisms of  other  state  medical  associ- 
ations for  solving  these  problems. 
Without  going  into  great  detail,  the 
committee  has  found  an  urgent  need 
for  the  establishment  of  a suitable 
program  by  the  Oklahoma  State  Med- 
ical Association.  Such  a program 
can  be  accomplished  by  adequate 
study,  the  establishment  of  long- 
range  policy,  and  effecting  a plan 
designed  to  serve  the  best  interests 
of  the  medical  profession  and  the 
public  at  large. 

3.  The  Legal  Profession:  The  com- 
mittee has  found  numerous  problems 
and  fields  of  interests  common  to 
both  the  medical  profession  and  legal 
profession  which  will  require  study, 
long-range  policy,  and  a plan  for 
implementation. 

An  excellent  beginning  to  an  inter- 
professional relations  program  has 
been  made  by  the  establishment  of 
the  Committee  on  Medical-Legal  Re- 
lations. It  is  the  feeling  of  the  In- 
terprofessional Relations  Committee 
that  the  best  interests  of  both  the 
medical  and  legal  professions  would 
be  served  by  incorporating  the  Med- 
ical-Legal Relations  Committee  into 
the  overall  program  on  interprofes- 
sional relations,  and  to  expand  its 
activity  to  include  long-range  study, 
planning,  policy  formulation  and  the 
implementation  of  necessary  changes 
for  the  common  benefit  of  these  two 
professions  and  the  public  at  large. 

4.  Nursing:  The  committee  has 
found  that  problems  of  the  nursing 
profession  are  innately  and  automat- 
ically of  great  concern  to  the  med- 
ical profession.  For  the  past  several 
years,  the  Oklahoma  State  Medical 
Association  has  established  liaison 
with  the  nursing  profession,  but  ac- 
tivities of  the  OSMA  committee  have 
been  limited  by  the  lack  of  a long- 
range  policy  and  plan,  and  by  the 
lack  of  continuity  of  committee  mem- 
bership. The  problems  and  common 
interests  of  both  the  medical  pro- 
fession and  nursing  are  highly  spec- 
ialized, and  require  diligent  long- 
range  study  by  the  medical  profes- 
sion as  well  as  adequate  liaison  with 
the  nursing  profession.  It  is  the  feel- 
ing of  this  committee  that  an  ade- 
quate program  of  interprofessional 
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relations  should  be  established  be- 
tween the  medical  and  nursing  pro- 
fessions. 

C.  Recommendations:  The  Inter- 
professional Relations  Committee  re- 
spectfully submits  that  an  urgent 
need  exists  to  establish  a broad  pro- 
gram on  interprofessional  relations 
with  other  professions.  Such  a pro- 
gram should  include  the  establish- 
ment of  a coordinated  study  of  the 
problems  and  common  interests  of 
the  medical  profession  in  relation 
to  each  other  of  the  other  major  pro- 
fessions, and  should  include  the  es- 
tablishment of  long-range  policies 
and  plans  and  an  adequate  mechan- 
ism for  implementing  an  effective 
program. 

To  implement  such  a program,  it 
is  suggested: 

1.  A new  Council  on  Interprofes- 
sional Relations  should  be  created  to 
coordinate  such  a program,  with 
committees  established  to  study, 
recommend  and  deal  with  the  re- 
lationship between  the  medical  pro- 
fession and  each  of  the  other  per- 
tinent professions. 

In  this  respect,  it  is  recommend- 
ed that  Chapter  VIII,  Section  1.00  of 
the  OSMA  Bylaws  be  amended  by 
adding  the  words  “Council  on  Inter- 
professional Relations”  to  the  end 
of  this  section. 

2.  The  present  grievance  system 
should  be  studied  with  the  view  of 
augmenting  its  capacity  and  au- 
thority to  deal  with  the  problems  of 
discipline  and  regulation  of  our  own 
profession  in  accordance  with  our 
professionally  established  code  of 
ethics  and  policies. 

3.  Authority  is  requested  to  pro- 
ceed in  the  establishment  of  an  ade- 
quate program  on  interprofessional 
relations. 
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SECTION  I. 

PUBLIC  WELFARE  COMMITTEE 
A.  Lack  of  Funds: 

For  at  least  two  years,  it  has  been 
known  that  the  Department  of  Pub- 
lic Welfare  cannot  meet  its  financial 
obligations  for  the  health  care  pro- 
gram under  its  direction  and  control. 
Your  committee  has  labored  consci- 
entiously to  stabilize  the  progam,  but 


at  this  annual  meeting  can  only  re- 
port frustration— not  any  appreciable 
progress. 

Despite  growing  utilization  of  the 
programs,  rising  costs  of  hospitali- 
zation, and  greatly  increased  nurs- 
ing home  construction  and  use,  the 
Oklahoma  Legislature  fixed  the 
monthly  premium  per  recipient  at 
$18.00  during  the  1963  session.  The 
monthly  premium  is  allocated  as  fol- 
lows: Physicians  @ $2.50;  Hospitals 
@ $6.25;  Nursing  Homes  @ $6.25; 
and  Nursing  Care  in  the  Home  @ 
$3.00. 

Morever,  all  surplus  funds  of  the 
Department  have  been  diverted  by 
legislative  action  to  other  purposes, 
including  two  scheduled  raises  in 
subsistence  checks  for  welfare  re- 
cipients ($10.5  millions),  the  take- 
over of  the  state’s  institutions  for 
the  mentally  retarded  ($11.5  mil- 
lions), and  the  actual  transfer  of 
cash  to  the  Department  of  Mental 
Health  ($2  millions). 

B.  Cutbacks  in  Payments: 

The  combination  of  increasing  costs 
and  stabilized  premium  income  has 
resulted  in  sliding  pay  scales  for 
physician  and  hospital  services,  but 
the  benefits  to  recipients  have  not 
been  materially  curtailed. 

Thus,  since  the  House  of  Delegates 
met  on  May  3rd,  1963,  there  have 
been  three  cutbacks  in  the  rates  of 
pay  for  health  services. 

1.  June  1st,  1963:  Surgical  fees 
were  cut  by  15  per  cent,  reducing 
them  to  63.75  per  cent  of  the  Depen- 
dents Medical  Care  Fee  Schedule. 
In-patient  medical  payments  were 
reduced  from  $5.00  per  day  for  15 
days  to  $5.00  per  day  for  10  days. 
The  hospital  pay  period  was  reduced 
from  21  days  to  14  days. 

2.  November  1st,  1963:  Payments 
for  in-patient  medical  care  were  fur- 
ther reduced  to  $15.00  for  the  first 
day,  and  $5.00  a day  for  the  next  four 
days.  The  compensable  hospital  pay 
period  was  cut  from  14  days  to  10 
days  (with  an  extension  of  11  days 
possible  on  the  recommendation  of 
the  hospital’s  utilization  committee) 
and  the  rate  of  pay  was  reduced  to 
90  per  cent  of  prime  costs  (exclud- 
ing depreciation). 
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Payments  to  “vendors”  will  again 
be  reduced.  At  the  April  8th  meet- 
ing of  the  DPW  Professional  Advisory 
Committee,  we  were  advised  that  the 
program  is  about  $1  million  under- 
funded for  the  fiscal  year  ending 
June  31st.  The  payment  restrictions 
now  in  force  are  not  producing  suf- 
ficient savings  to  offset  the  existing 
deficit,  and  there  is  no  place  at  the 
present  time  to  turn  for  additional 
funds. 

Thus  physicians  may  expect  an- 
other percentage  reduction  in  the 
near  future.  (At  this  writing,  the 
exact  manner  of  meeting  the  latest 
financial  emergency  is  not  known, 
but  a percentage  reduction  for  all 
vendors  is  the  most  likely  course  of 
action.  Further,  the  advisory  com- 
mittee has  ruled  that  reductions  are 
to  be  commensurate  with  the  ex- 
penditure — premium  ratio  within 
each  vendor  category.) 

C.  Committee  Efforts: 

Your  committee  has  made  a con- 
certed effort  to  restore  the  financial 
balance  of  the  program,  and  there- 
by to  enable  physicians  and  hospit- 
als to  be  fairly  compensated  for  the 
services  provided.  Among  the  ac- 
tions taken  by  the  committee  are 
the  following: 

1.  Conversion  to  Blue  Cross-Blue 
Shield:  The  Public  Welfare  Commit- 
tee of  the  OSMA  has  recommended 
on  several  occasions  that  the  DPW 
health  care  program  be  converted 
to  Blue  Cross-Blue  Shield  or  to  an- 
other competent  prepaid  health  in- 
surance carrier.  These  recommenda- 
tions have  not  been  favorably  re- 
ceived by  the  Department  of  Public 
Welfare,  which  claims  it  can  admin- 
ister the  program  more  economically. 
It  appears  most  unlikely  that  co- 
operation can  be  obtained  in  the  fu- 
ture, since  the  Department  obvious- 
ly wants  to  maintain  direct  adminis- 
tration of  the  program. 

However,  your  committee  has 
studied  the  Texas  implementation  of 
the  Kerr-Mills  Act,  which  is  admin- 
istered by  Blue  Cross-Blue  Shield. 
For  the  first  15  days  of  hospital  care, 
the  Texas  plan  pays  the  hospital  at 


the  rate  of  $10.00  per  day  for  bed 
and  board,  and  separate  payments 
are  authorized  for  services  and  ma- 
terials ordered  by  the  physician  and 
furnished  while  the  patient  is  in  the 
hospital.  During  the  second  15-day 
period  of  a continuous  hospital  con- 
finement, the  plan  pays  the  hospital 
one-half  of  the  maximum  charges  it 
could  have  earned  during  the  first 
15  days. 

On  in-patient  medical  cases,  the 
physician  receives  $3.00  a day  for 
the  first  15-day  period,  and  $1.50  a 
day  for  the  next  15  days.  Surgeons 
are  paid  according  to  a fee  schedule 
which  contains  a $200.00  maximum. 

According  to  the  Texas  Medical 
Association,  the  program  is  paying 
about  80  per  cent  of  the  total  hospital 
bill,  and  about  55  per  cent  of  the 
usual  and  customary  physicians’ 
fees.  The  premium  is  $8.68  a month 
per  insured,  which  is  comparable  to 
the  $8.75  budgeted  premium  in  Okla- 
homa for  medical  and  hospital  care. 

Texas’  Blue  Cross-Blue  Shield  ad- 
ministers the  program  for  less  than 
three  per  cent  of  the  total  premium 
income,  and  Oklahoma  Blue  Cross - 
Blue  Shield  has  indicated  that  it  can 
do  as  well. 

2.  Education  and  Utilization  Con- 
trol: Since  physicians  bear  the  brunt 
of  responsibility  for  controlling  uti- 
lization, your  committee  volunteered 
to  visit  25  of  the  state’s  general  hos- 
pitals which  showed  DPW  occupancy 
rates  of  over  50  per  cent.  Our  par- 
ticipation in  this  activity  was  ap- 
proved by  the  House  of  Delegates  on 
May  3rd,  1963. 

In  general,  our  visitation  program 
to  these  hospitals  revealed  unsatis- 
factory medical  records  on  the  wel- 
fare patients.  In  many  cases,  the 
diagnosis  could  not  be  substantiated 
because  of  the  absence  of  a recorded 
history  and  physical,  and  the  paucity 
of  any  laboratory  reports. 

Representatives  of  your  committee 
attempted  to  correct  situations  where 
they  existed  by  emphasizing  the  ne- 
cessity of  adequate  records,  and  by 
explaining  the  regulations  and  phil- 
osophy governing  the  DPW  program. 
Reports  were  filed  with  the  depart- 
ment of  Public  Welfare,  and  follow- 


up audits  were  suggested  in  some 
cases.  To  our  knowledge,  the  De- 
partment has  not  re-checked  accord- 
ing to  our  recommendations,  but  it  is 
known  that  record  keeping  has  im- 
proved in  some  of  the  hospitals  as  a 
result  of  our  educational  efforts  with 
members  of  hospital  staffs  and  ad- 
ministrators. 

During  the  past  year,  the  Depart- 
ment brought  to  our  attention  that 
some  physicians  were  billing  the 
program  for  visits  to  nursing  homes 
that  were  not  performed,  and  that 
other  violations  of  the  rules  were 
being  noticed.  A special  letter  to  the 
membership  warned  against  fraudu- 
lent claims,  and  urged  physicians  to 
prevent  errors  in  billing  through 
closer  attention  to  office  procedure. 
In  addition,  the  Department  was  in- 
vited to  furnish  documentation  of  all 
such  irregularities,  and  they  were, 
in  turn,  transmitted  to  the  OSMA 
Grievance  Committee  for  investiga- 
tion. 

The  Grievance  Committee  corre- 
sponded and/or  personally  visited 
with  sixteen  physicians  in  regard  to 
these  cases.  Six  of  the  cases  in- 
volved direct  billing  of  the  welfare 
recipient  for  the  balance  of  an 
amount  exceeding  the  DPW  pay- 
ment. Simple  clerical  errors  com- 
prised seven  of  the  cases,  these  in- 
volving the  posting  of  incorrect  dates 
for  visits  to  nursing  home  patients. 
In  three  cases,  there  was  evidence 
of  gross  errors  of  incorrect  billing 
for  nursing  home  visits  and  action 
was  taken  by  the  Grievance  Com- 
mittee. 

The  Grievance  Committee  is  to  be 
commended  for  its  prompt  handling 
of  all  cases  referred  by  the  Depart- 
ment during  the  past  year.  Physi- 
cians involved  in  the  settlement  of 
disputed  claims  were  generally  co- 
operative, and  the  Department  of 
Public  Welfare  has  been  kept  fully 
informed  as  to  the  disposition  of  each 
case. 

(Hospitalizing  patients  for  the  pur- 
pose of  making  a diagnosis  is  ap- 
parently a common  infraction  of  the 
regulations,  deserving  of  our  atten- 
tion in  the  future.) 


30B 


Oklahoma  State  Medical  Association 


3.  Recommendations  For  Econ- 
omy: On  September  15th,  1963,  the 
OSMA  Committee  met  with  represen- 
tatives of  the  Oklahoma  Hospital  As- 
sociation, Oklahoma  Osteopathic  As- 
sociation and  the  Oklahoma  Osteo- 
pathic Hospital  Association.  The  pur- 
pose of  the  meeting  was  to  draft 
recommendations,  which  could  be 
supported  collectively,  to  bring  the 
DPW  program  into  financial  balance 
as  expeditiously  as  possible.  In  ad- 
dition to  recommending  the  continu- 
ation of  educational  activities  de- 
signed to  slow  down  rising  untiliza- 
zation,  it  was  agreed  to  urge  hospital 
medical  staffs  to  form  utilization 
committees,  to  review  welfare  ad- 
missions periodically.  Several  tem- 
porary recommendations  designed  to 
bring  expenditures  within  the  budget 
were  proposed  by  the  joint  group,  as 
follows:  (a)  Payments  for  in-patient 
medical  care  would  be  changed 
from  $5.00/day  for  ten  days  (maxi- 
mum fee  of  $50.00)  to  $15.00  for  the 
first  day  and  $5.00  a day  for  the  next 
four  days  ($35.00  maximum);  (b)  No 
additional  in-patient  medical  fees 
would  be  paid  to  a physician  for  re- 
admitting the  same  patient  to  the 
hospital  within  a period  of  90  days; 
(c)  Compensable  hospital  days  would 
be  reduced  from  14  days  to  10  days, 
with  an  11-day  extension  made  pos- 
sible upon  recommendation  of  the 
attending  physician;  (d)  Hospital 
care  would  be  limited  to  30  days  per 
recipient  during  the  calendar  year, 
subject  to  adjustment  upon  the  rec- 
ommendation of  the  hospital  utiliza- 
tion committee;  (e)  Payments  to 
hospitals  would  be  cut  to  90  per  cent 
of  prime  cost,  or  90  per  cent  of  the 
established  ceiling,  whichever  is  the 
lesser;  (f)  Out-patient  visits  to  nurs- 
ing home  patients  and  patients  in 
their  own  homes  would  be  limited  to 
one  compensable  visit  per  month; 
(g)  Welfare  recipients  would  have 
$1.50/day  deducted  from  their  sub- 
sistence checks  during  periods  of 
hospitalization. 

The  recommendations  were  pre- 
sented to  the  Professional  Advisory 
Committee  to  the  Department  of  Pub- 
lic Welfare,  and  were  accepted  with 
the  following  exceptions  and  modi- 


fications: (a)  Extension  of  hospitali- 
zation periods  beyond  the  first  ten 
days  would  require  authorization 
from  the  hospital  utilization  commit- 
tee; (b)  A decision  was  deferred  on 
the  proposal  to  limit  hospital  days 
to  30  per  year;  (c)  The  Department 
opposed  limiting  professional  visits 
to  nursing  home  patients  to  one-a- 
month,  on  the  grounds  it  would  only 
save  $300,000  a year,  a sum  which 
was  considered  to  be  insignificant; 
(d)  Deducting  $1.50  per  day  from 
subsistence  checks  was  opposed  by 
the  Department  on  the  grounds  that 
it  would  be  impractical  and  unlaw- 
ful. 

The  OSMA  Public  Welfare  Com- 
mittee filed  a written  objection  to 
the  Department  in  regard  to  turning 
down  the  recommended  restrictions 
which  would  have  provided  incen- 
tives to  the  welfare  recipients  to 
conserve  medical  and  hospital  bene- 
fits. 

On  February  27th,  1964,  the  OSMA 
Executive  Secretary  wrote  to  the  Di- 
rector of  the  Department  of  Public 
Welfare  on  behalf  of  the  committee. 
This  letter  reiterated  the  associa- 
tion’s desire  to  incorporate  into  the 
program  a deterrent  against  over- 
utilization, along  one  or  more  of  the 
following  lines:  (a)  Place  a ceiling 
on  the  number  of  days  hospitalization 
to  be  offered  during  a calendar  year; 
(b)  Incorporate  a $25.00  deductible 
into  the  program,  but  provide  that 
the  advance  payment  of  the  deduct- 
ible would  not  be  a condition  of  hos- 
pital admission;  (c)  Establish  the 
program  on  a co-insurance  principle, 
whereby  physicians  could  bill  the 
patient  directly  for  the  difference 
between  the  Welfare  Department’s 
payment  and  the  fee  schedule  which 
is  recognized  by  the  Department  to 
be  fair  and  reasonable  (or,  the  phy- 
sician could  at  least  reserve  the  right 
to  waive  all  or  part  of  the  fee  to 
which  he  is  entitled). 

The  letter  was  referred  to  Thomas 
B.  McKneely,  M.D.,  Chief,  Division 
of  Medical  Care  Standards,  Bureau 
of  Family  Services,  Department  of 
Health,  Education  and  Welfare.  Doc- 
tor McKneely  informed  Oklahoma’s 
Director  of  Public  Welfare  that  the 


recommendations  contained  in  the 
letter  would  be  incompatible  with 
Federal  regulations. 

Your  committee  is  informed  that 
neither  of  the  two  Federal  laws  gov- 
erning the  Oklahoma  program  (P.L. 
84-880  and  P.L.  86-778)  require  that 
the  government  payment  for  services 
be  accepted  as  payment  in  full.  How- 
ever, the  Department  of  Health,  Edu- 
cation and  Welfare  has  developed 
administrative  regulations  to  this 
effect. 

D.  General  Observations: 

In  dealing  with  the  Department  of 
Public  Welfare  health  care  program 
and  related  problems,  your  commit- 
tee has  been  thwarted  in  many  of  its 
attempts  to  bring  about  general  sta- 
bility and  to  achieve  a reasonable 
rate  of  pay  for  the  medical  and  hos- 
pital services  rendered  to  recipients. 
The  program  is  exceedingly  complex 
in  its  financial  structure;  it  is  sub- 
ject to  myriad  governmental  regu- 
lations; the  actions  of  the  Oklahoma 
State  Legislature  have  direct  bear- 
ing on  the  amount  of  funds  available; 
there  are  political  considerations  and 
overtones  which  retard  any  curtail- 
ment of  benefits  to  pensioners;  and 
vendor  organizations  sometimes  dif- 
fer as  to  the  proper  course  to  take 
in  meeting  current  dilemmas  and/or 
emergency  situations;  the  Depart- 
ment expects  to  prescribe  the  bene- 
fits for  which  it  pays;  and  the  de- 
sires of  recipients  are  an  important 
factor. 

Thus,  decisions  are  often  compro- 
mised, with  or  without  the  approval 
of  OSMA  committee  members,  and 
liaison  with  OSMA  members  is  dif- 
ficult to  sustain  in  view  of  the  fluid 
situation  which  exists. 

We  are  aware  that  the  Department 
of  Public  Welfare  itself  must  should- 
er much  of  the  responsibility  for  the 
present  financial  crisis  affecting  the 
health  care  program.  While  it  is 
true  that  the  Legislature  has  the  per- 
fect right  to  transfer  new  financial 
responsibilities  to  the  Department 
and  thus  jeopardize  the  solvency  of 
existing  programs,  it  must  be  recog- 
nized that  the  Department  is  a pow- 
erful arm  of  state  government,  which 
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is  frequently  in  consultation  and  often 
in  harmony  with  legislative  leaders 
prior  to  the  passage  of  related  legis- 
lation. 

Whatever  may  have  happened  in 
the  past,  however,  the  fact  remains 
that  present  funds  are  insufficient 
to  meet  the  demands  of  the  health 
care  program.  The  natural  growth 
in  state  sales  tax  may  offer  some 
relief  to  the  doctors  and  hospitals 
(and  to  the  hospitals’  private  pa- 
tients) who  are  underwriting  so 
much  of  the  cost.  Moreover,  pro- 
posed Federal  legislation  designed  to 
raise  the  minimum  social  security 
monthly  benefit  may  free  state  funds 
to  bolster  the  health  care  program. 

But  simply  providing  more  money 
does  not  alter  the  problem  of  grow- 
ing utilization,  nor  will  it  diminish 
the  need  to  stabilize  the  program’s 
costs  and  benefits. 

The  Director  of  the  Department  re- 
ports that  expenditures  have  ex- 
ceeded the  budgeted  premium  con- 
sistently since  June,  1961,  and  the 
physicians  of  Oklahoma  cannot  but 
share  responsibility  for  growing  uti- 
lization. We  can  complain  about  the 
design  of  the  program  and  do  what- 
ever we  can  to  improve  it,  but  the 
fact  remains  that  we  are  singularly 
impowered  to  admit  and  discharge 
patients  in  accordance  with  our  pro- 
fessional judgment. 

More  than  any  other  factor,  utiliza- 
tion influences  overall  costs.  The 
June  1st  and  November  1st  cutbacks 
in  payments  to  vendors  did  not  ma- 
terially improve  utilization,  and  costs 
continued  to  exceed  the  budgeted 
premium. 

On  March  15th,  1964,  the  Director 
of  the  Department  of  Public  Welfare 
informed  your  committee  that  the 
following  alternatives  (or  combina- 
tions) should  be  considered  in  re- 
gard to  curtailing  expenditures: 

1.  Maintain  the  status  quo,  but 
payments  to  physicians  and  hospitals 
will  be  prorated  according  to  the 
amount  of  money  available. 

2.  Re-define  the  “Life-In-Danger” 
admission  policy  to  specifically  ex- 


clude certain  medical  and  surgical 
diagnoses. 

3.  Abandon  the  insurance  princi- 
ple of  the  program  (whereby  physi- 
cians control  hospital  admission  and 
a monthly  premium  is  set  aside  to 
cover  the  costs)  in  favor  of  a pre- 
authorization principle.  Under  the 
suggested  change  in  principle,  a phy- 
sician would  have  to  receive  DPW 
authorization  for  admission  of  all  pa- 
tients, except  under  emergency  con- 
ditions. 

Your  committee  did  not  reach  a 
unified  agreement  on  these  alterna- 
tives at  its  March  15th  meeting,  and 
an  “unofficial”  report  to  the  OSMA 
Board  of  Trustees  on  March  22nd, 
1964,  was  tabled. 

E.  Recommendations: 

1.  As  an  over-riding  recommenda- 
tion to  all  others,  the  Public  Welfare 
Committee  of  the  Oklahoma  State 
Medical  Association  believes  the 
health  care  program  could  best  be 
stabilized  by  converting  it  to  a sys- 
tem of  prepaid  health  insurance, 
using  Blue  Cross-Blue  Shield  or  an- 
other competent  carrier  as  the  fiscal 
administrator.  The  dignity  of  re- 
cipients, as  policyholders,  would  also 
be  enhanced. 

2.  The  committee  officially  disap- 
proved any  further  subsidization  of 
the  program  on  the  part  of  physi- 
cians and  hospitals,  but  if  such  pay- 
ments are  to  be  brought  about  on 
an  involuntary  basis,  they  should  be 
equally  applicable  to  all  health  care 
vendors,  and  the  percentage  figure 
for  reduced  payments  should  be  com- 
puted on  a monthly  basis  by  the  De- 
partment of  Public  Welfare. 

3.  The  “Life-In-Danger”  admis- 
sion policy  should  be  re-defined,  to 
specifically  exclude  certain  medical 
and  surgical  procedures.  (A  special 
committee  will  be  necessary  to  de- 
velop this  change  in  detail.) 

4.  The  “Insurance  Principle”  is 
reaffirmed,  whereby  physicians  may 
use  their  individual  professional 
judgment  admitting  and  discharging 
patients. 

5.  Hospitals  should  be  paid  a basic 
bed  and  board  rate,  and  charges  for 
ancillary  services  should  be  item- 
ized on  the  claim  form,  by  individual 


case,  and  paid  according  to  a fee 
schedule.  (A  special  committee  will 
be  necessary  to  develop  this  change 
in  details 

6.  The  premium  for  nursing  home 
care  should  be  removed  completely 
from  the  health  care  premium. 

SECTION  II. 

CRIPPLED  CHILDREN’S  STUDY 

COMMITTEE 
A.  Background: 

On  May  3rd,  1963,  the  House  of 
Delegates  passed  a resolution  (No. 
11)  which  stated,  in  part:  “The  Okla- 
homa State  Medical  Association  go 
on  record  as  being  not  opposed  to  ac- 
cepting pay  for  hospitalization  of 
patients  under  the  Crippled  Chil- 
dren’s Act.” 

The  president  of  the  OSMA  wrote 
to  the  Chairman  of  the  Public  Wel- 
fare Commission,  Mr.  Rupert  Jones, 
on  August  19th,  1963,  in  which  he 
transmitted  the  request  for  payment. 
Under  the  Oklahoma  Statutes,  the 
commission  has  authority  to  provide 
for  “ . . . payment  for  physicians’ 
and  dentists’  services  if  payment  is 
recommended  by  the  Council  (Board 
of  Trustees)  of  the  Oklahoma  State 
Medical  Association  or  the  Executive 
Council  of  the  Oklahoma  Dental  As- 
sociation.” 

Mr.  Jones  referred  the  letter  to  the 
Chairman  of  the  DPW  Professional 
Advisory  Committee  on  Medical  Care 
for  Crippled  Children,  Don  H.  O’Don- 
oghue,  M.D. 

On  November  8th,  1963,  the  Execu- 
tive Secretary  of  the  OSMA  was  in- 
vited to  meet  with  Doctor  O’Don- 
oghue’s  committee,  at  which  time 
he  learned  that  funds  were  insuffi- 
cient to  pay  for  physicians’  services 
without  curtailing  other  aspects  of 
the  program.  The  advisory  commit- 
tee recommended  that  the  OSMA  ap- 
point a committee  for  the  purpose 
of  studying  the  financial  situation  of 
the  Crippled  Children’s  program,  and 
that  no  change  be  made  in  the  pro- 
gram until  a study  had  been  com- 
pleted and  the  findings  considered 
by  the  various  committees  involved. 
OSMA  President  Duer  was  notified 
officially  of  this  action  on  November 
23rd,  1963. 
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The  OSMA  Crippled  Children’s 
Study  Committee  was  created  by 
the  OSMA  president  on  December 
12th,  1963,  and  a letter  was  written  to 
the  Director  of  the  Department  of 
Public  Welfare  on  December  18th 
advising  him  of  the  committee’s 
availability  for  a joint  meeting. 

The  OSMA  committee  was  invited 
to  meet  jointly  with  the  Advisory 
Committee  on  April  2nd,  1964. 

B.  Findings: 

Your  committee  learned  on  April 
2nd  that  the  Department  of  Public 
Welfare  is  now  over-expending  ap- 
proximately $650,000  a month  in  its 
overall  operations,  which  includes 
financial  responsibility  for  the  Crip- 
pled Children’s  program. 

According  to  the  calculations  of  the 
Department’s  staff,  it  will  take  about 
$500,000  a year  to  pay  for  surgical 
services  to  crippled  children,  and 
about  $422,000  a year  to  pay  for  med- 
ical services. 

The  Department  of  Public  Welfare 
is  now  drawing  the  maximum  Fed- 
eral matching  funds  ($350,000  a year) 
for  Crippled  Children’s  care,  so  it  will 
require  additional  state  government 
appropriations  to  pay  physicians  for 
their  services,  or  else  present  bene- 
fits will  have  to  be  cut  by  approxi- 
mately $1,000,000  to  accommodate 
physicians’  fees. 

It  is  not  anticipated  that  there 
will  be  any  surplus  sales  tax  funds 
(the  principal  source  of  revenue  for 
all  DPW  programs)  when  the  legisla- 
ture meets  in  January,  1965. 

Therefore,  the  Director  of  the  De- 
partment of  Public  Welfare  pro- 
posed the  following  alternatives: 

1.  The  legislature  could  repeal  the 
$2,000,000  allocation  of  DPW  funds 
now  going  to  the  Department  of  Men- 
tal Health,  thus  freeing  sufficient 
sales  tax  funds  to  pay  physicians 
for  crippled  children’s  work. 

2.  The  passage  of  a proposed  Fed- 
eral bill  to  raise  the  minimum  month- 
ly check  for  social  security  bene- 
ficiaries would  free  state  funds  on 
persons  who  are  receiving  combina- 
tion payments  from  both  O.A.S.I. 
and  the  Department  of  Public  Wel- 
fare. 


3.  The  legislature  could  increase 
the  state  sales  tax. 

4.  Growth  in  sales  tax  collections 
may  provide  sufficient  funds  for  fu- 
ture payment  of  physicians. 

The  Director  of  DPW  said  it  was 
most  likely  that  a request  to  the  ap- 
propriate committees  of  the  Legisla- 
tive Council  next  Fall  would  result 
in  legislative  approval  of  the  Public 
Welfare  Commission  paying  for  phy- 
sicians’ services  in  1965. 

However,  he  suggested  that  the 
language  of  the  1963  OSMA  resolu- 
tion could  be  more  positively  phrased, 
to  the  extent  that  the  OSMA  favored 
payment  rather  than  “being  not  op- 
posed to  accepting  pay  . . .” 

As  to  the  course  of  procedure  to 
obtain  the  necessary  funds,  the  Di- 
rector outlined  the  following  steps: 

1.  A positive  request  from  the 
Board  of  Trustes  of  the  OSMA  would 
be  presented  to  the  Professional  Ad- 
visory Committee  on  Medical  Care 
for  Crippled  Children. 

2.  With  the  approval  of  the  ad- 
visory committee,  a formal  recom- 
mendation would  be  made  by  the  De- 
partment of  Public  Welfare  to  the 
Public  Welfare  Commission. 

3.  With  the  commission’s  approval, 
the  Director  of  the  DPW  and  rep- 
resentatives of  the  OSMA  would  go 
to  the  appropriate  committees  of  the 
Legislative  Council  in  the  Fall  and 
formally  request  additional  funds 
with  which  to  pay  physicians. 

4.  Approval  by  the  Legislative 
Council  is  tantamount  to  authoriza- 
tion for  increased  funds. 

C.  Recommendations: 

In  view  of  the  fact  that  the  1963 
OSMA  House  of  Delegates  expressed 
its  intent  to  authorize  payment  of 
physicians  for  crippled  children’s 
care,  your  committee  makes  the  fol- 
lowing recommendations: 

1.  That  the  OSMA  Board  of  Trus- 
tees and  the  House  of  Delegates,  by 
their  approval  of  this  report  on  April 
30th,  1964,  and  May  2nd,  1964,  respec- 
tively, herewith  authorize  and  form- 
ally request  that  physicians  be  com- 
pensated for  their  professional  serv- 
ices in  connection  with  the  Crippled 
Children’s  Act. 


2.  That  the  OSMA  Crippled  Chil- 
dren’s Study  Committee  be  continued 
as  a special  committee  of  the  associ 
ation.  and  that  it  be  authorized  to 
follow  the  steps  outlined  by  the  Di- 
rector of  the  Department  of  Public 
Welfare  to  achieve  the  necessary 
state  appropriation  with  which  to 
pay  physicians. 

SECTION  III. 

OCCUPATIONAL  HEALTH 
COMMITTEE 

A.  Need  For  Committee: 

The  Occupational  Health  Commit- 
tee of  the  OSMA  has  not  been  active 
for  the  past  two  years,  and  it  ap- 
pears to  merit  reactivation,  particu- 
larly since  the  Legislative  Council  of 
the  Oklahoma  State  Legislature  is 
now  contemplating  a fee  schedule 
for  physicians’  sendees  under  Work- 
men’s Compensation. 

B.  Recommendations: 

1.  It  is  recommended  that  the 
committee  be  reactivated,  under  the 
chairmanship  of  Kieffer  Davis,  M.D., 
Bartlesville,  but  that  the  chairman 
of  this  committee  should  not  be  a 
permanent  office;  that  the  President 
should  have  the  prerogative  of  choos- 
ing his  committee  members. 

SECTION  TV. 

PREPAID  MEDICAL  CARE 
COMMITTEE 

A.  Report : 

Due  to  the  press  of  other  business 
affecting  the  Council  on  Socio-Eco- 
nomic Activities  and  the  OSMA  staff, 
the  work  of  the  Prepaid  Medical 
Care  Committee  was  not  given  em- 
phasis during  the  past  organizational 
year. 

B.  Recommendations: 

1.  That  the  committee  be  reacti- 
vated at  full  strength  to  enable  it  to 
pursue  the  many  projects  and  prob- 
lems associated  with  this  subject 
area. 

SECTION  V. 

AREAWIDE  HOSPITAL  PLANNING 
Council  Action 
A.  Backrgound: 

At  the  1963  annual  meeting  of  the 
House  of  Delegates,  Resolution  No. 
7 opposed  areawide  hospital  planning 
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as  promoted  by  the  American  Hos- 
pital Association  and  the  U.S.  Public 
Health  Service.  Further,  the  OSMA 
was  asked  to  study  the  subject  of 
areawide  hospital  planning  with  cer- 
tain objectives  in  mind,  including  the 
following: 

1.  To  limit  each  such  area  to  re- 
gions within  the  state  as  is  com- 
mensurate with  the  problem  involved. 

2.  To  alert  county  medical  socie- 
ties to  fight  enabling  legislation  which 
would  convert  this  from  a voluntary 
to  a compulsory  system. 

3.  To  make  sure  that  professional 
representation  is  present  in  each  such 
agency. 

4.  To  view  certain  aspects  of  area- 
wide planning  as  encroachments  up- 
on the  private  practice  of  medicine 
in  hospitals. 

5.  To  keep  in  mind  that  the  pa- 
tient has  a right  to  receive  adequate 
care  in  his  own  community,  rather 
than  being  compelled  to  drive  con- 
siderable distances. 

The  Council  on  Socio-Economic  Ac- 
tivities obtained  copies  of  the  U.S. 
Public  Health  Service-American  Hos- 
pital Association  report  on  “Area- 
wide Planning  For  Hospitals  and  Re- 
lated Health  Facilities,”  and  general- 
ly agreed  that  the  plan  called  for  ex- 
cessive regimentation.  However,  a 
meeting  was  called  to  discuss  the  re- 
port with  the  Commissioner  of 
Health,  Doctor  Kirk  T.  Mosley,  who 
controls  the  allocation  of  Hill-Burton 
Hospital  Construction  Funds  in  Okla- 
homa. 

Prior  to  the  meeting,  Doctor  Mos- 
ley informed  us  that  he  preferred  a 
voluntary  plan  being  sponsored  by 
the  Oklahoma  Hospital  Association. 
The  hospital  association  was  con- 
tacted by  the  OSMA  Council,  and  on 
March  15th,  1964,  a meeting  was  held 
with  Doctor  Mosley  and  Mr.  James 
Harvey,  President  of  the  Oklahoma 
Hospital  Association. 

Mr.  Harvey  explained  his  asso- 
ciation’s project,  as  follows: 

1.  The  name  of  the  proposed  or- 
ganization will  be  “Oklahoma  Health 


Facilities  Informational  Service,” 
which  will  be  established  as  a non- 
profit corporation. 

2.  The  purpose  will  be  to  identify 
selected  data  that  is  essential  to  im- 
proving the  existing  methods  of  plan- 
ning for  hospitals  and  related  institu- 
tions. Once  the  data  is  collected  and 
analyzed,  the  statewide  organization 
will  encourage  all  communities  in 
the  state,  which  are  planning  either 
expanded  facilities  or  new  construc- 
tion, to  first  form  a local  hospital 
planning  council.  The  local  council 
should  include  persons  generally 
representative  of  the  community,  in- 
cluding medical  profession  and  hos- 
pital representation.  The  “Oklahoma 
Health  Facilities  Information  Serv- 
ice” will  provide  staff  assistance  for 
the  local  council  and  furnish  all  nec- 
essary data.  The  staff  will  assist  in 
writing  the  local  council’s  report  to 
the  community,  except  that  portion 
of  the  report  which  contains  recom- 
mendations. 

3.  The  “Oklahoma  Health  Facili- 
ties Informational  Service”  will  be 
initially  financed  by  a “seed  grant” 
from  the  National  Institute  of  Health, 
and  thereafter  by  the  contributions 
of  such  organizations  as  the  Okla- 
homa Hospital  Association,  the  Blue 
Cross  Plan,  insurance  companies, 
and  other  agencies,  organizations  and 
foundations  interested  in  the  subject 
area. 

4.  While  there  will  be  no  official 
connection,  it  is  contemplated  that 
the  state’s  Hill-Burton  authority  will 
be  guided  by  the  recommendations 
of  local  planning  councils  in  making 
allocation  of  construction  funds. 

5.  The  governing  board  of  the 
“Oklahoma  Health  Facilities  Infor- 
mational Service”  will  be  comprised 
of  representatives  of  hospitals,  the 
medical  profession,  and  various  seg- 
ments of  the  public. 

6.  The  entire  project  is  designed 
to  utilize  a voluntary  approach  to 
intelligent  planning  of  hospitals  and 
related  health  facilities,  and  to  fore- 
stall legislative  enforcement. 

B.  Recommendations: 

1.  The  Council  on  Socio-Economic 
Activities  goes  on  record  as  approv- 


ing a VOLUNTARY  group  for  study- 
ing and  accumulating  statistics  on 
health  facilities  in  the  state,  with  the 
cooperation  of  the  Oklahoma  State 
Medical  Association,  the  Oklahoma 
Hospital  Association,  Oklahoma  Oste- 
opathic Association,  and  three  other 
members  at  large  to  be  chosen  by 
the  three  aforementioned  groups; 
and  that  it  be  agreed  to  by  these 
groups,  and  that  these  representa- 
tives of  the  OSMA  be  appointed  by 
the  President  of  the  association. 

SECTION  VI. 

NOMINATIONS  TO  BLUE  CROSS- 
BLUE SHIELD  BOARDS 

A.  Blue  Cross: 

For  three  positions  on  the  Blue 
Cross  Board,  your  Council  nominated 
the  following  physicians: 

1.  Ben  H.  Nicholson,  M.D.,  Okla- 
homa City  (incumbent) 

2.  Rex  E.  Kenyon,  M.D.,  Oklahoma 
City 

3.  James  W.  Kelley,  M.D.,  Tulsa 
(incumbent) 

4.  John  E.  Highland,  M.D.,  Miami 
(incumbent) 

B.  Blue  Shield: 

For  three  positions  on  the  Blue 
Shield  Board,  your  Council  nomi- 
nated the  following  physicians: 

1.  John  F.  Burton,  M.D.,  Oklahoma 
City  (incumbent) 

2.  Martin  H.  Andrews,  M.D.,  Okla- 
homa City 

3.  Homer  A.  Ruprecht,  M.D.,  Tulsa 
(incumbent) 

4.  Maurice  C.  Gephardt,  M.D., 
Muskogee 

5.  Bruce  R.  Hinson,  M.D.,  Enid 
(incumbent) 

6.  David  Fried,  M.D.  Hollis 

Report  of  the 

GRIEVANCE  COMMITTEE 

(APPROVED) 

Committee  Members 
E.  C.  Mohler,  M.D.,  Chairman 
J.  Hoyle  Carlock,  M.D. 

Clinton  Gallaher,  M.D. 

Walter  E.  Brown,  M.D. 

Alfred  T.  Baker,  M.D. 

During  the  past  organizational 
year,  the  committee  has  received 
cases  from  two  basic  sources. 

First,  cases  involving  16  OSMA 
members  were  referred  to  the  Griev- 
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ance  Committee  by  the  OSMA  Pub- 
lic Welfare  Committee.  Six  of  these 
cases  involved  direct  billing  of  the 
welfare  recipient  for  the  balance  of 
an  amount  exceeding  the  payment 
schedule  of  the  Department  of  Pub- 
lic Welfare.  Simple  clerical  errors 
comprised  seven  of  the  cases,  these 
involving  the  posting  of  incorrect 
dates  for  visits  to  nursing  home  pa- 
tients. In  three  cases,  there  was  evi- 
dence of  gross  errors  of  incorrect 
billing  for  nursing  home  visits. 

Your  committee  corrected  most  of 
the  situations  by  bringing  to  the  at- 
tention of  the  physicians  involved  the 
correct  rules,  regulations  and  phil- 
osophy governing  the  welfare  medi- 
cal care  programs.  The  committee 
was  of  the  opinion  that  the  complex 
program  of  the  Department  of  Pub- 
lic Welfare  invited  inadvertent  viola- 
tions of  the  regulations,  and  it  made 
recommendations  back  to  the  OSMA 
Public  Welfare  Committee  calling  for 
simplification  of  the  policies  and  a 
better  educational  effort  on  the  part 
of  the  Department  of  Public  Welfare. 

Physicians  guilty  of  minor  clerical 
errors  were  simply  admonished  to 
pay  more  personal  attention  to  then- 
office  routines  and  billing  procedures. 
It  was  the  committee’s  feeling  re- 
garding this  category  of  complaint, 
that  such  minor  errors  should  be 
handled  administratively  by  the  De- 
partment of  Public  Welfare. 

In  the  three  cases  of  gross  errors 
in  billing,  the  committee  was  more 
stern  with  the  physicians  involved., 
suggesting  that  the  physicians  make 
corrected  billings  and  provide  resti- 
tution for  any  funds  received  for 
services  not  performed. 

The  physicians  in  this  category 
were  generally  cooperative,  and  to 
the  best  of  our  knowledge,  the  De- 
partment of  Public  Welfare  is  satis- 
fied with  our  handling  of  these  cases. 
Some  of  the  physicians,  however, 
were  understandably  perturbed  that 
they  were  referred  directly  to  the 
Grievance  Committee  for  minor  mis- 
understandings or  infractions  with- 
out having  first  been  contacted  by 
the  Department  of  Public  Welfare. 

The  second  basic  source  of  com- 
plaints was  our  usual  source  of  the 


patients  themselves.  Twelve  cases 
were  received. 

Of  these,  six  involved  charges,  two 
were  on  the  basis  of  the  medical 
treatment  received,  two  related  to 
unethical  conduct,  and  two  were 
without  any  foundation. 

Recommendations 
The  present  rather  loose-knit 
grievance  committee  system  works 
well  when  the  physician  is  coopera- 
tive and  shares  the  goal  of  the  com- 
mittee members  to  improve  patient- 
physician  relations. 

However,  occasionally  your  com- 
mittee is  frustrated  by  the  attitude 
of  certain  OSMA  members,  who  are 
not  only  personally  oblivious  to  pub- 
lic reaction,  but  are  also  inclined 
to  ignore  the  committee’s  efforts  to- 
ward mutual  cooperation. 

When  such  a situation  arises,  we 
find  little  comfort  in  the  Bylaws  of 
the  OSMA,  which  should  be  more 
specific  as  to  alternate  courses  of 
procedure  to  be  followed.  It  is  tempt- 
ing to  overlook  the  shortcomings  of 
the  relatively  few  members  of  our 
association  who  hold  themselves 
above  constructive  criticism,  particu- 
larly when  the  committee  has  no 
stronger  direction  than  that  present- 
ly contained  in  the  Bylaws.  More- 
over, it  is  a rare  county  medical  so- 
ciety which  will  act  with  decisiveness 
as  the  occasion  may  demand. 

Throughout  organized  medicine,  we 
take  pride  in  our  unique  right  to 
govern  ourselves,  yet  we  are  invit- 
ing government  intervention  by  the 
general  failure  to  maintain  optimum 
standards  of  conduct. 

Your  committee  sincerely  believes 
that  most  physicians  conduct  their 
practices  with  honor  and  integrity, 
but  it  is  the  few  who  will  blacken 
the  image  of  the  group  and  who  must 
be  dealt  with  internally  if  we  are 
to  protect  ourselves  from  external 
forces  and  maintain  an  important 
vestige  of  our  freedom.  More  im- 
portantly, we  have  an  obligation  to 
the  public. 

Therefore,  your  committee  recom- 
mends that  the  Constitution  and  By- 
laws Committee  of  the  Oklahoma 
State  Medical  Association  make  an 
extensive  study  of  grievance  and 


disciplinary  methodology,  with  a 
view  toward  improving  that  section 
of  our  Bylaws  pertaining  to  the  op- 
eration of  the  OSMA  Grievance  Com- 
mittee and  its  county  society  counter- 
parts. 

RESOLUTIONS 
Resolution  No.  1. 

(APPROVED) 

INTRODUCED  BY:  OSMA  Editorial 
Board 

SUBJECT : Journal  Advertising 
REFERRED  TO:  Reference  Commit- 
tee I 

WHEREAS,  the  56-year-old  Journ- 
al of  the  Oklahoma  State  Medical  As- 
sociation provides  nearly  2,000  phy- 
sicians with  a medium  of  exchange 
for  scientific  and  other  information: 
and 

WHEREAS,  for  many  members  of 
the  Oklahoma  State  Medical  Associa- 
tion, the  Journal  is  the  only  medical 
publication  readily  available  for  the 
written  expression  of  ideas;  and 
WHEREAS,  the  Journal  enjoys  ex- 
cellent readership  and  the  general 
support  of  the  profession;  and 
WHEREAS,  the  Journal  has  been 
honored  on  two  occasions  in  recent 
years  for  its  editorial  and  typograph- 
ical excellence;  and 
WHEREAS,  the  continued  life  of 
the  Journal  is  now  being  threatened 
by  a steady  decline  in  pharmaceut- 
ical advertising,  reported  to  be  the 
result  of  a shift  by  major  manufac- 
turers to  the  support  of  certain  com- 
mercial publications;  and 
WHEREAS,  the  imminent  demise 
of  the  Journal  of  the  Oklahoma  State 
Medical  Association  will  not  only  de- 
stroy the  free  exchange  of  scientific 
and  organizational  information  of 
vital  interest  to  the  medical  profes- 
sion in  Oklahoma,  but  will  also  seri- 
ously affect  the  efficiency  of  the  as- 
sociation in  achieving  its  objectives, 
most  of  which  are  objectives  com- 
monly shared  with  the  pharmaceut- 
ical industry;  and 
WHEREAS,  publications  of  other 
state  medical  associations  are  re- 
ported to  be  in  similar  financial  cir- 
cumstances; 

NOW,  THEREFORE  BE  IT  RE- 
SOLVED, by  the  Editorial  Board  and 
the  House  of  Delegates  of  the  Okla- 
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homa  State  Medical  Association,  that 
the  excessive  diversion  of  pharma- 
ceutical advertising  to  commercial 
publications  and  the  resultant  fi- 
nancial insolvency  of  state  medical 
association  publications  are  to  be  de- 
plored as  contrary  to  the  interests 
of  medical  science,  medical  organi- 
zations and  the  companion  pharma- 
ceutical industry;  and 
BE  IT  FURTHER  RESOLVED, 
that  manufacturers  whose  products 
are  supported  by  the  faith  of  prac- 
ticing physicians  should  return  the 
faith  by  immediately  restoring  sup- 
port to  the  locally-controlled,  valu- 
able publications  of  organized  medi- 
cine; and 

BE  IT  FURTHER  RESOLVED, 
that  the  House  of  Delegates  shall 
require  the  Editorial  Board  of  the 
Journal  of  the  Oklahoma  State  Med- 
ical Association  to  annually  report 
the  names  of  the  pharmaceutical 
manufacturers  who  support  the  pub- 
lication of  our  non-profit  Journal,  as 
well  as  the  individual  amounts  of 
such  support;  and 
BE  IT  FURTHER  RESOLVED, 
that  major  pharmaceutical  manufac- 
turers be  supplied  with  copies  of 
this  resolution  and  be  respectfully 
advised  to  reconsider  advertising 
policies  which  might  work  against 
the  continued  life  of  a major,  impor- 
tant medium  of  medical  communi- 
cations. 

Resolution  No.  2. 
(APPROVED  AS  AMENDED) 
INTRODUCED  BY:  Canadian  Coun- 
ty Medical  Society 
SUBJECT:  Statement  of  Principle, 
Indigent  Medical  Care  Programs 
REFERRED  TO : Reference  Com- 
mittee III 

WHEREAS,  the  members  of  the 
Canadian  County  Medical  Society  be- 
lieve that  the  trend  of  the  Federal 
Government  toward  socialism  is  in- 
creasing, as  evidenced,  among  other 
things,  by  the  program  promulgated 
by  the  Department  of  Health,  Edu- 
cation and  Welfare  and  the  Kerr- 
Mills  law  with  respect  to  socialized 
medicine  and  medical  care;  and 

314 


WHEREAS,  the  efforts  to  reverse 
this  trend  by  the  formation  of  organi- 
zations to  educate  the  American  tax- 
payers of  the  cost  to  them  and  the 
dangers  thereof  have  been  inadequate 
and  ineffective,  and  this  society  be- 
lieves it  is  necessary  that  the  mem- 
bers of  the  medical  profession  take 
positive  action  to  combat  said  social- 
istic trend,  and  to  preserve  our  free 
enterprise  economy  and  to  protect 
and  perpetuate  the  confidential  doc- 
tor-patient  relationship; 

NOW,  THEREFORE  BE  IT  RE- 
SOLVED, that  the  members  of  this 
Association  shall  always  under  the 
oaths,  ethics  or  principles  of  the 
medical  profession  render  services 
to  the  indigent  free  of  charge. 

Resolution  No.  3. 

(APPROVED) 

INTRODUCED  BY:  Choctaw-Push- 

mataha  County  Medical  Society 
SUBJECT:  General  Practice  Teach- 
ing Program 

REFERRED  TO:  Reference  Com- 
mittee I 

WHEREAS,  practicing  physicians 
are  necessarily  concerned  with  the 
instruction  and  education  of  doctors 
of  the  state;  and 

WHEREAS,  the  responsibility  for 
the  maintenance  of  the  best  profes- 
sional relationship  between  academic 
and  practicing  physicians  is  recog- 
nized; 

THEREFORE,  BE  IT  RESOLVED, 
that  the  Oklahoma  State  Medical  As- 
sociation recommends  the  appoint- 
ment of  a general  practitioner  as  a 
part-time  instructor  for  the  first-year 
medical  school  students  on  a rotating 
basis. 

BE  IT  FURTHER  RESOLVED, 
that  a committee  of  general  prac- 
titioners be  selected  by  the  Dean  of 
the  medical  school,  after  counsel  with 
the  President  of  the  Oklahoma  State 
Medical  Association,  the  President 
of  the  Oklahoma  Academy  of  Gen- 
eral Practice,  and  the  State  Com- 
missioner of  Health,  to  implement 
this  teaching  program. 

BE  IT  FURTHER  RESOLVED, 
that  for  continuity  of  teaching  in 
this  program,  other  committee  mem- 
bers be  selected  at  the  discretion  of 
the  Dean  of  the  medical  school. 


Resolution  No.  4. 

(APPROVED) 

INTRODUCED  BY:  Tulsa  County 

Medical  Society 

SUBJECT:  Dual  Memberships  in 

County  Medical  Societies 
REFERRED  TO:  Reference  Com- 
mittee I 

WHEREAS,  the  Constitution  and 
Bylaws  of  the  Oklahoma  State  Med- 
ical Association  neither  specifically 
permits  nor  prohibits  a physician 
from  holding  membership  in  two  or 
more  component  county  medical  so- 
cieties at  the  same  time;  and 

WHEREAS,  the  existence  of  dual 
memberships  has  posed  unresolved 
problems  pertaining  to  administra- 
tion, primary  responsibilities  and 
authorities,  discipline  and  interpreta- 
tion; 

NOW,  THEREFORE  BE  IT  RE- 
SOLVED, that  the  House  of  Delegates 
direct  the  Committee  on  Constitu- 
tion and  Bylaws  to  prepare  and  sub- 
mit to  the  House  at  its  next  regular 
session  an  appropriate  amendment 
or  amendments  which  shall  estab- 
lish a specific  policy  and  guidelines 
relative  to  dual  memberships  in  com- 
ponent county  societies. 

Resolution  No.  5. 

(APPROVED)  Ruled  same  in  intent 
as  Resolution  No.  29. 
INTRODUCED  BY:  Tulsa  County 

Medical  Society 

SUBJECT:  Immunization  Education 
Program 

REFERRED  TO:  Reference  Com- 
mittee II 

WHEREAS,  the  House  of  Delegates 
has  previously  adopted,  for  good  and 
sufficient  reason,  resolutions  instruct- 
ing the  Oklahoma  State  Medical  As- 
sociation to  develop  an  effective  pro- 
gram of  public  education  concern- 
ing immunizations  available  against 
preventable  disease,  in  cooperation 
with  all  other  interested  parties,  spe- 
cifically to  the  Oklahoma  State  De- 
partment of  Public  Health  and  the 
Pharmaceutical  Industry;  and 
WHEREAS,  the  need  for  this  pro- 
gram continues  to  be  apparent  de- 
spite widespread  programs  of  pub- 
lic education; 
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NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Oklahoma  State 
Medical  Association,  through  approp- 
riate councils  and  committees,  be 
instructed  to  continue  and  enlarge 
and  intensify  a continuing  public  edu- 
cation program  throughout  the  year 
against  preventable  illness,  and  to 
initiate  new  and  continuing  programs 
in  cooperation  with  any  reputable 
agency  or  private  concern  offering 
assistance  and  cooperation. 

BE  IT  FURTHER  RESOLVED, 
that  the  Oklahoma  State  Medical  As- 
sociation sponsor  appropriate  legis- 
lation in  the  Oklahoma  State  Legis- 
lature, to  provide  funds  for  the  ad- 
ministration of  an  adequate  immuni- 
zation education  program. 

BE  IT  FURTHER  RESOLVED, 
that  this  program  be  developed  and 
administered  in  keeping  with  the 
principle  that  immunization  shall  be 
the  individual  financial  responsibility 
of  the  citizen  and  that  arrangements 
continue  to  be  made  available  for 
the  care  of  those  without  means. 

Resolution  No.  6. 

(APPROVED  AS  AMENDED)  Ruled 
same  in  intent  as  Resolution  No.  30. 
INTRODUCED  BY:  Tulsa  County 
Medical  Society 

SUBJECT:  Immunization  by  Public 
Health  Departments 
REFERRED  TO : Reference  Com- 
mittee II 

WHEREAS,  the  interpretation  of 
the  Attorney  General  of  the  State  of 
Oklahoma,  of  the  law  setting  up  the 
Oklahoma  State  Department  of  Pub- 
lic Health,  is  that  its  services  are 
available  to  all  citizens  regardless 
of  ability  to  pay;  and 
WHEREAS,  the  Oklahoma  State 
Department  of  Public  Health  in  an 
appropriate  function,  sponsors  clin- 
ics for  immunizations  against  pre- 
ventable illnesses,  regardless  of  abil- 
ity of  recipients  to  pay;  and 
WHEREAS,  it  represents  an  avoid- 
able expense  to  the  taxpayers  to  pay 
for  immunization  of  individuals  with 
means  where  this  is  readily  locally 
available  through  non-public  sources; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Oklahoma  State 


Medical  Association  through  approp- 
riate executive  action,  requests  the 
Oklahoma  State  Department  of  Pub- 
lic Health  to  avoid  duplication  of  fa- 
cilities for  immunizations,  when  the 
local  ability  to  provide  this  service 
is  available. 

BE  IT  FURTHER  RESOLVED, 
that  the  Oklahoma  State  Medical  As- 
sociation through  appropriate  council 
or  committee,  urges  the  Oklahoma 
State  Department  of  Public  Health  to 
provide  immunizations  to  the  quali- 
fied needy  only. 

Resolution  No.  7. 

(APPROVED) 

INTRODUCED  BY:  Council  on  Pub- 
lic Health 

SUBJECT:  Endorsement  of  AMA 

Mental  Health  Program 
REFERRED  TO:  Reference  Com- 
mittee IV 

WHEREAS,  the  American  Medical 
Association  has  officially  recognized 
mental  illness  as  “a  major  health 
problem  facing  the  nation  today,” 
further  stating  that  “the  medical 
profession  has  a clear  responsibility 
to  assume  leadership  in  the  mental 
health  field  and  to  work  with  pro- 
fessional and  lay  groups  in  a sus- 
tained, coordinated  effort  to  effect 
sound,  workable  mental  health  pro- 
grams”; and 

WHEREAS,  the  American  Medical 
Association  has  further  stated  that 
it  “recognizes  the  important  stake 
every  physician,  regardless  of  type 
of  practice,  has  in  improving  our 
mental  health  knowledge  and  re- 
sources”; and 

WHEREAS,  the  policies,  objectives 
and  recommendations  of  the  Ameri- 
can Medical  Association  concerning 
mental  health  are  available  in  of- 
ficial document,1  which  have  been 
studied  by  the  Oklahoma  State  Med- 
ical Association’s  Committee  on  Men- 
tal Health;  and 

WHEREAS,  on  January  26th,  1964, 
the  Oklahoma  State  Medical  Associ- 
ation sponsored  a special  Conference 
on  Mental  Health,  which  provided  ad- 
ditional details  concerning  the  appli- 
cation of  these  policies  and  objec- 


tives to  the  mental  health  problems 
of  Oklahoma; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Oklahoma  State 
Medical  Association  endorses  the 
principles  and  policies  concerning 
mental  health  as  officially  put  for- 
ward by  the  American  Medical  As- 
sociation in  the  above  mentioned 
documents.1 

Resolution  No.  8. 

(DISAPPROVED) 

INTRODUCED  BY:  J.  L.  Richard- 
son, M.D.,  Secretary,  Oklahoma 
Orthopedic  Society 
SUBJECT:  Better  Care  For  Crippled 
Children. 

REFERRED  TO:  Reference  Com- 
mittee II 

WHEREAS,  due  to  lack  of  ade- 
quate hospital  facilities  and  services 
in  certain  areas  of  the  state,  ortho- 
pedic care  of  Crippled  Children’s 
cases  is  not  always  of  the  highest 
attainable  quality;  and 

WHEREAS,  training  hospitals  ap- 
proved by  the  national  accrediting 
agency  of  the  American  College  of 
Surgeons  are  well-equipped  for  such 
specialized  care;  and 

WHEREAS,  the  Oklahoma  Ortho- 
pedic Society  has  seriously  consid- 
ered problems  associated  with  the 
Crippled  Children’s  program  in  Okla- 
homa, and  unanimously  supports  the 
content  of  this  resolution; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  all  elective  and  re- 
constructive surgery  for  Crippled 
Children’s  cases  be  performed  at  the 
University  of  Oklahoma  Medical  Cen- 
ter. 

Resolution  No.  9. 

(APPROVED) 

INTRODUCED  BY:  J.  L.  Richard- 
son, M.D.,  Secretary,  Oklahoma 
Orthopedic  Society 

SUBJECT:  Fee  For  Service,  Crippled 
Children’s  Program 
REFERRED  TO:  Reference  Com- 
mittee II 

1.  AMA  Statement  of  Principles  on  Mental 
Health 

Program  of  the  Council  on  Mental 
Health 

Summary  of  the  Program  of  the  Coun- 
cil of  Mental  Health 
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WHEREAS,  patients  formerly  cared 
for  under  the  Crippled  Children’s 
Commission  are  now  under  the  au- 
thority of  the  Department  of  Public 
Welfare;  and 

WHEREAS,  such  patients  are  be- 
ing treated  administratively  in  es- 
entially  the  same  fashion  as  adults, 
and  the  existing  age  limitation  is 
meaningless; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  children  in  this  classi- 
fication should  be  treated  the  same 
as  adults  in  regard  to  fee  for  serv- 
ice. 

Resolution  No.  10. 

(APPROVED) 

INTRODUCED  BY:  Canadian  County 
Medical  Society 

SUBJECT:  Implementation  of  Reso- 
lution 68  Passed  by  the  AMA 
House  of  Delegates,  June  19,  1963 
REFERRED  TO:  Reference  Com- 
mittee I 

WHEREAS,  the  Canadian  County 
Medical  Society,  on  March  9th,  1964, 
discussed  the  above  mentioned  reso- 
lution pertaining  to  the  “importance 
of  the  general  practitioner  as  an  es- 
sential component  of  American  medi- 
cine”; and 

WHEREAS,  once  again  recognition 
was  taken  of  the  need  for  “an  ade- 
quate number  of  medical  school  grad- 
uates selecting  general  practice  for 
their  medical  careers”;  and 

WHEREAS,  the  AMA  House  did 
resolve  to  “instruct  its  Board  of  Trus- 
tees to  utilize  all  facilities  at  its  com- 
mand to: 

“A.  Inform  the  medical  schools 
of  the  shortage  of  general  practition- 
ers, and  request  their  cooperation  in 
exposing  medical  students  to  general 
practice  by  lectures,  preceptor  pro- 
grams, and  clinical  instructors  who 
are  practicing  general  practitioners; 
and 

“B.  Inform  the  constituent  state 
medical  associations  of  the  need  to 
emphasize  general  practice  training 
and  to  ask  these  associations’  mem- 


bers to  encourage  students  to  go  into 
general  practice.” 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Oklahoma  State 
Medical  Association  House  of  Dele- 
gates likewise  take  cognizance  of 
this  problem  and  instruct  our  Board 
of  Trustees  to  utilize  all  facilities  at 
its  command  to  implement  immedi- 
ately the  intent  of  Resolution  68 
passed  by  the  AMA  House  of  Dele- 
gates. 

Resolution  No.  11. 

(APPROVED) 

INTRODUCED  BY:  OSMA  Resolu- 
tions Committee 

SUBJECT:  Federal  Mental  Health 
Legislation 

REFERRED  TO:  Reference  Com- 
mittee IV 

WHEREAS,  the  mental  health  bill 
as  passed  by  the  United  States  Con- 
gress in  1963  opens  the  door  for  com- 
plete socialization  of  medicine,  as 
well  as  the  complete  socialization  of 
our  economy; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Oklahoma  State 
Medical  Association  go  on  record  as 
supporting  the  stand  as  taken  by 
the  Legislative  and  Public  Relations 
Committee,  chairmanned  by  Robert 
C.  Long,  M.D.,  at  the  American  Med- 
ical Association  meeting  June  18, 
1963,  which  states  as  follows: 
“Your  reference  committee  unani- 
mously disapproves  of  the  concept 
of  Federal  funds  for  staffing  mental 
health  institutions.  Indeed,  your  com- 
mittee has  serious  misgivings  con- 
cerning the  propriety  of  approving 
the  principle  of  ‘bricks  and  mortar’ 
for  mental  health  centers.  Therefore, 
your  committee  recommends  that 
the  policy  of  the  American  Medical 
Association  with  respect  to  ‘bricks 
and  mortar’  be  reviewed  and  re- 
valuated  by  the  Board  with  recom- 
mendations to  be  reported  to  the 
House  at  its  next  annual  meeting.” 

Resolution  No.  12. 

(APPROVED)  Ruled  same  in  intent 
as  Resolution  No.  28. 
INTRODUCED  BY:  OSMA  Resolu- 
tions Committee 


SUBJECT:  Area-wide  Planning  for 
Hospitals 

REFERRED  TO:  Reference  Com- 
mittee III 

WHEREAS,  the  United  States  Pub- 
lic Health  Service  in  collaboration 
with  the  American  Hospital  Associa- 
tion, has  conducted  a survey  and 
issued  a joint  report  on  “Area-wide 
Planning  for  Hospitals”;  and 

WHEREAS,  this  report,  as  well  as 
burgeoning  literature  on  the  subject, 
presents  the  thesis  that  only  the  big 
voluntary  non-profit  of  government 
hospitals  can  render  complete  or  the 
best  medical  service;  and 

WHEREAS,  these  reports,  referred 
to,  further  advanced  the  seductive 
argument  that  the  building  of  private- 
for-profit  hospitals  may  deprive  a 
community  of  an  “opportunity”  to 
obtain  government  funds  for  a non- 
profit institution;  and 

WHEREAS,  these  reports  encour- 
age compulsory  area-wide  planning 
for  hospitals  and  other  health  fa- 
cilities to  be  implemented  by  legal- 
ized state  agencies;  and 

WHEREAS,  the  President  of  Blue 
Cross,  Mr.  Walter  J.  McNerney,  has 
been  quoted  as  saying  “any  group 
which  builds  without  reference  to 
community  planning  jeopardizes  the 
solvency  of  Blue  Cross”;  and 

WHEREAS,  in  one  area  their  Blue 
Cross  tried  to  deny  claims  from  a 
hospital  which  had  expanded  its  plant 
without  consulting  its  area  planning 
board;  and 

WHEREAS,  federal  money  is  now 
being  used  for  state-wide  surveys  for 
area-wide  planning  for  health  facili- 
ties in  Minnesota,  Kansas  and  Ha- 
waii; and 

WHEREAS,  efforts  are  being  made 
in  various  states  to  establish  com- 
pulsory area-wide  health  facilities 
planning  on  a statutory  basis;  and 

WHEREAS,  S.  855  by  Senator  Hu- 
bert Humphrey,  which  passed  the 
Senate  last  month  without  debate, 
affords  federal  recognition  and  com- 
mendation for  all  such  planning 
boards  and  commissions  and  lays  the 
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ground  work  for  ultimate  complete 
control  by  such  boards; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Oklahoma  State 
Medical  Association,  in  regular 
session  assembled,  this  1st  day  of 
May,  1964,  opposes  compulsory  area- 
wide planning  for  health  facilities  and 
calls  on  the  House  of  Delegates  of 
the  Oklahoma  State  Medical  Associ- 
ation to  express  this  position  to  the 
American  Medical  Association. 

AND  BE  IT  FURTHER  RE- 
SOLVED, that  the  Oklahoma  State 
Medical  Association  be  instructed  to 
alert  the  governing  boards  of  the 
hospitals  of  this  state  to  the  dangers 
inherent  in  such  compulsory  plan- 
ning. 

Resolution  No.  13. 

(APPROVED) 

INTRODUCED  BY:  OSMA  Resolu- 
tions Committee 

SUBJECT:  Opposition  to  Amendment 
to  Food,  Drug  and  Cosmetic  Act 
Dealing  With  Proof  of  Efficacy 
REFERRED  TO:  Reference  Com- 
mittee II 

WHEREAS,  the  Kefauver-Harris 
Act  of  1962,  amending  the  Federal 
Food,  Drug  and  Cosmetic  Act,  gives 
the  U.S.  Food  and  Drug  Administra- 
tion for  the  first  time  the  authority 
to  evaluate  the  effectiveness  of  drugs; 
and 

WHEREAS,  only  the  medical  pro- 
fession, after  widespread  usage,  can 
ultimately  determine  the  true  effec- 
tiveness of  a drug;  and 

WHEREAS,  authorizing  a federal 
agency  to  deprive  physicians  of  the 
use  of  drugs  which  they  may  wish  to 
use  in  their  practice  is  an  unwar- 
ranted intrusion  into  the  practice  of 
medicine  and  an  improper  interfer- 
ence with  the  physician’s  responsi- 
bilities, and  prerogatives;  and 

WHEREAS,  the  American  Medical 
Association  strongly  opposed  this 
grant  of  authority  to  a federal  agency 
when  this  legislation  was  pending 
before  Congress;  and 

WHEREAS,  this  act  can  only  op- 
erate to  the  detriment  of  the  prac- 


tice of  medicine  and  the  public 
health;  and 

WHEREAS,  attempts  are  current- 
ly being  made  to  include  similar  con- 
trol mechanisms  for  all  medical  de- 
vices and  implants; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Oklahoma  State 
Medical  Association  encourage  the 
American  Medical  Association  to  at- 
tempt to  have  these  provisions  au- 
thorizing the  determination  of  the 
effectiveness  of  drugs  by  the  Food 
and  Drug  Administration  removed 
from  the  Kefauver-Harris  Amend- 
ment. 

BE  IT  FURTHER  RESOLVED, 
that  every  effort  be  made  to  prevent 
the  enactment  of  similar  federal 
regulatory  legislation  with  regard  to 
devices  and  implants. 

BE  IT  FURTHER  RESOLVED, 
that  all  constituent  and  component 
medical  associations  be  urged  to  join 
in  this  effort  by  soliciting  the  support 
of  their  senators  and  representatives. 

Resolution  No.  14. 

(DISAPPROVED) 

INTRODUCED  BY:  Pittsburgh  Coun- 
ty Medical  Society 
SUBJECT:  Enactment  of  Lien  and 
Family  Responsibility  Laws 
REFERRED  TO:  Reference  Com- 
mittee II 

WHEREAS,  the  Oklahoma  State 
Medical  Association  has  pledged  the 
cooperation  of  its  membership  in 
giving  medical  service  to  the  elderly 
people  of  our  state  who  are  recipients 
of  Old  Age  Assistance  and  Medical 
Assistance  for  the  Aged;  and 

WHEREAS,  the  administrator  of 
these  programs  in  the  State  of  Okla- 
homa finds  the  funds  available  in- 
adequate to  finance  them  without 
making  marked  restrictions  in  the 
payment  of  these  services;  and 

WHEREAS,  the  administrator  of 
these  programs  has  asked  the  Okla- 
homa State  Medical  Association  for 
recommendations  to  aid  him  in  the 
financing  of  these  programs;  and 

WHEREAS,  it  has  been  definitely 
proven  that  in  states  which  have 
property  lien  laws  and  family  re- 


sponsibility laws,  the  financial  load 
for  implementing  these  programs  is 
greatly  reduced; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Oklahoma  State 
Medical  Association  go  on  record  as 
favoring  this  type  of  legislation  in 
Oklahoma. 

BE  IT  FURTHER  RESOLVED, 
that  a vigorous  effort  be  made  to 
get  this  type  of  legislation  introduced 
into  the  next  session  of  Legislature. 

BE  IT  FURTHER  RESOLVED, 
that  a statewide  organization  be  set 
up  in  the  Oklahoma  State  Medical 
Association  for  the  purpose  of  dis- 
semination of  information  and  aiding 
in  the  passage  of  this  legislation. 

Resolution  No.  16. 

(APPROVED)  Ruled  same  in  intent 
as  Resolution  No.  15. 
INTRODUCED  BY:  Canadian  County 
Medical  Society 

SUBJECT:  Amendments  to  Medical 
Practice  Act 

REFERRED  TO:  Reference  Com- 
mittee II 

WHEREAS,  we  ^ave  learned  of  the 
temporary  status  of  the  Oklahoma 
State  Board  of  Medical  Examiners  in 
which  a complete  change  of  the 
board  may  occur  at  the  expiration 
of  the  appointments;  and 

WHEREAS,  such  a change  would 
result  in  a lack  of  experience  in  usual 
Board  of  Medical  Examiners  pro- 
cedures and  policies;  and 

WHEREAS,  such  a change  would 
result  in  inexperienced  although  ear- 
nest operation  of  said  board;  and 

WHEREAS,  this  board  is  the  only 
body  established  by  statute  for  the 
administration  of  the  Medical  Prac- 
tice Act; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  House  of  Dele- 
gates of  the  Oklahoma  State  Med- 
ical Association  endorse  the  changes 
recommended  in  the  Medical  Prac- 
tice Act  as  hereto  appended. 

BE  IT  FURTHER  RESOLVED, 
that  the  Oklahoma  State  Medical  As- 
sociation urges  the  Legislature  of  the 
State  of  Oklahoma  to  amend  the 
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Medical  Practice  Act  as  incorporated 

in  the  Appendix  to  this  resolution. 

* ❖ ❖ ❖ ❖ 

This  resolution,  if  passed,  would 
provide  continuity  of  experience  on 
the  Board  without  altering  in  any 
way  its  powers  as  granted  by  law. 
There  are  a few  minor  changes 
which  would  clarify  terminology  but 
which  do  not  change  practice  or 
policy. 

APPENDIX 

N.B. — The  italicized  words  and 
phrases  encompass  the  suggested 
amendments  to  the  appropriate  sec- 
tions of  the  Medical  Practice  Act. 

59  O.S.  1961,  Section  481  is  hereby 
amended  to  read  as  follows: 

Section  1.  A State  Board  of  Med- 
ical Examiners  is  hereby  established 
in  the  State  of  Oklahoma  to  consist 
of  seven  (7)  members  who  shall  be 
citizens  of  the  United  States  of  Amer- 
ica, graduates  in  medicine  from  Med- 
ical Colleges  recognized  by  Oklahoma 
at  the  time  of  such  graduation,  and 
legal  and  active  practitioners  of  med- 
icine and  surgery  within  the  state 
for  more  than  three  (3)  years  prior 
to  their  appointment  as  members  of 
said  Board.  The  official  name  of 
this  Board  shall  he,  State  Board  of 
Medical  Examiners. 

59  O.S.  1961,  Section  482  is  hereby 
amended  to  read  as  follows: 

Section  2.  Immediately  after  the 
effective  date  of  this  Act,  the  mem- 
bers of  the  State  Board  of  Medical 
Examiners  shall  be  appointed  by  the 
Governor  from  a list  of  not  less  than 
fourteen  (14)  names  submitted  to  the 
Governor  by  the  Oklahoma  State 
Medical  Association;  . . . provided 
that  no  member  shall  be  a stock- 
holder in  or  member  of  the  faculty 
or  Board  of  Trustees  of  any  medical 
college  or  school.  The  Governor  shall 
appoint  one  (1)  member  to  serve  for 
one  (1)  year,  one  (1)  member  to 
serve  two  (2)  years,  one  (1)  member 
to  serve  three  (3)  years,  one  (1) 
member  to  serve  four  (4)  years, 
one  (1)  member  to  serve  five  (5) 
years,  one  (1)  member  to  serve  six 
(6)  years,  one  (1)  member  to  serve 
seven  (1)  years.  Their  successors 


shall  be  appointed  for  a term  of  seven 
(7)  years  and  such  appointment  shall 
be  made  by  the  Governor  within  nine- 
ty (90)  days  after  the  term  of  any 
member  expires  and  shall  be  made 
from  a list  of  three  (3)  names  submit- 
ted to  the  Governor  by  the  Oklahoma 
State  Medical  Association.  Vacancies 
shall  be  filled  by  the  Governor  with- 
in ninety  (90)  days  after  any  vacancy 
occurs  and  the  person  so  appointed 
to  fill  the  vacancy  shall  serve  the 
unexpired  term;  such  appointment 
shall  be  made  from  a list  of  three 
(3)  names  submitted  to  the  Governor 
by  the  Oklahoma  State  Medical  As- 
sociation. 

59  O.S.  1961,  Section  483  is  hereby 
amended  to  read  as  follows: 

Section  3.  The  State  Board  of  Med- 
ical Examiners  shall  be  the  succes- 
sors to  the  present  State  Board  of 
Medical  Examiners  and  shall  as- 
sume all  of  the  duties  and  responsi- 
bilities thereof. 

59  O.S.  1961,  Section  485  is  hereby 
amended  to  read  as  follows: 

Section  5.  The  State  Board  of  Med- 
ical Examiners  shall,  immediately 
after  the  members  shall  have  quali- 
fied as  such,  organize  by  electing  a 
president,  a vice-president  and  a 
secretary-treasurer,  and  thereafter, 
at  the  next  regular  meeting  of  the 
Board,  held  in  the  first  six  months 
of  each  calendar  year,  all  such  of- 
fices shall  become  vacant  and  be 
filled  by  another  election,  except  the 
secretary-treasurer,  who  shall  serve 
at  the  pleasure  of  the  State  Board  of 
Medical  Examiners. 

59  O.S.  1961,  Section  493  is  hereby 
amended  to  read  as  follows: 

The  State  Board  of  Medical  Ex- 
aminers shall  admit  any  applicant 
to  the  regular  examination  for  licen- 
sure to  practice  medicine  and  surgery 
within  the  meaning  of  this  Act,  who 
makes  application  therefore  verified 
by  oath  upon  forms  provided  by  said 
Board,  and  who  shall  accompany  the 
application  with  the  fee  of  twenty- 
five  ($25.00)  dollars;  provided,  that 
an  applicant,  to  be  eligible  for  ex- 
amination, must  present  satisfactory 
evidence  of  identification;  that  he  is 
of  good  moral  character  and  is  not 
addicted  to  habitual  intemperance 


or  the  habitual  use  of  habit-forming 
drugs;  that  he  has  not  been  convicted 
of  a felony  or  a crime  involving  moral 
turpitude;  that  he  has  never  been 
guilty  of  unprofessional  conduct  as 
hereinafter  defined;  that  his  medical 
license  has  never  been  revoked  with- 
in any  other  state  for  cause,  that  he 
is  not  suffering  with  active  pulmonary 
tuberculosis  or  a draining  tubercular 
lesion  or  veneral  disease,  and  that 
he  is  a citizen  of  the  United  States. 

It  is  further  provided  that  the  ap- 
plicant must;  (a)  submit  satisfactory 
evidence  that  he  is  a graduate  of  a 
legally  chartered  medical  college  or 
university,  the  requirements  of  which 
for  graduation  shall  have  been,  at 
the  time  of  such  graduation,  in  no 
particular  less  than  those  prescribed 
by  the  Association  of  American  Med- 
ical Colleges  or  the  Council  on  Med- 
ical Education  and  Hospitals  of  the 
American  Medical  Association  for 
that  particular  year,  or,  (b)  submit 
satisfactory  evidence  that  he  has 
passed  such  examinations  as  the 
Board  may  require  to  determine  his 
educational  qualifications  to  take  the 
regular  examinations  for  licensure 
to  practice  medicine  and  surgery. 

It  is  further  provided  that  the  Board 
of  Medical  Examiners  may,  at  such 
time  as  it  deems  expedient,  require 
all  applicants  for  licensure  a proper- 
ly verified  certificate  that  they  have 
served  a one  (1)  year’s  internship 
in  a general  hospital  which  is  ap- 
proved and  recognized  by  the  said 
Board. 

Resolution  No.  17. 

(APPROVED) 

INTRODUCED  BY:  Alfalfa-Woods 

County  Medical  Society 
SUBJECT:  Practicing  Teaching  Fac- 
ulty 

SUBMITTED  TO:  Reference  Com- 
mittee I 

WHEREAS,  there  is  a drastic  need 
for  more  enlightenment  of  the  med- 
ical students  of  the  University  of 
Oklahoma  for  a closer  union  between 
the  student  and  practicing  physician, 
and  to  acquaint  him  with  the  prac- 
tical aspect  of  medicine; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  more  practicing  phy- 
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sicians  be  placed  on  the  faculty  of 
Oklahoma  University  School  of  Med- 
icine. 

Resolution  No.  18. 

(DISAPPROVED) 

INTRODUCED  BY:  Alfalfa- Woods 

County  Medical  Society 
SUBJECT:  Identity  of  Persons  Who 
Have  Previously  Sued  Physicians 
in  Oklahoma 

REFERRED  TO:  Reference  Com- 
mittee IV 

WHEREAS,  due  to  the  increase  in 
number  of  physicians  of  good  stand- 
ing being  sued  for  professional  lia- 
bility; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  a list  of  names  of  the 
persons  suing  the  physician  be  pub- 
lished, privately,  and  sent  to  all  phy- 
sicians of  good  standing  in  the  state 
of  Oklahoma. 

Resolution  No.  19. 
(APPROVED  AS  AMENDED) 
INTRODUCED  BY:  Joe  L.  Duer, 
M.D. 

SUBJECT:  Board  of  Trustees  Quorum 
REFERRED  TO:  Reference  Com- 
mittee I 

WHEREAS,  the  activities  of  the  as- 
sociation are  assigned  to,  and  carried 
out  by  voluntary  efforts  on  the  part 
of  the  elected  and  appointed  officials 
of  the  association;  and 

WHEREAS,  there  are  many  im- 
portant issues  to  be  considered 
throughout  each  year;  and 

WHEREAS,  quorums  are  often  dif- 
ficult to  be  had,  especially  at  emer- 
gency called  meetings; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  Chapter  IV,  Section 
3.00  of  the  bylaws  shall  be  amended 
by  adding  to  and  after  the  last  sen- 
tence, the  words  “at  which  a majority 
of  the  trustees  shall  constitute  a 
quorum;  but  at  special  and  called 
meetings,  fifteen  (15)  trustees  shall 
constitute  a quorum.” 

Resolution  No.  20. 

(DISAPPROVED) 

INTRODUCED  BY:  OSMA  Resolu- 
tions Committee 

SUBJECT:  Clarification  of  Policies, 
Joint  Commission  on  Accredita- 
tion of  Hospitals 


REFERRED  TO:  Reference  Com- 
mittee III 

WHEREAS,  there  has  been  much 
misinformation  and  loose  interpreta- 
tion concerning  the  requirements 
and  standards  of  the  Joint  Commis- 
sion on  Accreditation  of  Hospitals; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Oklahoma  State 
Medical  Association  obtain  a synopsis 
or  abbreviated  summary  of  said 
rules  and  regulations  to  distribute 
to  each  member  of  the  association. 

Resolution  No.  21. 

(APPROVED) 

INTRODUCED  BY:  OSMA  Resolu- 
tions Committee 

SUBJECT:  Socio-Economic  Educa- 

tion, O.U.  Medical  School 
REFERRED  TO : Reference  Com- 
mittee III 

WHEREAS,  it  continues  to  be  of 
great  importance  that  medical  stu- 
dents be  informed  in  regard  to  the 
socio-economic  and  legal  aspects  of 
medicine;  and 

WHEREAS,  there  exists  many 
practicing  physicians  competent  and 
willing  to  offer  their  services  to  med- 
ical students  for  the  accomplishment 
of  this  purpose; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Oklahoma  Uni- 
versity School  of  Medicine  be  encour- 
aged to  offer  instruction  in  the  socio- 
economic aspects  of  medical  prac- 
tice to  their  students. 

Resolution  No.  22. 

(APPROVED) 

INTRODUCED  BY:  OSMA  Resolu- 
tions Committee 

SUBJECT:  Essentials  of  An  Ap- 

proved Internship 

REFERRED  TO : Reference  Com- 
mittee I 

WHEREAS,  the  Council  on  Medical 
Education  of  the  AMA  is  to  submit 
a revised  “Essentials  of  An  Approved 
Internship”  at  the  Annual  Meeting  in 
June,  1964;  and 

WHEREAS,  many  community  hos- 
pitals which  provide  a good  educa- 
tional program  for  interns,  but  do 
not  have  a necessity  for  an  organized 
out-patient  clinic; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  our  delegates  to  the 


AMA  be  instructed  to  oppose  the  in- 
corporation of  the  requirement  of  an 
organized  out-patient  clinic  as  an 
essential  to  an  approved  internship. 

Resolution  No.  23. 

(APPROVED) 

SUBMITTED  BY:  Oklahoma  Coun- 
ty Medical  Society 

SUBJECT:  Disability  Evaluation  For 
Compensation  Purposes 
REFERRED  TO : Reference  Com- 
mittee III 

WHEREAS,  the  present  method  of 
evaluating  disability  and  making 
disability  compensaion  awards  by 
the  State  Industrial  Commission  is 
unscientific,  unfair,  and  highly  ques- 
tionable, morally;  and 

WHEREAS,  in  the  awarding  of 
claims  there  are  certain  dangers  and 
fallacious  practices;  to-wit: 

1.  The  expedient  policy  of  simply 
“averaging”  conflicting  disability 
estimates  by  a physician  for  the  de- 
fense and  a physician  for  the  plain- 
tiff; thus  not  carrying  out  the  in- 
tent of  compensation  laws. 

2.  Equating  with  equal  weight  the 
testimony  in  disability  evaluations 
between  unorthodox  practitioners  and 
orthodox  specialists  in  various  fields. 

3.  Assuming  that  all  claimants 
disability  should  be  awarded  dis- 
ability on  the  grounds  that  they 
should  be  supported  because  of  fi- 
nancial need  without  regard  for  the 
circumstances  of  causation,  or  med- 
ical knowledge  and  testimony; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Oklahoma  State 
Medical  Association  brings  to  the  at- 
tention of  its  members  the  problems, 
inequities,  and  abuses  in  connection 
with  awards  now  being  made  under 
the  present  system  of  the  State  In- 
dustrial Commission. 

BE  IT  FURTHER  RESOLVED, 
that  the  Oklahoma  State  Medical  As- 
sociation appoint  a study  committee 
to  meet  with  members  of  the  Legis- 
lature, members  of  various  reputable 
insurance  companies,  and  members 
of  the  Oklahoma  Bar  Association  to 
explore  the  abuses  of  the  present 
system  and  correct  them  when  pos- 
sible and  recommend  a better  sys- 
tem in  disability  evaluations  for  com- 
pensation purposes. 
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Resolution  No.  24. 

(DISAPPROVED) 

SUBMITTED  BY:  The  Oklahoma 

County  Medical  Society 
SUBJECT:  Service  Contracts 
REFERRED  TO:  Reference  Com- 
mittee III 

WHEREAS,  the  agreement  by  a 
third  party  to  pay  the  medical  bills 
(as  distinguished  from  hospital  bills; 
of  its  subscribers  in  full,  constitutes 
contracting  to  furnish  medical  serv- 
ices; and 

WHEREAS,  non-physician  parties 
cannot  furnish  medical  services;  and 

WHEREAS,  third  parties  should 
not  be  given  the  power  to  offer  the 
services  of  physicians  to  anyone, 
(this  power  logically  and  ethically 
belonging  only  to  the  individual  phy- 
sician); and 

WHEREAS,  the  service  insurance 
contract  can  lead  to  control  of  phy- 
sicians’ fees  and  services  by  the 
contracting  insurance  company,  (re- 
gardless of  whether  or  not  a board 
of  physicians  is  consulted  on  estab- 
lishment of  fee  schedules);  and 

WHEREAS,  the  establishment  of 
a no-fee-schedule  service  insurance 
plan  is  just  as  vicious  as  such  a plan 
with  a fee  schedule;  and 

WHEREAS,  the  fee  arrangements 
with  patients  should  be  entirely  un- 
der the  control  of  the  patient  and 
his  physician; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Oklahoma  State 
Medical  Association  is  opposed  to 
the  offering  of  service  insurance 
contracts  for  physicians’  fees  to  any 
groups  or  individuals,  and  calls  for 
the  discontinuance  of  such  plans  as 
they  are  now  offered.  (This  is  not 
to  be  interpreted  as  conflicting  with 
present  workmen’s  compensation  in- 
surance coverage.) 

Resolution  No.  25. 

(APPROVED) 

SUBMITTED  BY:  The  Oklahoma 

County  Medical  Society 
SUBJECT:  Legislation  For  Treat- 
ment of  Alcoholic  Patients  By 
State  Hospitals  and  Institutions 
REFERRED  TO:  Reference  Com- 
mittee IV 


WHEREAS,  the  present  legislation 
dealing  with  the  treatment  of  alco- 
holics in  state  institutions  has  proven 
inadequate;  and 

WHEREAS,  legislation  is  desper- 
ately needed  to  correct  this  defect; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Oklahoma  State 
Medical  Association  bring  to  the  at- 
tention of  the  Oklahoma  State  Legis- 
lature the  existence  of  this  problem 
and  strongly  urge  that  they  consider 
this  problem  and  pass  corrective  leg- 
islation, to-wit: 

Action  to  amend  by  deletion  cer- 
tain description  in  the  Mental  Health 
Law  (1953)  amended  1955,  and  sub- 
sequent: O.S.  Title  43-A,  Section  3— 
Sub-section  (C)  to  eliminate  the 
phrase,  lines  6 and  7,  “and  chronic 
alcoholism”  (see  explanation  of  pro- 
posal). 

BE  IT  FURTHER  RESOLVED, 
that  the  report  adopted  by  the  Amer- 
ican Medical  Association  in  Seattle, 
Washington,  November,  1956,  a copy 
of  which  is  attached,  be  approved  by 
the  Oklahoma  State  Medical  Associa- 
tion and  the  conclusions  and  recom- 
mendations therein  contained  be  in- 
cluded in  proposals  presented  to  the 
Oklahoma  State  Legislature  for  study 
and  consideration. 

Explanation  of  Legislative  Proposal: 

Purpose  reflected  in  this  proposed 
action  is  to  take  recognition  of  both 
medical  and  legal  acceptance  by  de- 
finition that  alcoholism  is  properly 
classed  as  a disease,  an  illness,  that 
in  general  it  is  treatable;  that  a prob- 
lem exists  in  the  community,  the 
State  of  Oklahoma;  that  some  means, 
method  and  procedure  be  permitted, 
established,  and  function  instituted 
to  cope  with  such  problem;  that  pres- 
ently established  state  institutions 
may  be  employed,  in  part,  in  such 
efforts  to  cope  with  this  problem 
through  recognized  administrative 
function  of  heads  of  both  the  Depart- 
ment of  Health  and  the  Department 
of  Mental  Health  in  incorporating 
as  a part  of  their  general  programs 
and  procedures  the  treatment  of  pa- 
tients suffering  from  alcoholism 
solely  or  in  part;  that  such  elimina- 
tion of  discrimination  in  basic  defi- 


nition respecting  admission  will  then 
permit  a beginning  at  least  in  coping 
with  this  health  problem  in  the  state, 
and  without  requiring  special  budget- 
ing, appropriation,  facility  or  enact- 
ment therefore  to  do  so. 

AMA  REPORT  OF  REFERENCE 

COMMITTEE  ON  MEDICAL 

EDUCATION  AND  HOSPITALS 

Doctor  William  A.  Hyland,  Chair- 
man, Michigan,  presented  the  follow- 
ing report,  which  was  adopted: 

Report  of  the  Board  of  Trustees 
Dealing  with  Hospitalization  of  Pa- 
tients with  Alcoholism:  Specifically, 
this  section  refers  to  a consideration 
by  the  Council  on  Mental  Health  and 
its  Committee  on  Alcoholism  of  the 
problem  of  the  hospitalization  of  pa- 
tients with  the  diagnosis  of  alcohol- 
ism. Your  committee  urges  the  adop- 
tion of  the  following  statement  of  the 
Council  on  Mental  Health,  which  is 
quoted  from  the  report  of  the  Board 
of  Trustees: 

1.  Alcoholic  symptomatology  and 
complications  which  occur  in  many 
personality  disorders  come  within 
the  scope  of  medical  practice. 

2.  Acute  alcoholic  intoxication  can 
be  and  often  is  a medical  emer- 
gency, as  with  any  other  acute  case, 
the  merits  of  each  individual  case 
should  be  considered  at  the  time  of 
the  emergency. 

3.  The  type  of  alcoholic  patient 
admitted  to  a general  hospital  should 
be  judged  on  his  individual  merits, 
consideration  being  given  to  the  at- 
tending physician’s  opinion,  coopera- 
tion of  the  patient,  and  his  behavior 
at  the  time  of  admission.  The  ad- 
mitting doctors  should  then  examine 
the  patient  and  determine  from  the 
history  and  his  actions  whether  he 
should  be  admitted  or  refused. 

4.  In  order  to  offer  house  officers 
well-rounded  training  in  the  general 
hospital,  there  should  be  adequate 
facilities  available  as  part  of  a hos- 
pital program  for  care  of  alcoholics. 
Since  the  house  officer  in  a hospital 
will  eventually  come  in  contact  with 
this  type  of  patient  in  practice,  his 
training  in  treating  this  illness  should 
come  while  he  is  a resident  officer. 
Hospital  staffs  should  be  urged  to 
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accept  these  patients  for  treatment 
and  cooperate  in  this  program. 

5.  With  improved  means  of  treat- 
ment available  and  the  changed  view- 
point and  attitude  which  places  the 
alcoholic  in  the  category  of  a sick 
individual,  most  of  the  problems 
formerly  encountered  in  the  treat- 
ment of  the  alcoholic  in  a general 
hospital  have  been  greatly  reduced. 
In  any  event,  the  individual  patient 
should  be  evaluated  rather  than  have 
general  objection  on  the  grounds  of 
a diagnosis  of  alcoholism. 

It  is  recognized  that  no  general 
policy  can  be  made  for  all  hospitals. 
Administrators  are  urged  to  give 
careful  consideration  to  the  possi- 
bility of  accepting  such  patients  in 
the  light  of  the  newer  available  meas- 
ures and  the  need  for  providing  fa- 
cilities for  treating  these  patients. 
In  order  to  render  a service  to  the 
community,  provision  should  be  made 
for  such  patients  who  cooperate  and 
who  wish  such  care. 

In  order  to  accomplish  any  degree 
of  success  with  the  problem  of  alco- 
holism, it  is  necessary  that  educa- 
tional programs  be  enlarged,  meth- 
ods of  case  findings  and  follow-up  be 
ascertained,  be  encouraged,  and 
general  education  toward  acceptance 
of  these  sick  people  be  emphasized. 
The  hospital  and  its  administration 
occupy  a unique  position  in  the  com- 
munity which  allows  them  great  op- 
portunities to  contribute  to  the  ac- 
complishment of  this  purpose.  It  is 
urged  that  general  hospitals  and  their 
administrators  and  staffs  give 
thought  to  meeting  this  responsibil- 
ity. 

Your  reference  committee  recom- 
mends that  this  action  be  brought  to 
the  attention  of  the  Council  on  Med- 
ical Education  and  Hospitals  from 
the  standpoint  of  implementing  edu- 
cational approaches  to  the  problem 
of  alcoholism  and  that  it  also  be 
referred  to  the  Joint  Commission  on 
Accreditation  of  Hospitals  and  to 
the  American  Hospital  Association  in 
an  effort  to  obtain  more  interest  on 
the  part  of  hospital  administrators 
and  their  staff  toward  meeting  this 
ever-increasing  responsibility. 


Resolution  No.  26. 

(NO  ACTION  TAKEN) 
SUBMITTED  BY:  The  Oklahoma 

County  Medical  Society 
SUBJECT:  Support  of  Medically-Ap- 
proved Family  Planning  Services 
in  Oklahoma 

REFERRED  TO:  Reference  Com- 
mittee IV 

WHEREAS,  the  members  of  the 
medical  profession  and  increasingly 
greater  numbers  of  the  general  pub- 
lic now  recognize  the  seriousness  of 
the  problem  of  the  population  ex- 
plosion at  home  and  abroad;  and 

WHEREAS,  the  unlimited  increase 
of  population  will  certainly  lower  the 
living  standards  of  all  unless  medi- 
cally-approved family  planning  meth- 
ods are  made  available  to  low  in- 
come parents  who  now  have  and 
continue  to  have  more  children  than 
they  desire;  and 

WHEREAS,  the  gap  between  chil- 
dren wanted  and  children  bom  can 
only  be  closed  by  charitable  institu- 
tions and  by  public  health  and  wel- 
fare agencies  making  effective  fam- 
ily planning  techniques  available  to 
low  income  Americans  and  Okla- 
homans; and 

WHEREAS,  the  Planned  Parent- 
hood Association  chapters  in  Okla- 
homa are  recognized  charitable  in- 
stitutions devoted  to  operating  clin- 
ics under  medical  supervision  and 
making  family  planning  techniques 
available  to  low  income  families  by 
offering  a free  choice  of  techniques, 
one  or  more  of  which  is  acceptable 
to  all  faiths;  and 

WHEREAS,  with  the  support  of  lo- 
cal physicians  and  county  medical 
societies  it  will  be  possible  to  en- 
courage the  inclusion  of  family  plan- 
ning services  in  the  County  Welfare 
Clinics  and  other  charitable  medical 
facilities  in  the  cities  and  towns  of 
the  State  of  Oklahoma; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Oklahoma  State 
Medical  Association  supports  the  ob- 
jective of  making  medically-approved 
family  planning  methods  available  to 
low  income  families  in  the  State  of 
Oklahoma  by  urging  its  individual 
members  and  the  county  medical 
societies  in  this  state  to: 


(1)  Support  the  Planned  Parent- 
hood Association  in  the  cities  and 
towns  of  Oklahoma  where  it  has  clin- 
ics and  is  seeking  to  extend  its  serv- 
ices; 

(2)  Encourage  the  inclusion  of 
family  planning  services  by  offering 
a free  choice  of  techniques,  one  or 
more  of  which  is  acceptable  to  all 
religious  faiths  in  the  County  Wel- 
fare Clinics  and  other  charitable 
medical  facilities  throughout  the 
State  of  Oklahoma. 

BE  IT  FURTHER  RESOLVED, 
that  notice  of  the  foregoing  resolu- 
tion shall  be  distributed  to  each 
county  medical  society  in  the  State 
of  Oklahoma. 

Resolution  No.  27. 

(DISAPPROVED) 

SUBMITTED  BY:  The  Oklahoma 

County  Medical  Society 
SUBJECT:  Cigarette  Smoking,  A 

Health  Hazard 

REFERRED  TO:  Reference  Com- 
mittee IV 

WHEREAS,  on  the  basis  of  a pro- 
longed study  and  evaluation  of  many 
lines  of  converging  evidence,  the 
Surgeon  General’s  advisory  commit- 
tee made  the  judgment  that:  CIG- 
ARETTE SMOKING  IS  CURRENT- 
LY A HEALTH  HAZARD  OF  SUF- 
FICIENT IMPORTANCE  TO  WAR- 
RANT APPROPRIATE  REMEDIAL 
ACTION;  and 

WHEREAS,  the  Oklahoma  County 
Medical  Society  is  concerned  in  all 
matters  related  to  health; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Oklahoma  State 
Medical  Association  go  on  record  as 
accepting  the  principal  findings  and 
conclusions  of  the  report  of  the  Sur- 
geon General’s  Advisory  Committee 
on  SMOKING  and  HEALTH. 

BE  IT  RURTHER  RESOLVED, 
that  the  Oklahoma  State  Medical  As- 
sociation encourage  and  support  edu- 
cation programs  relative  to  this  cur- 
rent potential  health  hazard. 

Resolut’on  No.  31. 

(APPROVED) 

SUBMITTED  BY : Samuel  R.  Turner, 
M.D.,  Trustee 

SUBJECT:  Memorial  Resolution  to 
Marshall  0.  Hart,  M.D. 
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news 

WHEREAS,  the  Medical  Profession 
and  his  many  friends  have  been 
deeply  saddened  by  the  death  of 
Marshall  0.  Hart,  M.D.,  Tulsa,  on 
April  12,  1964,  and 

WHEREAS,  in  his  lifetime  Doctor 
Hart  assumed  a position  of  leader- 
ship in  the  profession  to  which  he 
was  most  devoted,  serving  at  vari- 
ous times  in  the  following  capacities: 

President,  Oklahoma  State  Board 
of  Medical  Examiners. 

President  and  Trustee,  Tulsa  Coun- 
ty Medical  Society. 

Speaker  of  the  House  of  Delegates, 
Oklahoma  State  Medical  Association. 

Delegate  to  the  American  Academy 
of  General  Practice. 

Vice-President  and  Trustee,  Okla- 
homa Chapter  of  the  American 
Academy  of  General  Practice. 

President,  Trustee  and  Founding 
Member,  Tulsa  Academy  of  General 
Practice. 

Deputy  Chief  Examiner,  Oklahoma 
State  Medical  Examiner  System;  and 

WHEREAS,  as  Speaker  of  the 
House  of  Delegates  of  the  Oklahoma 
State  Medical  Association,  Doctor 
Hart  effected  important  and  pro- 
gressive procedural  changes  which 
have  improved  the  efficiency  of  the 
body;  and 

WHEREAS,  Doctor  Hart  was  a 
tireless  civic  worker  in  his  commun- 
ity and  state, 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  this  memorial  resolu- 
tion express  the  appreciation  of  his 
fellow  physicians  and  the  Oklahoma 
State  Medical  Association  for  the 
contributions  of  Marshall  0.  Hart, 
M.D.,  to  medicine  and  the  commun- 
ity; and 

BE  IT  FURTHER  RESOLVED, 


that  the  profound  sympathy  of  the 
House  of  Delegates  at  Doctor  Hart’s 
passing  be  expressed  to  his  family. 

Copy  of  this  resolution  to  Doctor 
Hart’s  family. 

Resolution  No.  32. 

(APPROVED) 

INTRODUCED  BY:  OSMA  Board  of 
Trustees 

SUBJECT:  Congressional  Correction 
of  Discriminatory  Practice 
Against  the  Self-Employed 
REFERRED  TO:  Reference  Com- 
mittee II 

WHEREAS,  professional  people 
who  have  practiced  their  profession 
as  partners  or  as  sole  proprietors 
have  been  discriminated  against  in 
respect  to  matters  pertaining  to  their 
retirement;  and 

WHEREAS,  in  order  to  avoid  such 
discrimination  professional  persons 
have,  under  appropriate  state  laws, 
formed  professional  corporations 
where  the  stock  ownership  and  the 
management  of  such  corporations 
was  confined  to  persons  having  a 
license  to  practice  such  profession; 
and 

WHEREAS,  the  Internal  Revenue 
Service  is  presently  considering  a 
proposed  amendment  to  the  so-called 
“Kitner  Regulations”  which  would 
seriously  discriminate  against  those 
persons  who  have  adopted  a form  of 
a professional  corporation  to  handle 
the  financial  affairs  of  such  group, 
which  discrimination  in  most  instan- 
ces nullifies  any  effort  of  such  pro- 
fessional people  to  obtain  equal  ad- 
vantages with  others  who  operate  in 
a corporate  form;  and 

WHEREAS,  the  Self-Employed  In- 
dividuals Tax  Retirement  Act  of 
1962  (commonly  known  as  the  Keogh 
Act,  or  H.R.  10)  provides  only  a 
partial  removal  of  such  discrimina- 


tion and  is  limited  as  to  the  amount 
of  benefit;  and 

WHEREAS,  the  discrimination  re- 
ferred to  above  against  professional 
people  is  unfair; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  Oklahoma  State 
Medical  Association  memorializes  the 
Oklahoma  Delegation  in  the  Congress 
of  the  United  States  as  follows: 

1.  That  the  Association  urges 
Congress  to  clarify  the  tax  status  of 
professional  associations  or  corpora- 
tions formed  under  state  law  by  the 
adoption  of  H.R.  9217  and  S.  2403, 
both  of  which  would  amend  Section 
7701  of  the  Internal  Revenue  Code 
of  1954. 

2.  That  the  Association  urges  Con- 
gress to  adopt  H.R.  8771  and  S.  2229, 
having  the  effects  of  amending  the 
Internal  Revenue  Code  of  1954,  per- 
mitting pension  and  profit  sharing 
plans  to  provide  benefits  on  a non- 
discriminatory  basis  for  certain  self- 
employed  individuals  without  limita- 
tions on  the  amount  of  the  contribu- 
tions. 

3.  The  Association  further  urges 
Congress  to  end  the  discrimination 
against  self-employed  individuals  and 
their  retirement  benefits,  placing  all 
taxpayers  on  the  same  basis  and 
without  discrimination. 

4.  That  the  Association  urges 
Congress  and  the  members  of  the 
Oklahoma  Delegation  in  Congress  to 
oppose  the  proposed  amendment  to 
the  Kitner  Regulations  because  they 
are  palpably  unfair  and  arbitrary 
and  have  the  effect  of  changing 
earlier  regulations  in  a way  that 
produces  discriminatory  results.  The 
Association  particularly  urges  the 
Oklahoma  Delegation  in  Congress  to 
actively  support  the  enactment  of 
legislation  which  accomplishes  the 
above  purposes  and  objectives. 


OSMA  1965  ANNUAL  MEETING 
May  14th,  15th  and  16th 
TULSA  ASSEMBLY  CENTER 
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The  State  Convention  in  Oklahoma  City 
May  1st,  2nd  and  3rd  marked  the  end  of  a 
successful  year  in  our  “Aim  for  Excellence 
in  Achievement.”  Never  in  our  organization 
have  we  worked  together  so  well  to  achieve 
so  much.  Our  sphere  of  influence  through 
service  was  widened  and  many  new  friend- 
ships were  made.  Our  president,  Mrs.  Tom 
Sparks,  gave  her  full  amount  of  loyalty  and 
devotion  to  making  “excellence  in  achieve- 
ment” a reality.  The  other  officers  and  com- 
mittee members  gave  untold  hours  of  work 
for  community  service  in  their  joint  effort 
to  build  a better  world.  We  are  all  grateful 
for  the  progress  made  in  1963-64. 

In  announcing  her  theme  for  ’64-’65,  our 
new  president,  Mrs.  J.  F.  York,  made  known 
her  belief  that  we  should  preserve  the  records 
of  our  organization  with  extreme  care  so 
that  those  who  follow  after  us  may  profit 
from  our  experience.  With  this  thought  in 
mind  she  chose  the  extra  task  of  “Preserving 
Our  Medical  Legacy.”  We  in  Oklahoma  are 
proud  to  be  one  of  the  first  medical  auxili- 
aries to  be  organized.  In  1907  a group  of 
Oklahomans  recognized  the  need  for  an  Aux- 
iliary. They  saw  the  value  of  an  organiza- 
tion of  doctors’  wives,  working  together  to 
help  their  husbands  in  the  advancement  of 
medicine  and  public  health.  In  this  crucial 
year  we  are  going  to  make  every  effort  to 
preserve  and  perpetuate  our  great  legacy. 
This  legacy  consists  of  an  inspiration  handed 
down  to  us  by  those  who  organized  that 
first  auxiliary  in  Shawnee  with  Mrs.  W.  C. 
Bradford  as  president.  This  group  inspired 
us  to  cooperate  in  every  way  with  the  medi- 
cal profession.  By  studying  the  early  rec- 
ords of  how  the  small  groups  joined  together 
to  become  a State  Auxiliary  in  1907,  we  can 
gain  still  more  inspiration  to  help  us  carry 
out  their  noble  aims.  In  her  address  to  the 
State  Convention,  Mrs.  York  urged  the  coun- 
ty historians  to  delve  into  the  history  of 
their  group  and  to  record  the  medical  anec- 
dotes and  other  matters  of  historical  interest. 
We  will  gain  understanding  of  the  present 
by  looking  into  the  guides  and  standards  of 


the  past.  We  have  a great  story  to  preserve 
for  the  future,  for  it  is  through  knowledge 
of  past  experiences  that  future  progress  can 
be  made. 

Mrs.  William  H.  Evans,  National  Presi- 
dent-elect, expressed  her  delight  in  our 
theme  of  “Preserving  Our  Medical  Legacy.” 
She  stated  that  it  is  extremely  appropriate 
since  we  have  such  a rich  heritage  of  serv- 
ice to  preserve  here  in  Oklahoma.  Mrs.  Evans 
will  be  installed  as  president  at  the  forty- 
first  annual  convention  of  the  Women’s  Aux- 
iliary to  the  American  Medical  Association 
to  be  held  in  San  Francisco  June  21-25. 

Other  important  dates  in  the  new  year 
will  be  the  National  Fall  Conference  in  Chi- 
cago on  October  4th,  5th,  6th,  7th,  1964,  the 
Fall  Conference  in  Oklahoma  City  October 
15th,  and  the  Oklahoma  Clinical  Society  in 
Oklahoma  City  October  26th-28th.  The 
Southern  Medical  Convention  will  be  in 
Memphis,  Tennessee,  November  12th-16th 
and  the  Mid-Winter  Board  Meeting  will  be 
held  in  Oklahoma  City  January  21st,  1965. 
Doctor’s  Day  will  be  celebrated  March  30th 
and  the  Oklahoma  State  Convention  will  be 
held  in  Tulsa  May  14th,  15th,  16th.  New 
York  City  has  been  chosen  as  the  meeting 
place  of  the  National  AMA  Convention  June 
20th-24th,  1965. 

Working  with  our  president,  Mrs.  York, 
will  be  President-Elect,  Mrs.  Richard  E. 
Witt;  First  Vice-President,  Mrs.  Robert  M. 
Stover;  Second  Vice-President,  Mrs.  James 
B.  Silman;  Recording  Secretary,  Mrs.  Har- 
lan Thomas;  Treasurer,  Mrs.  Earl  Bricker, 
Jr. ; and  Treasurer-Elect,  Mrs.  Cotter  Mur- 
ray. 

Officers  appointed  are : Corresponding 

Secretary,  Mrs.  Virgil  Ray  Forester;  His- 
torian-Archivist, Mrs.  B.  J.  Cordonier;  Par- 
liamentarian, Mrs.  Tom  Sparks ; Editor, 
Mrs.  William  R.  R.  Loney,  Sr. ; Circulation 
Manager,  Mrs.  William  C.  Pratt;  and  Asso- 
ciate Circulation  Manager,  Mrs.  Leonard 
Kishner. 

We  face  the  new  year  with  pride  in  our 
past  and  faith  in  our  future.  □ 
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Tom  C.  Points,  M.D.,  Oklahoma  City,  re- 
ceived a Ph.D.  in  maternal  and  child  care 
from  the  University  of  Oklahoma  on  May 
31st.  He  is  one  of  the  few  physicians  in  the 
nation  to  hold  a doctorate  in  the  subject. 

James  P.  Jobe,  M.D.,  El  Reno,  has  joined  the 
teaching-training  hospital  ship,  S.S.  Hope, 
which  is  now  anchored  at  the  port  city  of 
Guayaquil,  Ecuador.  He  is  one  of  34  phy- 
sicians and  dentists  serving  on  the  ship’s  ro- 
tating team  during  the  months  of  June  and 
July.  The  ship’s  permanent  medical  corps  is 
comprised  of  80  doctors,  nurses  and  para- 
medical personnel. 

Federal  funds  are  now  available  for  the  con- 
struction of  community  mental  health  cen- 
ters, Under  the  “Community  Mental  Health 
Centers  Act  of  1963”  Congress  authorized 
$150  millions  to  provide  up  to  two-thirds  the 
cost  of  such  centers.  Funds  will  be  allocated 
to  states  on  a per  capita  income  and  popula- 
tion basis.  Centers  must  provide  inpatient 
and  outpatient  services,  partial  hospitaliza- 
tion, and  emergency  services  24  hours  a day 
in  one  of  these  three,  together  with  consul- 
tation and  education  services  to  community 
agencies  and  professional  personnel.  Appli- 
cations for  construction  funds  can  be  made 
by  public  or  non-profit  agencies  to  the  state 
agency  designated  by  the  Governor  to  admin- 
ister the  program,  and  will  be  approved  only 
on  the  basis  of  being  a part  of  the  long  range 
mental  health  planning  which  is  now  under- 
way in  all  states. 

The  Oklahoma  Medical  Political  Action  Com- 
mittee has  employed  a full  time  Executive 
Director,  Mr.  Leroy  Bridges,  formerly  as- 
sociated with  the  Oklahoma  Farm  Bureau. 
Offices  have  been  established  at  4400  North 
Lincoln,  Oklahoma  City. 

Benefits  paid  by  the  77  Blue  Shield  plans  in 

the  United  States,  Canada,  and  Jamaica  top- 
ped the  billion  dollar  mark  for  the  first  time 
in  1963.  Blue  Shield  covered  26.41  per  cent 
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of  the  U.S.  population  and  21.07  per  cent  of 
the  Canadian  population  in  1963. 

Malpractice  suits  destined  for  one  out  of  six 
physicians.  As  a result  of  an  AMA  survey 
of  14,000  physicians,  it  has  been  reported 
that  one  out  of  six  doctors,  or  17.8  per  cent, 
have  faced  a professional  liability  claim  or 
lawsuit.  Malpractice  claims  rose  tenfold  dur- 
ing 1930-40  and  another  tenfold  during  the 
following  decade.  Since  1950  there  has  been 
a continued  upward  trend. 

If  you  object  to  Kildare’s  medical  judgment, 

don’t  blame  the  AMA.  The  association  fur- 
nishes medical  advice  for  TV  producers  of 
Kildare,  Casey  and  the  Eleventh  Hour,  but 
it  does  not  control  nor  endorse  the  final 
script.  The  programs  are  more  authentic 
with  AMA  counsel,  but  the  system  is  not 
fully  protected  from  the  imagination  of 
script  writers. 

Ways  and  Means  Committee  continues  its 
study  of  the  Medicare  Bill,  Kerr-Mills  and 
Social  Security  Act.  Final  recommendations 
of  the  committee  are  not  expected  until  July, 
but  informed  Washington  observers  feel  the 
majority  of  committee  members  will  hold 
the  line  against  any  health  care  program 
financed  through  an  increase  in  Social  Se- 
curity taxes.  However,  it  is  also  predictable 
that  O.A.S.I.  pensioners  will  get  a raise  in 
their  monthly  subsistence  checks  and  that 
the  existing  Kerr-Mills  program  for  the 
medically  indigent  will  be  expanded  by  lib- 
eralizing amendments. 


MEETINGS 


June  21-25  American  Medical  Associa- 
tion, San  Francisco 


July  10-11  Rocky  Mountain  Cancer 

Conference,  Denver 

October  13-18  National  Convention,  Amer- 
ican Association  of  Medical 
Assistants,  Sheraton  - Okla- 
homa, Oklahoma  City 

October  15-16  AMA  Conference  on  Aging 
and  Long  Term  Care,  Skir- 
vin  Hotel,  Oklahoma  City 

October  26-27-  Oklahoma  City  Clinical  So- 
and  28  ciety 
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R.D. -Respiratory  Diseases 

Cough 

Cough 

Cough  too  much 
Short  of  breath 
breath 
breath 

You  may  have  R.D. — Respiratory  Dis- 
ease. See  your  doctor.  This  is  the  mes- 
sage ! 

It  seems  that  we  are  constantly  hearing, 
reading  and  seeing  more  and  more  about 
respiratory  diseases  and  the  effects  of  this 
and  that  on  the  health  of  our  respiratory 
system.  It  also  seems  as  if  the  whole  sub- 
ject is  being  greatly  overdone.  This  may 
be.  However,  it  is  well  known  that  today 
the  physicians  of  Oklahoma  are  actually 
seeing  more  and  more  patients  with  res- 
piratory diseases.  At  this  moment,  respir- 
atory diseases  are  the  fourth  cause  of  ill- 
ness and  lead  all  diseases  in  causes  of 
disability. 

For  this  reason,  Oklahoma  is  joining 
in  a nation-wide  educational  effort  toward 
the  understanding  of  respiratory  disease 
through  the  Oklahoma  Tuberculosis  Asso- 
ciation and  its  medical  branch,  the  Okla- 
homa Thoracic  Society.  It  is  hoped  that 
this  message  will  save  and  prolong  useful 
lives.  For  many  years,  the  Oklahoma  Tu- 
berculosis Association  and  its  affiliated  as- 
sociations have  carried  on  an  historic  bat- 
tle for  better  health,  particularly  as  re- 
gards tuberculosis.  In  Oklahoma  new  cas- 
es of  tuberculosis  have  dropped  from  2,200 
in  1945  to  768  in  1963.  But  these  figures 
do  not  tell  the  whole  story.  Unfortunately, 
tuberculosis  remains  a significant  prob- 
lem. In  Oklahoma  a 20  per  cent  increase 
in  new  cases  occurred  last  year.  At  this 
moment,  a quarter  of  a million  Americans 
have  active  tuberculosis;  tens  of  thousands 
don’t  even  know  they  are  sick.  Those  not  be- 
ing treated  and  those  not  receiving  adequate 
treatment  and  supervision  continue  to 
spread  infection.  One-fifth  of  the  population 
or  well  over  30,000,000  people  still  har- 
bor such  infection  and  constitute  a 
great  potential  danger.  Therefore,  this 
is  a provocative  challenge  to  the  medical 
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profession  to  continue  relentlessly  in  the 
fight  against  tuberculosis. 

A further  challenge  is  presented  by  oth- 
er thoracic  diseases  that  kill  hundreds  of 
thousands  of  Americans  yearly  or  produce 
crippling  illness  or  time  lost  from  work. 
These  conditions  include  chronic  bronchi- 
tis, emphysema,  influenza,  pneumonia,  lung 
abscess,  fungus  diseases  and  many  others. 
The  Oklahoma  Tuberculosis  Association  is 
engaged  in  an  expanded  endeavor  to  focus 
attention  on  these  killer  diseases  and  at  the 
same  time,  continue  emphasis  on  tubercu- 
losis. 

To  fight  the  many  faceted  evils  character- 
istic of  respiratory  diseases  successfully 
a multitude  of  weapons  is  required.  Of 
these  weapons,  finding  and  assisting  the 
patient  is  primary;  thus,  the  R.D.  program. 
People  must  learn  to  think  of  their  pul- 
monary problems  and  physicians  should  be 
willing  to  think  about  them  and  deal 
with  them  intelligently. 

This  educational  program  is  a step  forward 
in  the  improvement  of  the  health  of  the 
people  of  Oklahoma.  Therefore,  it  is  ap- 
propriate to  encourage  every  physician  to 
enhance  his  knowledge  of  pulmonary  dis- 
eases in  relation  to  diagnosis  and  treatment. 
The  Oklahoma  Tuberculosis  Association  and 
the  Oklahoma  Thoracic  Society  are  dedicated 
to  disseminate  the  message  of  respiratory 
diseases  and  wish  to  encourage  all  physicians 
in  the  State  to  be  alert  to  the  program  and 
cognizant  of  its  purposes  and  needs. 

Respiratory  diseases  certainly  are  being 
talked  about  a lot  these  days  and  right- 
fully so.  It  behooves  all  of  us  to  be  edu- 
cationally and  emotionally  prepared  to 
deal  with  them,  We,  the  physicians,  must 
be  a potent  factor  (help)  in  this  assault 
on  respiratory  diseases  by  the  Oklahoma 
Tuberculosis  Association.  Edward  R.  Mun- 
nellt  M.D.,  Counselor,  Oklahoma  Thoracic 
Society.  □ 
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editorial 

Increasing  Productivity 

There  IS  a great  difference  in  the  re- 
spective productivity  of  doctors,  given  the 
same  time,  effort  and  knowledge.  The  dif- 
ference between  high  and  low  income  is  in 
direct  proportion  to  the  degree  of  produc- 
tivity, that  is,  the  volume  of  work,  of  which 
a doctor  is  capable. 

His  net  income  is  not  a result  of  his  charg- 
ing high  or  low  fees. 

There  is  reason  to  be  impatient  with  the 
statement  by  government  officials,  labor 
union  men,  and  some  patients,  that  doctors’ 
incomes  are  all  a result  of  supply  and  de- 
mand, and  that  if  there  were  twice  as  many 
doctors  they  wouldn’t  be  making  the  high 
incomes  which  the  public  thinks  they  do. 
This  simply  is  not  so  . . . there  are  still 
many  doctors  who  have  low  incomes  because 
they  are  not  productive  ...  it  is  feast  or 
famine  with  doctors  as  others  . . . there  are 
fewer  in  middle  income  groups  than  in  oth- 
er fields  of  endeavor  . . . greater  numbers 
of  doctors  will  not  change  human  attributes 
causing  some  to  attract  and  care  for  many 
more  patients  than  average. 

Sometimes  doctors  are  afraid  to  step  up 
production  for  fear  they  may  be  accused  of 
“treadmill  medicine”  by  other  doctors  or 
patients  ...  it  is  not  true  that  high  pro- 
ductivity must  be  accompanied  by  poor 
quality. 

Doctor  Jon,  whom  I have  been  privileged 
to  observe  for  the  last  16  years,  is  the  epit- 
ome of  optimum  production,  and  I know 
he  has  the  respect  of  his  colleagues,  his 
patients,  and  most  important,  of  himself. 
He  sees  twice  as  many  patients  as  other 
busy  doctors  and  still  has  time  for  medical 
meetings  and  evenings  with  his  family. 

The  key  to  Doctor  Jon’s  success  is  prac- 
tice management,  through  the  use  of  his 
executive  ability  and  the  proper  applica- 
tion of  his  most  valuable  asset  — time. 

Time  cannot  be  stored  away  like  money, 
to  draw  later  when  needed,  but  it  can  be 
stretched,  by  doing  as  Doctor  Jon  has  done, 
in  delegating  all  responsibilities  possible  to 

Presented  by  Mr.  Clayton  L.  Scroggins,  of  the  Clayton  L. 
Scroggins  Associates,  Cincinnati,  Ohio,  professional  manage- 
ment firm  at  the  58th  Annual  Meeting  of  the  Oklahoma  State 
Medical  Association,  May  3rd,  1964. 
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capable  and  adequate  personnel  . . . apply 
your  time  exclusively  to  medicine  for  which 
you  were  trained. 

The  girls  in  a doctor’s  office  must  have 
innate  intelligence,  proper  motivation,  ad- 
justment and  character  ...  all  the  training 
in  the  world  will  not  change  the  person  who 
is  mentally  or  temperamentally  unfit  to 
work  in  a doctor’s  office.  A doctor  may 
have  limitations  of  personality  and  manner 
which  can  be  overcome  by  proper  personnel, 
or  can  be  greatly  emphasized  to  his  detri- 
ment by  poor  personnel. 

He  needs  girls  who  have  a fervent  desire 
to  work  in  a doctor’s  office  despite  the 
longer  hours,  no  lunches,  harder  physical 
work  than  in  many  industries,  and  he 
should  pay  them  well  when  he  finds  them 
willing  and  intelligent. 

A doctor  needs  to  have  a girl  at  his  elbow, 
anticipating  his  every  move,  have  enough 
personnel  in  the  various  functions  of  re- 
ceptionist, bookkeeping  and  phone  answer- 
ing so  that  each  girl  can  stay  at  her  post 
...  be  over-staffed  rather  than  under-staff- 
ed, for  there  is  nothing  more  ephemeral  and 
uncertain  than  the  working  life  of  the  aver- 
age female  employee. 

The  influence  your  personnel  has  on  you 
so  that  you  can  realize  your  optimum  pro- 
ductivity, remembering  that  if  you  do  not 
function  there  is  no  production,  is  so  im- 
portant it  would  be  better  to  pay  some 
people  not  to  work  for  you.  I’m  serious  in 
this  statement.  Many  times  we  have  sug- 
gested that  a client  pension  a well-meaning 
but  well-nigh  senile  bookkeeper. 

While  proper  facilities  are  important,  if 
it  is  necessary  to  make  a choice  between 
good  personnel  or  good  facilities,  the  an- 
swer is  good  personnel,  since  they  can  im- 
provise with  poor  facilities  ...  of  course, 
you  will  realize  their  ultimate  value  if  they 
have  proper  space,  equipment  and  office  at- 
mosphere ...  a girl  who  is  good  at  arith- 
metic can  add  a page  of  figures  in  her  head, 
but  it  will  save  a lot  of  time  if  she  has  an 
adding  machine  and  even  more  if  she  can 
put  the  adding  machine  on  a desk  instead 
of  holding  it  in  her  lap,  especially  if  she  is 
pregnant. 

A doctor  must  have  his  office  methods 
and  routines  carefully  set  forth  so  that 
practically  all  business  administration  can 
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be  carried  out  by  his  personnel,  such  as 
accumulation  of  services  rendered,  applica- 
tion of  fees,  the  extension  of  credit,  the 
collection  of  accounts,  and  explanations  to 
patients  ...  to  mention  only  a few. 

A hint  as  to  the  future  of  increased  pro- 
ductivity through  data  processing  or  com- 
puters might  be  judged  from  the  physical 
examinations  of  an  astronaut  conducted 
while  he  was  traveling  away  from  his  team 
of  doctors  at  a rate  of  17,500  miles  per 
hour.  Such  complete  examination  required 
only  six  minutes  because  of  the  advanced 
planning,  and  the  use  of  equipment  . . . 
think  how  much  more  a doctor  can  do  with 
a patient  standing  still  in  front  of  him. 

The  capacity  of  the  computers  didn’t  dis- 
pense with  the  human  element,  however 
. . . there  were  altogether  258  physicians 
involved  in  the  project  . . . one-third  worked 
on  the  problem  in  advance  of  the  flight, 
one-third  were  distributed  at  tracking  sta- 
tions throughout  the  world,  and  one-third 
functioned  in  the  examination  post  after 
the  flight  had  been  completed. 

Many  doctors  want  us  to  tell  them  how 
to  increase  productivity  through  office 
methods  and  procedures,  but  often  the 
problem  lies  in  the  doctor  himself,  in  his 
lack  of  organizing  the  time  he  spends  with 
the  patients  ...  he  must  learn  to  be  more 
decisive  and  brief  but  nonetheless  kind  and 
understanding. 

Productivity  is.  greatly  enhanced  when 
the  time  of  the  doctor  is  applied  to  his 
strongest  talents. 

A doctor  should  not  force  himself  to  per- 
form any  aspect  of  his  practice  if  he  is  not 
adept  at  it  and  if  he  can  restrict  his  efforts 
to  those  aspects  of  which  he  is  particularly 
capable  and  from  which  he  gets  greater 
satisfaction ; such  as  an  ophthalmologist 
performing  refractions  but  not  surgery;  or 
an  orthopedist  excluding  surgery  of  the 
neck  and  back ; or  an  internist  avoiding 
gastroenterology. 

When  the  doctor  in  general  practice  finds 
that  he  is  still  overburdened  after  he  has 
excluded  obstetrics,  and  that  he  is  not  as 
productive  as  his  potential  would  indicate, 
we  may  suggest  he  drop  pediatrics. 

What  are  the  pros  and  cons  of  branch 
office  operations?  There  are  no  pros  . . . 


we  counsel  our  clients  to  refrain  from 
branch  offices.  You  cannot  be  in  two  places 
at  once  and  it’s  hard  to  keep  two  fires 
burning  at  distant  points. 

What  is  better  use  of  professional  time 
outside  the  office? 

You  know,  of  course,  that  you  must  edu- 
cate your  patients  against  unnecessary 
house  calls  and  that  you  must  restrict  your 
activities  to  a few,  or  one,  hospital  if  pos- 
sible. 

Plan  your  entrances  and  exits  from  the 
hospitals  to  avoid  interruptions  from  pa- 
tients’ families,  hospital  personnel  and  oth- 
er doctors  . . . upon  entering  the  corridor  of 
a hospital  it  is  best  to  walk  to  the  far  end 
of  the  corridor  and  see  your  patients  on 
both  sides  as  you  make  your  way  to  the 
exit,  rather  than  going  up  one  side  and 
working  your  way  back  down  the  other. 

The  first  way  prevents  patients  from  in- 
terrupting you  with  things  they  think  about 
after  you  have  left  their  rooms  when  they 
see  you  a second  time  or  hear  you  on  the 
other  side  of  the  hall. 

A successful  doctor  becomes  vulnerable 
for  a lot  of  organizational  work  and  election 
to  offices  in  various  medical  societies.  If 
you  should  be  elected  president  of  your 
county  medical  society  or  some  other  or- 
ganization, it  will  be  all  the  more  necessary 
that  you  realize  maximum  productivity 
through  proper  management  so  you  don’t 
experience  a year  of  economic  anemia 
which  we  find  is  a quite  common  ailment 
among  organizational  men.  Fame  has  its 
price. 

Ask  yourself  if  the  satisfaction  and 
pleasure  you  receive  from  the  organization- 
al work,  whether  it  be  professional,  civic  or 
church,  exceeds  the  strain  on  your  energy 
and  time  . . . perform  only  those  roles  that 
are  easily  within  your  abilities  and  avoid 
any  activities  that  create  conflict  and  frus- 
tration. 

Regardless  of  the  way  in  which  you 
practice,  alone  or  with  others  — regardless 
of  whether  your  particular  problem  is  too 
great  a volume  or  not  enough  — I repeat  — 
with  proper  practice  management,  you  can 
increase  your  productivity  without  sacri- 
ficing your  primary  objective  of  rendering 
the  finest  medical  care. — Clayton  L.  Scrog- 
gins. □ 
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What  visionaries  could  have  predicted  the  steady  growth,  pres- 
sures, and  resultant  financial  problems  of  the  Department  of  Public 
Welfare’s  medical  care  program  when  it  all  began  in  1957?  Apparently 
some  members  of  the  OSMA  Council  and  House  of  Delegates  did, 
because  a review  of  the  proceedings  of  meetings  held  during  the  sum- 
mer of  1957  reveals  opposition  by  the  Council  and  an  off-again-on- 
again  attitude  of  the  Delegates. 

However,  after  the  smoke  cleared  away,  the  Delegates  had  of- 
fered the  assistance  and  cooperation  of  the  association  in  the  imple- 
mentation of  Public  Law  880,  which  made  federal  funds  available  to 
states  establishing  health  care  programs  for  public  assistance  recipients.  Guiding  prin- 
ciples were  set  up  for  an  inpatient  “life-in-danger”  program  limited  to  seven  days  per 
admission.  Free  choice  of  physician  was  prescribed  and  payments  to  physicians  were 
to  be  on  an  indemnity  basis. 

It  was  specifically  provided  in  the  “principles”  that  no  written  contract  would  be 
signed  with  the  Department  of  Public  Welfare.  Further,  it  was  said  that  surgeon’s  pay- 
ments would  be  at  the  rate  of  seventy-five  per  cent  of  the  Dependents  Medical  Care 
(military)  surgical  schedule  and  that  $5.00  a day  would  be  paid  for  inpatient  medical 
care  for  a period  of  ten  days. 

Since  these  modest  beginnings,  benefits  to  recipients  have  been  liberalized  on  a 
number  of  occasions,  new  federal  laws  have  been  passed  and  implemented,  the  indem- 
nity concept  has  been  changed  to  the  service  principle,  utilization  and  costs  have  sky- 
rocketed, and  physician’s  fee  schedules  have  been  reduced.  This  unhappy  state  of 
affairs  has  recently  prompted  strong  reactions  from  the  profession  and  there  is  be- 
lieved to  be  a general  recognition  that  the  program  is  in  bad  need  of  repair. 

Obtaining  additional  financing  will  solve  the  payment  problem  in  the  short  run, 
but  we  will  still  have  utilization  problems  and  thought  must  be  given  to  curing  the 
cause  rather  than  subsidizing  the  symptom. 

Health  insurance  companies  have  long  recognized  that  utilization  can  only  be  con- 
trolled through  placing  some  financial  responsibility  on  the  beneficiary,  such  as  a mod- 
est deductible  on  the  hospital  or  doctor  bill.  An  annual  ceiling  on  the  number  of  hospital 
days  to  which  eligible  would  also  serve  as  a deterrant  to  over-use  and  abuse. 

Something  along  these  lines  is  badly  needed,  and  the  doctor,  hospital  administra- 
tors and  public  welfare  officials  should  seek  the  advice  of  professional  health  insur- 
ance experts  to  get  to  the  root  of  the  utilization  problem  and  take  corrective  action. 

In  doing  so,  the  profession  must  take  its  rightful  share  of  responsibility  for  the 
utilization  dilemma.  Doctors  admit  and  discharge  the  patients,  albeit  with  a good  deal 
of  assistance  from  family,  friends,  hospitals,  politicians  and  county  welfare  workers. 

Until  such  pressure  can  be  averted  by  providing  the  beneficiaries  with  incentive 
to  conserve  hospitalization,  practicing  physicians  had  better  learn  to  say  no — to  pro- 
vide the  care  the  patient  needs  and  not  necessarily  wjiat  he  or  someone  else  wants. 
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Lymphangiography:  Useful  Adjunct  in 


Evaluating  Testicular  Tumors 


JAMES  R.  GEYER,  M.D. 

Lymphangiography  may  demonstrate 
para-aortic  lymph  node  metastasis 
that  is  not  apparent  on  physical 
examination  or  on  excretory  urograms. 

Lymphangiography  is  the  most 

sensitive  radiologic  technique  for  detecting 
early  metastasis  from  testicular  tumors.  Ex- 
cept for  the  rare  choriocarcinoma,  metas- 
tasis from  these  tumors  occurs  primarily 
through  the  lymphatics  and  is  apt  to  appear 
first  in  the  para-aortic  nodes  near  the  renal 
vascular  pedicle.  It  is  from  this  area  that 
the  testis  devolops  embryologically  and  de- 
rives its  principal  blood  supply  and  lym- 
phatics. Next  retrograde  or  collateral 
metastasis  may  seed  the  iliac  nodes  while 
dissemination  of  tumor  may  occur  through 
the  thoracic  duct  to  the  venous  circulation. 
A testicular  tumor  may  also  spread  directly 
to  the  iliac  nodes  if  it  has  invaded  the  epi- 
didymis, and  to  the  inguinal  nodes  if  it  has 
invaded  the  scrotum.  These  primary  and 
secondary  sites  of  lymph  drainage  are  read- 
ily opacified  on  roentgenograms  by  injecting 
contrast  medium  directly  into  a lymphatic 
in  the  foot. 

Evidence  of  lymph  node  enlargement  may 
be  obtained  with  other  procedures.  Before 

From  the  Department  of  Urology,  Oklahoma  City  Clinic, 
Oklahoma  City. 

Journal  / July  1964  / Volume  57 


the  ureter  is  found  to  be  displaced  or  ob- 
structed on  an  intravenous  or  retrograde 
pyelogram,  however,  it  is  relatively  late  in 
the  course  of  the  disease.  Inferior  vena 
cavography  furnishes  no  information  con- 
cerning the  chain  of  nodes  on  the  left  side 
of  the  aorta.  Neither  carbon  dioxide  insuf- 
flation nor  arteriography  are  worthwhile  in 
this  particular  problem. 

Technique  for  lymphangiography . The 
technique  is  simple  and  has  not  been 
changed  significantly  since  it  was  described 
originally  by  Kinmonth,  Taylor  and  Harp- 
er in  1955.4  Local  anesthesia  and  the  instru- 
ments that  are  available  on  the  standard 
venous  cannulation  tray  are  used.  How- 
ever, cannulating  a lymphatic  is  tedious,  and 
the  injection  of  contrast  medium  must  be 
done  slowly  so  that  the  procedure  often 
takes  two  hours  or  longer.  Adequate  pre- 
medication helps  to  keep  the  patient  still. 
One  half  milliliter  of  a 1:1  mixture  of  four 
per  cent  Direct  Sky  Blue+  and  one  per  cent 
procaine  is  injected  intradermally  in  the  web 
between  the  first  and  second  toes.  (Other 
satisfactory  vital  dyes  are  0.5  per  cent  Evans 
Blue  Dye#  and  Alphazurine  2 Gf).  Within 
ten  minutes  a vertical  incision  is  made  on 
the  dorsum  of  the  foot  between  the  first  and 
second  metatarsals.  The  blue  dye  can  be 
seen  filling  tiny  lymphatics  just  beneath 
the  skin.  The  most  suitable  one  is  isolated, 
then  distended  by  massaging  the  blue  dye  up- 
ward from  the  web  between  the  toes  while 
a rubber  tourniquet  is  tightened  around  the 
calf.  A number  25  or  number  26  hypodermic 
needle  is  used  to  cannulate  the  vessel  and  is 
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secured  by  catgut  ligatures,  one  of  which  is 
tied  behind  the  tip  of  the  needle  to  prevent 
the  backward  escape  of  contrast  medium.  The 
needle  is  connected  by  polyethylene  tubing 
to  a small  syringe,  and  10  to  15  milliliters  of 
Ethiodol*  is  injected  manually  at  the  rate 
of  1 milliliter  every  five  minutes.  More 
rapid  injection  may  rupture  the  vessel;  or 
if  too  much  Ethiodol  is  injected  it  may  tra- 
verse the  lymphatics,  enter  the  venous  sys- 
tem and  appear  in  the  lungs. 

A roentgenogram  of  the  inguinal  area 
should  be  obtained  with  a portable  machine 
after  a few  milliliters  of  Ethiodol  has  been 
injected  to  be  sure  that  it  is  actually  enter- 
ing the  lymphatics.  Upon  completion  of  the 
procedure  roentgenograms  are  made  of  the 
inguinal  area  and  abdomen  to  show  the  lym- 
phatics. More  films  of  the  abdomen  are  made 
four  hours  later  and  the  next  day  in  order 
to  show  the  nodes.  A roentgenogram  of  the 
chest  is  also  made  to  detect  pulmonary  em- 
bolization of  Ethiodol. 

When  bilateral  lymphangiograms  are 
made,  the  total  amount  of  Ethiodol  should 
not  exceed  25  milliliters.  Actually  we  have 
been  content  with  unilateral  lymphangio- 
grams, because  our  attention  has  been  di- 
rected to  the  side  of  the  testicular  tumor, 
and  because  the  demonstration  of  crossover 
lymphatics  and  contralateral  nodes  has 
helped  in  interpreting  the  films. 

Findings : The  lymph  trunks  are  seen  to 
bifurcate  and  multiply  on  early  roentgeno- 
grams with  a minimal  increase  in  caliber  as 
they  pass  upward  from  the  foot.  The  largest 
vessels  are  approximately  one  millimeter  in 
diameter.  Later  the  ipsilateral  inguinal,  iliac 
and  para-aortic  or  paracaval  lymph  nodes 
are  evident.  Usually  some  contrast  medium 
is  seen  on  the  opposite  side,  beginning  at  the 
level  of  the  upper  part  of  the  sacrum,  al- 
though this  is  subject  to  variation.  With 
blockage  of  the  normal  route  of  drainage 
the  crossover  lymphatics  and  contralateral 
nodes  are  more  prominent  (figure  1). 
Finally  the  lymphatics  enter  the  cisterna 
chyli  which  continues  as  the  thoracic  duct. 
The  lymph  nodes  themselves  are  seen  best 

+Wyeth  Laboratories 
#Warner-Chilcott  Laboratories 
tAllied  Chemical  Company 
*E.  Fougera  and  Company,  Inc. 
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Figure  1.  On  a roentgenogram  made  two  hours  after 
the  injection  of  Ethiodol  into  the  left  foot,  contrast 
medium  is  visible  in  lymphatics  and  inguinal,  iliac  and 
lower  para-aortic  lymph  nodes.  Prominent  crossover 
lymphatics  and  contralateral  nodes  are  indicative  of 
blockage  of  the  normal  route  of  lymph  drainage. 
Figures  2 and  3 are  roentgenograms  of  the  same 
patient. 

on  later  films.  Normally  an  iliac  or  para- 
aortic node  is  globular  or  bean  shaped,  no 
larger  than  1.5  to  2 centimeters  in  its  maxi- 
mum diameter  and  shows  a homogeneous 
reticular  pattern  of  contrast  material.  If 
the  lymph  nodes  are  invaded  by  metastatic 
carcinoma,  they  are  increased  in  size;  par- 
tial replacement  by  tumor  causes  filling  de- 
fects (figure  2),  but  if  invasion  is  exten- 
sive the  contrast  material  may  be  present 
only  at  the  periphery  of  the  node  or  may 
bypass  it  completely  (figure  3).  The  first 
three  figures  are  roentgenograms  of  the 
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Figure  2.  This  intravenous  pyelogram  was  made  two 
clays  after  the  lymphangiogram.  A tube  had  been 
passed  for  pre-operative  intestinal  decompression.  The 
left  kidney  was  non-functioning  because  the  ureter  was 
completely  obstructed  by  tumor.  The  arrow  indicates 
a lymph  node  in  which  the  pattern  of  contrast  medium 
suggests  invasion  by  neoplasm. 

same  patient  and  correlate  the  pre-operative 
and  operative  findings. 

False  negative  or  false  positive  interpre- 
tations of  lymphangiograms  are  possible,  es- 
pecially in  considering  a particular  node.  A 
small  metastasis  may  not  be  obvious,  and  as 
pointed  out  previously,  the  contrast  medium 
may  bypass  a large  one.  In  their  report  on 
lymphangiography  in  breast  cancer,  Kendall 
and  his  colleagues  noted  that  fat  in  the 
hilum  of  a lymph  node  and  inflammatory 
changes  simulate  carcinomatous  deposits.3 
Nevertheless,  lymphangiography  often  gives 
evidence  of  retroperitoneal  metastasis  that 
is  not  apparent  clinically  or  by  other  stud- 
ies. For  example,  the  patient  whose  roent- 
genograms are  shown  in  figures  1,  2 and 
3 had  an  excretory  urogram  which  was  nor- 
mal except  for  slight  outward  deviation  of 
the  left  ureter  just  two  weeks  prior  to  the 
lymphangiogram,  even  though  the  meta- 
static tumor  was  large  enough  to  completely 
obstruct  the  ureter  soon  afterward. 

Complications  of  lymphangiography . The 
most  common  complication  is  discoloration 


resulting  from  the  injection  of  blue  dye, 
which  spreads  over  the  dorsum  of  the  foot; 
a streak  may  even  extend  up  the  leg  to  the 
groin.  Although  most  of  the  color  disap- 
pears in  a few  weeks,  a faint  tinge  may  re- 
main for  several  months.  Fine  pulmonary 
embolization  of  Ethiodol  has  occurred  in  two 
of  our  patients,  one  of  whom  had  blood 
tinged  sputum  for  two  days.  Because  there 
is  a risk  of  wound  infection  and  lymphan- 
gitis, antibiotics  have  been  given  prophylac- 
tically ; none  of  our  patients  has  had  a 
post-operative  infection.  Follow-up  roent- 
genograms have  shown  traces  of  Ethiodol 
in  lymph  nodes  as  long  as  a year.  Histologi- 
cally such  nodes  show  a granulomatous  re- 
action. 

Treatment  of  testicular  tumors.  Initial 
evaluation  of  the  patient  should  include  a 


Figure  3.  A roentgenogram  of  the  surgical  specimen 
shows  the  left  kidney,  ureter,  spermatic  vessels,  para- 
aortic and  iliac  lymph  nodes  which  were  removed  en 
bloc;  also,  a chain  of  nodes  between  the  aorta  and 
vena  cava,  and  pre-sacral  nodes  which  were  re- 
moved separately.  Ethiodol  did  not  enter  the  large 
tumor  mass  around  the  ureter  just  below  the  kidney. 
The  arrow  marks  the  same  node  that  was  pointed  out 
in  Figure  2.  (Patient  was  operated  on  by  Doctors 
D.  D.  Albers  and  E.  R.  Munnell.) 
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Figure  4.  Antero-posterior  and  right  oblique  roentgen- 
ograms of  the  abdomen  show  normal  appearing  lym- 
phatics and  nodes  in  a patient  whose  right  testis 
contained  a small  seminoma.  Irradiation  was  given 
to  the  regional  lymph  nodes,  including  the  contralateral 
para-aortic  nodes. 

roentgenogram  of  the  chest,  excretory  uro- 
gram and  urinary  chorionic  gonadotropin 
titer.  Orchiectomy  is  performer  through  an 
inguinal  incision  so  that  the  spermatic  cord 
can  be  removed  up  to  the  internal  inguinal 
ring.  Further  treatment  depends  on  the 
pathologic  diagnosis.6-9  Irradiation  of  the  re- 
gional lymph  nodes  is  generally  considered 
adequate  for  seminoma.  Only  chemotherapy 
promises  to  be  of  benefit  for  choriocarci- 
noma,5 which  has  an  extremely  poor  prog- 
nosis because  it  metastasizes  early  through 
the  blood  vessels  as  well  as  the  lymphatics 
and  is  quite  resistant  to  irradiation.  Bilat- 
eral retroperitoneal  lymphadenectomy  is  rec- 
ommended for  embryonal  carcinoma,  tera- 
tocarcinoma  and  teratoma.  When  meta- 
stasis is  found  in  the  excised  nodes,  irra- 
diation is  given.  More  distant  metastases 
may  be  amenable  to  local  excision  and  irra- 
diation, or  in  otherwise  hopeless  cases 
chemotherapy  may  afford  palliation. 

Lymphangiography  is  useful  preliminary 
to  either  irradiation  (figure  4)  or  retro- 
peritoneal lymphadenectomy.  A small  meta- 
stasis may  not  be  apparent  even  with  this 
method,  but  the  demonstration  of  positive 
nodes  has  prognostic  value  and  is  an  aid  to 
the  surgeon  and  to  the  radiologist.  Certainly 
lymphangiography  affords  a vivid  demon- 
stration of  the  usual  crossover  of  lymphatics 
to  contralateral  nodes,  thus  emphasizing  the 
necessity  for  treating  both  the  right  and 
the  left  para-aortic  areas. 

Chlorophyll  has  been  added  to  Ethiodol* 
to  stain  the  nodes  so  that  they  can  be  iden- 

*Ethiodol  with  chlorophyll,  E.  Fougera  and  Company,  Inc. 


tified  more  easily  at  operation.  Also,  the 
intralymphatic  injection  of  radioisotopes 
(I131Ethiodol ; Au198;  Y90microspheres)  is 
being  investigated1’7 ; this  might  prevent 
spillage  of  malignant  cells  during  dissection, 
or  if  lymph  tissue  is  left  behind,  it  would 
be  less  likely  to  contain  viable  tumor7.  After 
lymphangiography  has  been  done,  operative 
roentgenograms  help  to  gauge  the  complete- 
ness of  lymph  node  dissection2.  These  re- 
finements should  improve  the  efficiency  of 
surgical  treatment  which,  as  Tavel  and  as- 
sociates have  pointed  out8,  is  especially  diffi- 
cult in  the  region  of  the  renal  vascular 
pedicles,  the  area  of  primary  lymphatic 
drainage  from  the  testis. 


SUMMARY 


1.  Metastasis  from  the  majority  of  testi- 
cular tumors  occurs  primarily  through  the 
lymphatics  and  is  apt  to  appear  first  in  the 
para-aortic  nodes  near  the  renal  vascular 
pedicle. 

2.  Lymphangiography  is  the  most  sensi- 
tive radiologic  procedure  for  detecting  ret- 
roperitoneal lymphatic  metastases  from 
testicular  tumors. 

3.  The  initial  treatment  of  a testicular 
tumor  consists  of  (a)  inguinal  orchiectomy 
and  (b)  depending  upon  the  pathologic  di- 
agnosis, one  of  the  following:  bilateral  re- 
troperitoneal lymphadenectomy,  irradiation 
or  chemotherapy. 

4.  Lymphangiography  helps  to  gauge  the 

completeness  of  lymph  node  dissection  and 
to  plan  irradiation  therapy.  □ 
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Chronic  respiratory  disease  appears  to 
be  a major  chronic  disease  health 
problem  in  Oklahoma.  The  efficiency 
of  screening  tests  to  detect  these 
diseases  is  described. 

SCREENING  OF  large  populations  for 
specific  chronic  diseases  is  an  attempt  to 
rapidly  and  inexpensively  detect  persons 
most  likely  to  have  conditions  which  po- 
tentially could  be  benefited  by  early  medical 
attention  and  those  least  likely  to  have 
such  conditions.  The  usefulness  of  spiro- 
metric  time-volume  measurements  of  pul- 
monary function  was  evaluated  in  two 
county  surveys  conducted  in  southeastern 
Oklahoma  as  a part  of  the  Oklahoma  State 
Department  of  Health  mobile  unit  chronic 
disease  screening  program. 

Population  studies  on  the  incidence  of 
pulmonary  symptoms  and  past  disease  cor- 
related with  pulmonary  function  studies 
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have  served  to  emphasize  for  the  British 
physician  the  importance  of  chronic  bron- 
chitis and  emphysema  as  important  health 
problems  in  his  country.1-6  Only  recently 
have  comparable  studies  been  reported  from 
this  country.7-13  Hopefully,  this  survey  will 
serve  to  alert  Oklahoma  physicians  to  the 
importance  of  chronic  bronchitis  and  em- 
physema as  a major  chronic  disease  health 
problem  in  this  state. 

METHODS 

In  this  study,  the  mobile  chronic  disease 
screening  unit  of  the  Oklahoma  State  De- 
partment of  Health  surveyed  4,922  subjects 
in  southeastern  Oklahoma  between  February 
and  June,  1961.  Subjects  were  volunteers 
with  pre-scheduled  appointments  obtained 
through  civic  organizations  and  the  local 
health  departments  from  McIntosh  and 
Pittsburg  Counties  (total  population  50,000 
persons)  and  appear  to  represent  a reason- 
able cross-section  of  the  adult  population  in 
the  area. 

Information  on  age  and  sex  along  with 
the  height  and  weight  and  the  interpreta- 
tion of  a 70mm  chest  roentgenogram  were 
recorded  on  individual  IBM  cards  for  each 
subject.  A “yes”  or  “no”  answer  was  ob- 
tained by  one  interviewer  for  each  of  the 
following  questions:  1)  history  of  previous 
lung  disease  (asthma,  pneumonia,  tuber- 
culosis, etc.),  and  2)  present  symptoms  of 
(a)  dyspnea  on  exertion  (“Does  shortness 
of  breath  prevent  you  from  climbing  one 
flight  of  stairs  without  stopping?”),  (b) 
chronic  cough,  productive  or  non-productive, 
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and  (c)  wheezing,  intermittent  or  constant. 
In  addition,  cigarette  smoking  habits  in- 
cluding duration  and  amount  were  recorded. 

A spirometer**  was  utilized  to  record 
total  vital  capacity,  one-second  vital  capaci- 
ty, and  an  indirect  maximum  breathing  ca- 
pacity (MBC).  No  corrections  for  varia- 
tions in  temperature  or  barometric  pressure 
were  made.  Each  person  screened  had  one 
or  more  practice  efforts  on  the  spirometer 
until  he  appeared  to  produce  a maxi- 
mum effort  and  the  best  results  were  re- 
corded. 

Regression  equations  for  the  indirect 
maximum  breathing  capacity  (MBC)  were 
computed  for  each  of  the  groups  (male,  fe- 
male ; smoker,  non-smoker ; symptomatic, 
non-symptomatic) . The  standard  error  of 
these  regression  lines  were  also  computed 
in  an  effort  to  detect  significant  differences 

**Godart  Pulmometer,  Instrumentation  Associates,  Inc. 


in  results  among  the  various  groups. 

RESULTS 

Incidence  of  Pulmonary  Symptoms  and 
Signs 

Table  1 lists  the  results  obtained  from 
the  questionnaire  by  sex,  age  group  and 
smoking  habits.  There  was  a marked  in- 
crease in  the  incidence  of  cough  and  wheez- 
ing in  the  smoker  groups.  The  incidence  of 
shortness  of  breath  and  the  previous  history 
of  lung  diseases  were  similar  in  the  smokers 
and  non-smokers  when  the  age  differences 
between  the  two  groups  were  taken  into 
consideration. 

About  60  per  cent  of  all  males  smoked 
cigarettes  whereas  only  20  per  cent  of  the 
females  smoked.  Smoking  rates  decreased  as 
age  increased  in  both  sexes.  Although  the 
overall  incidence  of  symptoms  was  lower 
in  women,  correction  for  smoking  habits 
left  the  incidence  of  symptoms  similar  in  the 
two  sexes. 


Table  1 

Incidence  of  Present  Symptoms— Previous  History  of  Pulmonary  Disease 


Group 

Sex 

Smoking 

Habits 

Total 

^30 

31-40 

AGE  GROUPS 
41-50  51-60 

61-70 

^71 

Total  Number  Studies 

M 

S 

1281 

143 

263 

335 

282 

199 

60 

NS 

960 

52 

108 

174 

216 

241 

169 

F 

S 

510 

33 

119 

198 

120 

33 

7 

NS 

2170 

46 

309 

547 

605 

472 

191 

Cough,  productive,  % 

M 

S 

12.3 

1.4 

7.7 

11.2 

15.7 

22.1 

16.7 

NS 

6.6 

0.0 

1.9 

2.3 

6.0 

10.4 

11.2 

F 

S 

10.8 

6.1 

5.9 

13.8 

13.3 

9.1 

0.0 

NS 

3.5 

0.0 

2.3 

1.5 

3.5 

5.5 

6.9 

Cough,  non-productive,  % 

M 

S 

7.1 

2.1 

3.1 

10.3 

10.4 

6.0 

8.3 

NS 

2.8 

0.0 

1.9 

2.9 

1.4 

2.5 

6.5 

F 

S 

7.3 

9.1 

10.9 

5.6 

5.0 

12.1 

0.0 

NS 

3.0 

2.2 

2.3 

2.4 

2.5 

3.2 

7.4 

Wheezing,  constant,  % 

M 

S 

3.0 

0.0 

0.8 

2.5 

4.3 

6.1 

6.7 

NS 

1.1 

0.0 

0.0 

0.6 

0.5 

1.3 

3.0 

F 

S 

2.0 

0.0 

0.9 

3.6 

1.7 

0.0 

0.0 

NS 

0.6 

0.0 

0.3 

0.6 

0.7 

0.6 

0.5 

Wheezing,  intermittent,  % 

M 

S 

18.8 

1.4 

15.4 

16.9 

25.7 

26.9 

26.7 

NS 

10.8 

0.0 

5.6 

7.6 

11.6 

13.0 

17.2 

F 

S 

18.9 

15.2 

16.1 

17.5 

25.2 

21.9 

0.0 

NS 

5.9 

6.5 

4.2 

4.0 

7.0 

6.2 

9.4 

Shortness  of  breath,  % 

M 

S 

9.3 

0.7 

2.7 

7.2 

13.2 

20.1 

16.7 

NS 

11.3 

0.0 

2.8 

6.4 

9.8 

11.2 

27.1 

F 

S 

9.7 

9.1 

6.0 

8.6 

6.7 

33.3 

42.9 

NS 

14.3 

6.5 

8.4 

9.9 

15.6 

16.7 

27.8 

Previous  history  of  lung  disease,  % 

M 

S 

28.6 

14.0 

20.9 

24.0 

35.8 

1.9 

45.0 

NS 

31.2 

26.9 

19.4 

30.1 

33.7 

3.6 

34.7 

F 

S 

34.1 

18.2 

30.5 

32.8 

40.8 

46.9 

28  6 

NS 

29.1 

26.1 

23.8 

25.3 

32.7 

30.2 

35.3 
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Table  2 


Pulmonary  Function  Data  on  4,922  Subjects  Studied  on  Mobile  Unit  Screening  Program 


Group 

Sex 

Smoking 

Habits 

No- 

%* 

Mean 

Age 

Mean 

MBC 

Per  cent 
Screened 
Positive 

1. 

No  past  history  of  lung  disease  and 

M 

s 

752 

58.7 

42.0 

114.7 

6.8 

asymptomatic  at  present 

NS 

592 

61.8 

49.9 

113.1 

2.1 

F 

s 

260 

50.4 

42.4 

85.8 

4.7 

NS 

1341 

61.8 

48.9 

82.1 

2.5 

2. 

Past  history  of  lung  disease  without 

M 

s 

189 

14.7 

49.9 

104.0 

3.8 

signs  or  symptoms  at  present 

NS 

216 

22.4 

55.0 

105.7 

2.3 

F 

s 

102 

20.0 

47.0 

79.3 

8.8 

NS 

465 

21.4 

53.8 

74.6 

5.8 

3. 

No  past  history  of  lung  disease  but 

M 

s 

177 

13.8 

50.4 

100.1 

8.5 

having  symptoms  now 

NS 

75 

7.8 

61.2 

94.1 

2.7 

F 

s 

83 

16.3 

45.8 

76.7 

14.5 

NS 

216 

10.0 

55.0 

71.3 

7.4 

4. 

Past  history  of  lung  disease  with  signs 

M 

s 

164 

12.8 

54.5 

82.5 

25.6 

or  symptoms 

NS 

77 

8.0 

64.9 

74.9 

22.1 

F 

s 

65 

12.7 

47.8 

71.8 

13.8 

NS 

148 

6.8 

57.5 

65.1 

12.2 

Total 

M 

s 

1282 

— 

48.0 

103.4 

9.5 

NS 

960 

— 

56.9 

100.8 

5.4 

F 

s 

510 

— 

45.8 

79.3 

8.6 

NS 

2170 

— 

53.6 

74.5 

5.9 

TOTAL 

M 

s 

2242 

— 

51.6 

101.8 

6.7 

F 

NS 

2680 

— 

52.1 

75.5 

5.0 

♦Represents  per  cent  of  all  studied  (male  smokers,  male  non-smokers;  female  smokers,  female  non-smokers). 


PULMONARY  FUNCTION  TESTS 

Table  two  shows  the  distribution  of  these 
subjects  in  the  previously  described  groups 
with  mean  age  and  indirect  MBC  for  each 
group.  In  each  group  with  an  adequate 
number  of  subjects,  smokers  tended  to  have 
lower  indirect  MB C’s  than  did  non-smokers. 
Groups  one  and  two  in  both  the  male  and 
female  populations  showed  comparable 
mean  indirect  MBC’s  suggesting  that  a pre- 
vious history  of  lung  disease  alone  was  of 
little  or  no  importance  unless  signs  or  symp- 
toms of  pulmonary  disease  were  also  pres- 
ent. MBC’s  on  subjects  in  Group  four  (symp- 
tomatic and  a past  history  of  lung  disease) 
averaged  10  to  20  per  cent  below  the  asymp- 
tomatic groups.  Group  three  subjects  (symp- 
tomatic but  no  past  history  of  lung  disease) 
had  intermediate  decreases  in  the  indirect 
MBC’s. 

THE  INDIRECT  MBC 
AS  A SCREENING  TEST 

Tabulations  were  made  of  subjects  with 
indirect  MBC’s  at  least  two  standard  devia- 
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tions  below  normal  values  (the  asympto- 
matic non-smoking  male  and  female  groups 
were  taken  as  norms). 

At  this  arbitrary  screening  level  151  (6.7 
per  cent)  of  2,242  males  would  have  been 
considered  referred  for  additional  pulmon- 
ary evaluation.  Seventy-six  of  these  subjects 
(50  per  cent)  had  signs  or  symptoms  of  pul- 
monary disease  (Groups  three  and  four). 
Thus,  19  per  cent  of  the  symptomatic  sub- 
jects and  4.3  per  cent  of  the  asymptomatic 
subjects  (Groups  one  and  two)  would  have 
been  referred.  In  the  female  population  135 
of  2,680  subjects  (5.0  per  cent)  would  have 
been  referred.  Of  these  54  (40  per  cent) 
would  have  come  from  the  symptomatic 
groups  so  that  10.5  per  cent  of  the  sympto- 
matic and  3.7  per  cent  of  the  asymptomatic 
subjects  would  have  been  referred. 

If  only  those  findings  on  the  chest  roent- 
genogram, i.e.}  significant  pulmonary  find- 
ings (fibrosis,  emphysema  or  pleural 
changes)  were  considered  in  evaluation  of 
referral,  the  results  obtained  would  be  as 
follows.  Of  70  male  subjects  showing  signifi- 
cant pulmonary  pathology  on  roentgeno- 
gram, 32  (46  per  cent)  would  have  been  re- 
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AGE  - YEARS 

Figure  1.  Regression  lines  for  the  indirect  MBC’s  of 
four  selected  groups:  All  non-smokers,  all  asympto- 
matic non-smokers,  all  smokers,  and  all  asymptomatic 
smokers. 

f erred.  Of  25  female  subjects,  11  (44  per 
cent)  would  have  been  referred. 

Figure  one  illustrates  the  regression  lines 
for  the  indirect  MBC’s  related  to  age  for  all 
male  smokers  and  non-smokers  and  only 
asymptomatic  male  smokers  and  non-smok- 
ers. No  statistically  significant  difference14 
in  mean  MBC’s  between  the  smoker  and 
non-smoker  subjects  were  apparent  in  either 
the  younger  ages  or  in  the  elderly.  Likewise, 
there  was  no  significant  difference  in  the 
asymptomatic  subjects. 

DISCUSSION 

The  greatly  increased  incidence  of  cough 
and  wheezing  observed  in  smokers  by  others 
also  was  seen,  in  this  survey.2’15-16  No  in- 
crease was  seen,  however,  in  the  incidence 
of  previous  history  of  lung  disease  or  pres- 
ent complaints  of  dyspnea  on  exertion  in 
smokers. 

Time-volume  measurements  of  pulmonary 
function  appear  to  provide  a more  valid 
index  of  pulmonary  function  than  does  the 
vital  capacity  alone.  The  indirect  MBC  was 
chosen  for  use  in  this  study  because  of  its 
simplicity  and  reproducibility. 

Using  the  indirect  MBC  as  a screening 
device,  chronic  bronchitis  and  emphysema 
should  be  the  most  frequently  detected  ab- 
normalities. One  of  the  problems  encount- 
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ered  in  this  study  was  how  to  determine 
whether  or  not  a given  individual  had  pul- 
monary disease,  or  more  specifically  chronic 
bronchitis  and  emphysema.  As  a question- 
naire and  chest  roentgenogram  were  the 
only  independent  means  available  for  mak- 
ing this  decision,  a diagnosis  of  chronic 
bronchitis  (and  emphysema)  was  based  on 
the  presence  of  the  symptoms  of  cough, 
wheezing,  and  dyspnea  and  on  the  chest 
roentgenogram.  These  match  the  criteria 
used  by  others  in  making  the  diagnosis  of 
chronic  bronchitis  and  emphysema.17'18 

Many  of  the  subjects  studied  may  have 
had  clinical  evidence  of  pulmonary  disease 
which  was  not  symptomatic  or  apparent  on 
the  chest  roentgenogram.  This  is  suggested 
by  the  fact  that  mean  values  for  the  indirect 
MBC  for  the  asymptomatic  males  were  20 
per  cent  less  than  those  reported  for  clinical 
normals  in  the  V A- Army  cooperative  studies 
(based  on  the  FEV  i.osec).19  Furthermore, 
many  subjects  with  only  minimal  symptoms 
such  as  “cigarette  cough”  were  included  in 
the  symptomatic  groups  and  undoubtedly 
had  no  significant  pulmonary  disease. 

Although  there  was  a higher  percentage 
of  symptomatic  than  asymptomatic  subjects 
considered  referred,  many  with  significant 
disease,  even  with  significant  pulmonary 
disease  on  chest  roentgenogram  would  not 
fall  below  the  arbitrary  screening  levels 
necessary  for  referral.  It  would  be  necessary 
to  use  screening  levels  for  males  nearly  40 
per  cent  below  the  mean  for  the  asympto- 
matic males  in  our  study  and  nearly  50  per 
cent  below  those  predicted  for  normal  males 
by  the  V A- Army  cooperative  study  in  order 
to  prevent  over-referral. 

The  usefulness  of  the  indirect  MBC  as  a 
primary  screening  device  could  not  be  es- 
tablished in  this  study.  Correlations  of  the 
indirect  MBC’s  with  symptoms  and  signs 
(chest)  of  pulmonary  disease  was  poor.  The 
range  of  normal  is  wide  and  what  may  be 
abnormal  for  one  individual  may  be  normal 
for  another  even  when  height,  weight,  age 
and  smoking  habits  are  taken  into  consider- 
ation. Many  asymptomatic  individuals 
would  have  to  be  referred  in  order  to  detect 
a higher  percentage  of  those  with  pulmon- 
ary signs  and  symptoms.  Although  the  value 
of  the  indirect  MBC  as  a screening  device 
could  not  be  established  in  this  study,  per- 
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haps  if  a more  complete  medical  evaluation 
looking  for  early  pulmonary  disease  had 
been  utilized  in  the  evaluation  of  the  indirect 
MBC,  its  value  would  have  been  more  ap- 
parent. 

SUMMARY 

A survey  of  pulmonary  symptoms  and 
functions,  the  latter  obtained  utilizing  the 
indirect  MBC,  was  conducted  on  4,922  per- 
sons in  rural  southeastern  Oklahoma. 

A significant  increase  in  the  incidence  of 
cough  and  wheezing  and  a decrease  in  the 
indirect  MBC  was  seen  in  smokers. 

Present  definitions  and  diagnostic  criteria 
for  chronic  bronchitis  and  emphysema  are 
based  primarily  on  the  presence  of  symp- 
toms of  productive  cough,  wheezing,  and 
dyspnea  and  on  chest  roentgenographic  ab- 
normalities. Pulmonary  function  testing 
under  field  conditions  did  not  prove  effec- 
tive in  separating  individuals  with  symp- 
toms and  roentgenographic  signs  of  pul- 
monary disease  from  those  without  symp- 
toms and  signs. 
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Mechanisms  of  Hypotension 
and  Hypertension 


FRANCIS  J.  HADDY,  M.D.,  Ph.D. 

Successful  therapy  of  abnormal 
blood  pressure  depends  upon 
an  understanding  of  the 
determinants  of  pressure  and  upon 
knowledge  of  the  determinants 
altered  in  disease. 

Abnormal  blood  pressure  is  a 

sign  of  disease.  Just  as  there  are  many  dis- 
eases that  produce  fever,  so  there  are  many 
diseases  that  produce  hypertension  and 
hypotension.  This  is  because  blood  pressure 
is  determined  by  many  direct  and  indirect 
factors.  Therefore,  there  are  many  ways  in 
which  the  pressure  can  become  abnormal. 

DETERMINANTS  OF  MEAN  ARTERIAL 
BLOOD  PRESSURE 

Figure  one  indicates  the  immediate  and 
remote  determinants  of  mean  arterial  blood 
pressure.  The  mean  pressure  in  the  aorta  is 
immediately  determined  by  the  cardiac  out- 
put and  the  resistance  to  blood  flow  through 
the  peripheral  vascular  beds.  A rise  in  car- 
diac output  will  increase  blood  pressure 
while  a fall  in  cardiac  output  will  decrease 
blood  pressure.  The  cardiac  output  is  in  turn 
determined  by  two  factors,  the  ability  of 
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the  heart  to  pump  blood  and  the  amount  of 
blood  returning  to  the  heart  from  peripheral 
vascular  beds.  Other  things  remaining  con- 
stant, a decrease  in  either  variable  will 
lower  cardiac  output  and  blood  pressure 
while  a rise  in  either  variable  will  raise 
cardiac  output  and  blood  pressure.  The  abil- 
ity of  the  heart  to  pump  blood1  is  altered  by 
nervous,  chemical  and  physical  factors  and 
by  organic  disease.  The  venous  return  is 
altered  by  a change  in  the  absolute  volume 
of  blood  in  the  vascular  system  or  by  redis- 
tribution of  blood  within  the  vascular  sys- 
tem so  as  to  vary  the  amount  available  to 
the  heart  (a  change  in  the  effective  blood 
volume) . Absolute  volume  is  changed  by- 
hemorrhage,  transfusion,  capillary  filtra- 
tion or  capillary  reabsorption.  Effective 
volume  is  changed  by  localized  venous  con- 
striction (for  example,  pooling  in  splanchnic 
viscera  subsequent  to  hepatic  venous  con- 

1.  Stroke  volume  is  inversely  related  to  the  pressure  against 
which  the  heart  pumps  and  directly  related  to  the  myocardial 
strength  and  the  diastolic  ventricular  volume  (initial  fiber 
length).  Diastolic  ventricular  volume  is  directly  related  to 
the  volume  remaining  in  the  ventricle  at  the  end  of  systole, 
the  filling  pressure,  the  diastolic  filling  time,  and  the 
compliance  of  the  ventricular  wall  and  is  inversely  related 
to  the  resistance  to  blood  flow  through  the  atrioventricular 
valve.  Hence,  a detailed  analysis  of  the  determinants  of 
cardiac  output  would  include  a consideration  of  arterial  pres- 
sure, strength,  venous  pressure,  heart  rate,  wall  compliance 
and  valve  resistance  and  the  ways  in  which  these  six  vari- 
ables are  altered  by  nervous,  chemical  and  physical  factors 
and  by  organic  disease.  For  example,  the  maximum  cardiac 
output  observed  in  the  intact  animal  occurs  during  heavy 
muscular  exercise.  The  most  important  cardiac  factors  pro- 
ducing this  increase  in  cardiac  output  appear  to  be  increases 
in  heart  rate  and  myocardial  strength,  both  brought  about 
through  neurohumoral  mechanisms.  The  exercise  is  ap- 
parently accompanied  by  little  if  any  increase  in  diastolic 
ventricular  volume.  On  the  other  hand,  the  rise  in  cardiac 
output  produced  by  overtransfusion  results  largely  from  an 
increase  in  strength  occurring  via  the  Starling  mechanism. 
The  increase  in  venous  return  raises  filling  pressure  w’hich 
in  turn  increases  the  diastolic  ventricular  volume  (initial 
fiber  length)  and,  hence,  strength. 
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striction),  splenic  contraction  or  relaxation, 
generalized  venous  constriction  or  general- 
ized venous  dilation. 

The  other  factor  that  immediately  de- 
termines the  mean  pressure  in  the  aorta  is 
the  resistance  to  blood  flow  through  the 
peripheral  vascular  beds.  A rise  in  resistance 
will  increase  aortic  pressure  while  a fall  in 
peripheral  resistance  will  do  the  reverse. 
The  peripheral  resistance  is  in  turn  deter- 
mined by  two  factors,  the  viscosity  of  the 
blood  flowing  through  the  peripheral  vascu- 
lar beds  and  the  geometry  of  the  blood  ves- 
sels through  which  the  blood  flows.  Thus, 
cardiac  output  and  geometry  remaining 
constant,  an  increase  in  blood  viscosity  will 
raise  blood  pressure  while  a fall  in  blood 
viscosity  will  decrease  blood  pressure.  Vis- 
cosity may  change  in  many  ways  but  the 
most  frequent  mechanism  is  through  alter- 
ation in  the  hematocrit.  The  viscosity  rises 
rapidly  as  hematocrit  is  increased  above  45 
per  cent  but  falls  slowly  as  hematocrit  is 
decreased  below  45  per  cent.  The  geometric 
component  of  resistance  is  determined  by 
vessel  length  and  radius.  Vessel  length  is 
ordinarily  a constant,  except  perhaps  in  the 
lung  during  inspiration  and  expiration,  but 
vessel  radius  is  highly  variable.  A decrease 
in  vessel  radius  will  increase  peripheral  re- 
sistance while  an  increase  in  radius  will  de- 
crease peripheral  resistance.  The  radius  may 
change  through  active  and  passive  mechan- 
isms. An  active  change  in  radius  refers  to 
any  change  resulting  from  an  alteration  in 
the  contractile  state  of  the  smooth  muscle 
in  the  vessel  wall.  The  contractile  state  of 
vascular  smooth  muscle  is  altered  by  1) 
nerves,  mainly  sympathetic,  2)  chemicals 
such  as  epinephrine,  norepinephrine,  acetyl- 
choline, angiotensin,  histamine,  bradykinin, 
serotonin,  pitocin,  vasopressin,  steroids, 
growth  hormone,  parathormone,  thyroid 
hormone,  anions  (pyruvate,  acetate,  citrate, 
fumarate,  malate,  glutarate,  succinate)  and 
cations  (H+,  K+,  Mg++,  Ca++),  and  3)  physi- 
cal agents  such  as  temperature  and 
pressure.  A passive  change  in  radius  refers 
to  any  change  resulting  through  mechan- 
isms other  than  change  in  the  contractile 
state  of  vascular  smooth  muscle.  Thus,  or- 
ganic changes  such  as  atherosclerosis, 
thrombosis,  intimal  hemorrhage  and  vessel 
wall  edema  or  dehydration  cause  a passive 


change  in  vessel  radius.  Furthermore,  the 
radius  may  change  passively  through  an 
alteration  in  the  trans-mural  pressure  (the 
difference  between  intraluminal  and  extra- 
luminal pressure).  Vessels,  particularly 
those  in  the  lung,  are  not  rigid  and,  there- 
fore, respond  to  a rise  in  transmural  pres- 
sure by  enlarging  and  to  a fall  in  trans- 
mural pressure  by  collapsing.  Thus,  for  ex- 
ample, part  of  the  rise  in  peripheral  resis- 
tance in  hemorrhage  results  from  passive 
narrowing  of  blood  vessels  subsequent  to 
fall  in  intraluminal  (and  hence  transmural) 
pressure. 

THE  CONTROLLING  SYSTEM 

The  pressoreceptor  in  the  carotid  sinus 
and  aortic  arch  is  part  of  a system  which  is 
primarily  respsonsible  for  keeping  the  ar- 
terial pressure  at  the  normal  level.  This  is 
necessary  to  assure  a reasonably  constant 
blood  flow  through  the  most  vital  organs 
such  as  brain  and  heart.  The  pressoreceptor 
in  the  carotid  sinus  is  attached  to  the  carotid 
sinus  nerve  which  is  a branch  of  the  gloss- 
opharyngeal nerve.  The  pressoreceptor  in 
the  aortic  arch  is  attached  to  the  aortic  de- 
pressor nerve  which  runs  in  the  vagus. 
These  receptors  are  stimulated  by  a rise  in 
arterial  pressure  and  become  less  stimulated 
by  a fall  in  arterial  pressure.  A consequent 
series  of  events  in  the  medullary  centers  and 
autonomic  nervous  outflow  from  the  centers 
brings  the  blood  pressure  back  to  normal. 
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Thus,  the  pressoreceptor  can  be  thought  of 
as  the  monitor  of  the  blood  pressure. 

A rise  in  blood  pressure  produces  a reflex 
slowing  of  the  heart  by  increasing  the  ac- 
tivity in  the  vagus  nerve.  In  addition,  it  pro- 
duces peripheral  vasodilation  by  decreasing 
the  activity  in  the  sympathetic  vasoconstric- 
tor fibers.  This  vasodilation  involves  both 
arteries  and  veins.  Thus,  the  blood  pressure 
returns  to  normal  both  because  of  a decrease 
in  peripheral  resistance,  caused  by  dilation 
of  arteries,  and  because  of  decrease  in  car- 
diac output,  caused  by  decrease  in  heart  rate 
and  decrease  in  venous  return  subsequent  to 
the  venous  dilation.  This  chain  of  events  is 
called  a depressor  reflex. 

A fall  in  blood  pressure  produces  the  re- 
verse effects  and,  in  addition,  activates  the 
cardiac  sympathetic  nerves.  There  occurs  a 
reflex  speeding  of  the  heart,  due  to  decreased 
activity  in  the  vagus  nerve  and  increased 
activity  in  the  cardiac  sympathetic  nerves. 
The  increased  activity  in  the  cardiac  sympa- 
thetic nerves  also  increases  the  strength  of 
the  cardiac  contraction.  Constriction  of  pe- 
ripheral arteries  and  veins  results  from  in- 
creased activity  in  the  sympathetic  vaso- 
constrictor fibers.  Thus,  the  blood  pressure 
returns  to  normal  both  because  of  an  in- 
crease in  cardiac  output  and  an  increase  in 
peripheral  resistance.  The  rise  in  cardiac 


output  results  from  three  changes,  1)  in- 
creased heart  rate,  2)  increased  strength  of 
contraction,  and  3)  increased  venous  return 
subsequent  to  venous  constriction.  Periph- 
eral resistance  rises  because  of  artery  con- 
striction. This  chain  of  events  is  called  a 
pressor  reflex. 

Essentially  the  same  chain  of  events  is 
initiated  if  the  carotid  sinus  and  aortic  de- 
pressor nerves  are  sectioned.  However,  now 
the  blood  pressure  rises  above  the  normal 
level.  This  is  an  example  of  a true  neuro- 
genic hypertension.  When  these  four  af- 
ferent nerves  are  sectioned,  all  of  the  traffic 
leading  to  the  medullary  centers  is  inter- 
rupted. This  leads  to  a decrease  in  traffic 
down  the  vagus  and  an  increase  in  traffic 
down  the  sympathetic  vasoconstrictor  and 
cardiac  nerves.  The  result  is  increased  rate 
of  contraction,  increased  strength  of  contrac- 
tion, and  venous  constriction,  all  leading  to  a 
rise  in  cardiac  output,  and  artery  constric- 
tion, leading  to  a rise  in  peripheral  resist- 
ance. The  rise  in  cardiac  output  and  increase 
in  peripheral  resistance  raise  the  blood  pres- 
sure level  above  normal.  This  type  of  neuro- 
genic hypertension  is  characterized  by  an 
increased  pulse  rate,  increased  cardiac  out- 
put, increased  extremity  blood  flow,  slightly 
elevated  total  peripheral  resistance,  marked 
blood  pressure  fluctuation,  and  a hyperten- 
sion which  is  exquisitely  responsive  to  adren- 
ergic blockade  or  sympathectomy. 
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Figure  1.  Immediate  and  remote  determinants  of  mean  arterial  blood  pressure. 
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Figure  2.  Mechanisms  of  low  blood  pressure. 


The  monitor  can  be  fooled.  External  com- 
pression of  the  carotid  sinus  is  perceived  by 
the  monitor  as  a rise  in  blood  pressure. 
Therefore,  compression  of  one  or  both 
sinuses  with  the  fingers  will  cause  a fall  in 
blood  pressure  due  to  decrease  in  cardiac 
output  and  peripheral  resistance. 

MECHANISMS  OF  LOW  BLOOD  PRESSURE 

Hypotension  is  most  often  caused  by  a de- 
crease in  the  cardiac  output.  Figure  2 shows 
that  the  fall  in  cardiac  output  may  come 
about  in  three  ways.  Cardiac  output  may 
fall  because  of  malfunction  of  the  pump.  Ex- 
amples of  this  are  myocardial  infarction, 
rupture  of  the  aortic  valve  and  paroxysmal 
ventricular  tachycardia.  Cardiac  output  may 
also  fall  because  sufficient  blood  does  not 
reach  the  heart  from  the  periphery.  This 
may  come  about  in  two  ways.  The  most  com- 
mon cause  is  reduction  of  the  absolute  volume 
of  blood  in  the  vascular  system.  Examples  are 
hemorrhage,  Addison’s  disease,  diabetic  acid- 
osis, diarrhea  and  vomiting.  A less  common 
cause  is  redistribution  of  the  blood  in  the 
vascular  system  in  such  a way  as  to  make 
part  of  it  unavailable  for  return  to  the  heart. 
While  the  absolute  volume  remains  the  same, 
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the  “pooling”  reduces  the  effective  volume. 
This  mechanism  is  the  cause  of  the  low  car- 
diac output  and,  hence,  of  the  hypotension 
seen  following  administration  of  Gram  nega- 
tive endotoxin  to  dogs.  The  “pooling”  seems 
to  result  in  part  from  constriction  of  hapatic 
veins.  It  is  possible  that  a similar  mechan- 
ism operates  in  septicemic  shock  in  man. 

Hypotension  is  also  sometimes  in  part 
related  to  a decrease  in  peripheral  resist- 
ance. Examples  are  a severed  spinal  cord, 
spinal  anesthesia,  vasovagal  syncope,  and 
orthostatic  hypotension  following  surgical 
sympathectomy,  administration  of  antihy- 
pertensive agents  and  diabetic  visceral  neu- 
ropathy. However,  in  these  conditions,  the 
blood  pressure  is  low  also  because  of  a de- 
crease in  cardiac  output.  The  cardiac  out- 
put falls  because  venous  dilation  permits 
“pooling”  of  blood  in  veins  thereby  decreas- 
ing the  venous  return  to  the  heart.  In  vaso- 
vagal syncope,  the  cardiac  output  is  also  low 
because  of  bradycardia. 

As  indicated  under  “The  Controlling  Sys- 
tem,” a fall  in  blood  pressure  immediately 
evokes  compensatory  changes  which  tend  to 
return  the  blood  pressure  to  the  normal  level. 
These  compensatory  changes  are  most  suc- 
cessful when  the  hypotension  is  due  to  a low 
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cardiac  output.  Tachycardia,  increased  force 
of  contraction  and  peripheral  constriction, 
all  induced  reflexly  through  the  pressorecep- 
tor mechanism,  may  return  the  blood  pres- 
sure completely  to  the  normal  level.  These 
changes  account  for  the  rapid  thready  pulse 
and  pale  cold  skin  seen,  for  example,  follow- 
ing hemorrhage  or  myocardial  infarction. 
Of  course,  if  the  degree  of  reduction  in 
venous  return  or  the  heart  damage  is  severe, 
the  mechanism  will  only  partially  compen- 
sate the  blood  pressure.  When  hypotension 
is  due  to  a low  peripheral  resistance,  com- 
pensation more  often  falls  short  of  the  mark. 
This,  of  course,  is  because  the  nervous  path- 
ways used  for  compensation  are  anatomically 
or  functionally  interrupted. 

Since  there  are  different  causes  of  hypo- 
tension, the  therapy  cannot  always  be  the 
same.  The  treatment  for  hypotension  due 
to  a low  absolute  blood  volume  is  to  replace 
the  lost  volume  with  a fluid  appropriate  to 
the  disease.  Thus,  blood  is  given  for  hemor- 
rhagic hypotension  and  saline  is  adminis- 
tered for  the  hypotension  of  Addison’s  dis- 
ease. The  therapy  of  hypotension  due  to  a 
low  peripheral  resistance  is  to  elevate  the 
peripheral  resistance  with  a sympathicomi- 
metic  agent.  The  various  agents  available 
differ  in  their  effectiveness  on  arteries,  veins 
and  heart.  For  example,  levarterenol  pro- 


duces potent  stimulation  of  all  three  while 
angiotensin  produces  potent  stimulation  of 
arteries  and  only  minimal  stimulation  of 
veins  and  heart.  The  appropriate  agent  for 
the  hypotension  due  to  a severed  spinal  cord 
is  one  that  produces  both  artery  and  vein 
constriction.  The  treatment  for  hypotension 
due  to  a low  pumping  ability  of  the  heart 
is  to  restore  pumping  ability.  Thus,  rest  and 
digitalis  might  be  appropriate  therapy  for 
the  hypotension  of  myocardial  infarction. 
An  antiarrhythmic  agent  is  appropriate 
therapy  for  the  hypotension  of  paroxysmal 
ventricular  tachycardia.  When  hypotension 
is  due  to  a low  effective  blood  volume,  an  at- 
tempt is  made  to  bring  about  normal  distri- 
bution of  the  volume.  Successful  treatment 
of  the  infection  might  automatically  accom- 
plish this  in  endotoxin  hypotension. 

MECHANISMS  OF  HIGH  BLOOD  PRESSURE 

Elevated  mean  and  diastolic  pressures  al- 
most always  result  from  an  increase  in  pe- 
ripheral resistance.  While  an  elevated  cardi- 
ac output  by  itself  will  also  raise  blood  pres- 
sure, most  conditions  that  increase  cardiac 
output  also  decrease  peripheral  resistance 
thereby  leaving  mean  pressure  unchanged. 
Examples  are  exercise,  hyperthyroidism  and 
arteriovenous  fistula.  A decrease  in  aortic 
compliance  in  the  absence  of  a change  in 
either  cardiac  output  or  peripheral  resist- 
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Figure  3.  Mechanisms  of  high  blood  pressure. 
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ance  will  raise  systolic  pressure  but  a con- 
comitant fall  in  diastolic  pressure  again 
leaves  the  mean  pressure  unchanged.  An  ex- 
ample is  atherosclerosis  of  the  aorta.  Hence, 
in  the  genuine  hypertensions,  we  must  look 
to  the  peripheral  resistance  (figure  3). 

A high  peripheral  resistance  and,  hence,  a 
high  blood  pressure  can  result  from  an  in- 
crease in  blood  viscosity.  An  example  is  poly- 
cythemia vera  when  the  hematocrit  is  about 
60  per  cent.  Most  hypertensions,  however, 
result  from  a reduction  in  vessel  caliber.  A 
few  of  these  are  initiated  through  passive 
vasoconstriction.  Examples  are  coarctation 
of  the  aorta  and  periarteritis  nodosa.  In 
most  instances,  the  reduction  in  vessel  cal- 
iber results  from  active  constriction  of  the 
smaller  arteries  and  arterioles.  The  active 
constriction  can  occur  through  increased  ac- 
tivity of  the  sympathetic  nervous  system. 
Increased  intracranial  pressure  from  brain 
tumor  or  intracranial  hemorrhage  causes 
anoxia  of  the  medullary  vasomotor  center 
which  in  turn  causes  an  autonomic  discharge 
(Cushing  reflex).  Asphyxia  also  activates 
the  sympathetic  nervous  system  through  di- 
rect actions  of  hypercapnia  and  hypoxia  on 
the  medullary  centers  and  through  indirect 
actions  of  hypercapnia  and  hypoxia  on 
the  medullary  centers  via  the  carotid  bodies. 
Many  chemicals  cause  hypertension  through 
active  peripheral  constriction.  Examples  are 
excess  epinephrine  and  norepinephrine  from 
a pheochromocytoma  and  excess  steroids  in 
Cushing’s  disease  and  primary  aldosteron- 
ism. With  renal  ischemia,  renin  is  liberated 
from  the  kidney  causing  the  formation  of 
angiotensin  in  plasma  and  lymph.  While 
angiotensin  is  a powerful  vasconstrictor,  it 
also  stimulates  the  production  of  steroids. 
Evidence  is  accumulating  to  indicate  that  the 
latter  action  causes  the  hypertension.  Ex- 
cess parathormone,  growth  hormone,  anti- 
diuretic hormone,  vitamin  D,  and  calcium  and 
alkali  also  are  associated  with  active  con- 
striction and  hypertension.  How  these  chem- 
ical agents  cause  active  constriction  is  not 
definitely  known  but  the  mechanism  may 
well  be  related  to  the  electrolytes.  Hypo- 
kalemia, alkalosis,  hypomagnesemia  and 
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hypercalcemia  occur  frequently  in  these  con- 
ditions and  these  blood  electrolyte  abnor- 
malities will  cause  constriction  in  a test 
system. 

The  causes  of  the  active  constriction  in 
essential  hypertension  and  eclampsia  are  not 
definitely  known.  Further  study  may  show 
the  causes  to  be  one  or  more  of  those  men- 
tioned above. 

One  may  inquire  why  the  controlling  sys- 
tem does  not  return  the  blood  pressure  to 
normal  in  the  hypertensive  subject.  It  ap- 
pears that  the  pressoreceptor  mechanism 
operates  normally  but  that  it  is  reset  at  an 
elevated  level,  much  as  one  can  reset  the 
thermostat  of  a heating  unit  in  a home.  Al- 
terations in  blood  pressure  are  corrected  as 
promptly  and  efficiently  as  in  the  normoten- 
sive  individual.  However,  the  correction  is 
carried  out  around  the  hypertensive  level. 
Perhaps  the  pressoreceptors  quickly  adapt 
to  the  elevated  pressure  much  as  touch  re- 
ceptors in  the  skin  adapt  to  a steadily  applied 
pressure. 

Clearly,  since  there  are  many  causes  of 
hypertension,  there  must  be  many  treatments 
for  hypertension.  The  treatment  of  the  hy- 
pertension of  increased  intracranial  pressure 
is  to  lower  the  intracranial  pressure.  When 
the  hypertension  is  due  to  asphyxia,  the 
treatment  is  to  relieve  the  asphyxia.  Re- 
moval of  the  tumor  or  hyperplastic  tissue  is 
specific  therapy  for  the  hypertension  of 
pheochromocytoma,  primary  aldosteronism, 
Cushing’s  disease,  hyperparathyroidism  and 
acromegaly.  The  treatment  of  the  hyperten- 
sion in  vitamin  D intoxication  and  milk- 
alkali  syndrome  is  to  withdraw  the  offend- 
ing agents.  The  treatment  of  the  hyperten- 
sion of  renal  ischemia  is  to  correct  the  ob- 
struction in  the  renal  artery  surgically.  Un- 
til the  causes  of  essential  and  eclamptic  hy- 
pertension are  known,  the  therapy  of  these 
hypertensions  must  continue  to  be  non- 
specific. This  type  of  therapy  is  useful.  It 
lowers  the  pressure  and  thereby  undoubted- 
ly prevents  some  of  the  organic  changes  in 
the  cardiovascular  system.  However,  it  does 
not  cure  the  disease.  □ 
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The  increasing  number  of  case 
reports  and  the  energetic  speculation 
as  to  etiology  has  led  to 
increased  interest  and  more  frequent 
diagnosis  of  this  disease  entity. 

Retroperitoneal  FIBROSIS  was 
first  described  by  J.  K.  Ormond6  in  1948. 
Since  his  description,  numerous  reports  in- 
dicate that  the  condition,  although  still 
idiopathic,  is  now  an  accepted  disease  en- 
tity. 

This  report  describes  the  first  recognized 
case  of  retroperitoneal  fibrosis  at  The  Uni- 
versity of  Oklahoma  Medical  Center. 

Case  Report : G.A.H.,  a 63-year-old  white 
male,  was  admitted  to  the  Veterans  Admin- 
istration Hospital  at  The  University  of  Ok- 
lahoma Medical  Center  July  25th,  1961,  with 
the  chief  complaint  of  left  flank  pain.  One 
month  before  admission  he  had  a brief  epi- 
sode of  pain  in  the  right  flank.  Intravenous 
urograms  shortly  afterwards  revealed  a 
questionable  left  hydronephrosis.  Three  days 
before  admission  to  the  Veterans  Adminis- 
tration Hospital,  he  again  developed  pain 
in  the  right  flank  and  groin  as  well  as  dis- 

Prom  the  Departments  of  Surgery  and  Urology,  University 
of  Oklahoma  Medical  Center,  Oklahoma  City,  Oklahoma. 
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comfort  in  the  left  costovertebral  angle.  He 
had  some  temperature  elevation  associated 
with  occasional  chills. 

Past  History : The  patient  had  diabetes 
mellitus  which  was  well  controlled  by  Ori- 
nase.  He  was  sensitive  to  penicillin.  He  de- 
veloped thrombophlebitis  in  the  left  leg  fol- 
lowing an  injury  while  in  the  Armed  Forces 
and  still  wore  an  elastic  stocking.  He  was 
a moderate  cigarette  smoker  and  drank  al- 
coholic beverages  occasionally. 

Physical  Examination : His  blood  pres- 
sure was  150/86;  the  temperature  98.8°  F. 
The  patient  was  a thin,  well-developed,  well- 
nourished,  white  male.  There  was  tender- 
ness in  the  right  flank  and  right  lower 
quadrant  but  no  muscle  guarding  was  pres- 
ent. He  had  tenderness  in  both  costoverte- 
bral angles,  more  marked  on  the  right.  There 
was  evidence  of  old  thrombophlebitis  in  both 
extremities. 

Laboratory  Data : The  hemoglobin  was 
12.6  gm,  the  hematocrit  38  per  cent.  The 
white  blood  cell  count  was  7,500  with  a nor- 
mal differential.  The  fasting  blood  sugar 
was  90  mgm  per  cent;  the  blood  urea  nitro- 
gen was  16  mgm  per  cent;  serum  calcium 
4.9  mEq/L;  serum  phosphorus  3.3  mEq/L; 
serum  uric  acid  5.6  mgm  per  cent.  A uri- 
nalysis showed  pH  5.0,  Sp.  G.  1.014,  Protein 

— one  plus,  Sugar  — negative,  Microscopic 

— 2 to  4 white  blood  cells  and  20  to  30  red 
blood  cells  per  high  power  field.  Three  urine 
cultures  showed  no  growth  after  72  hours’ 
incubation.  The  electrocardiogram  suggest- 
ed left  ventricular  hypertrophy. 
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Figure  1:  Pre-operative  intravenous  urogram. 


Roentgenogram  of  the  chest  was  within 
normal  limits.  An  intravenous  urogram 
(figure  1)  showed  severe  hydronephrosis 
with  dilation  of  the  left  upper  ureter 
for  5 cm.  below  the  ureteropelvic  junction. 
The  left  ureter  was  not  visualized  below 
this  point.  There  was  good  right  renal  func- 
tion with  slight  ureteral  dilation.  Retrograde 
pyelograms  (figure  2)  also  showed  left 
hydronephrosis  with  two  areas  of  narrow- 
ing in  the  left  upper  ureter,  three  and 
four  cm.  below  the  ureteropelvic  junction. 

Hospital  Course : With  a tentative  diag- 
nosis of  neoplastic  or  inflammatory  disease 
of  the  left  upper  ureter,  surgical  exploration 
of  this  area  was  done  through  a left  flank 
incision.  A hard,  fibrous  tumor  mass  was 
encountered  which  involved  the  lower  pole 
of  the  kidney  and  surrounded  the  upper 
ureter  a distance  of  approximately  four  cm. 

The  involved  ureter  was  dissected  from 
its  bed  and  replaced  in  a bed  of  adjacent 
adipose  tissue.  A four  cm.  incision  was  made 
in  this  portion  of  the  ureter  which  was  not 
closed.  The  ureter  was  splinted  with  a num- 
ber eight  F ureteral  catheter..  The  ureteral 
catheter  was  brought  out  through  the  kid- 
ney and  anchored  to  a nephrostomy  catheter. 

The  post-operative  course  was  marked  by 
frequent  bouts  of  fever.  After  removal  of 
the  ureteral  splint  and  nephrostomy  cathe- 


ters, however,  the  urinary  infection  gradu- 
ally subsided.  An  intravenous  urogram  at 
the  time  of  discharge  revealed  prompt  bi- 
lateral function  with  no  residual  contrast 
medium  on  either  side  after  two  hours.  Af- 
ter dismissal  from  the  Hospital  the  patient 
was  free  of  symptoms,  but  prolonged  ob- 
servation is  planned  in  anticipation  of  fur- 
ther difficulty  probably  on  the  unexplored 
side.  Addendum : figure  3 is  a follow-up 
intravenous  urogram  taken  32  months  after 
surgery.  Note  the  improvement  in  appear- 
ance of  the  left  kidney. 

Pathological  Report : “Connective  tissue 
fibers  with  associated  fibroblasts,  some- 
times showing  whorl  formation.  Minimal 
inflammation  or  sclerosis.” 

Discussion : Idiopathic  retroperitoneal 

(periureteral)  fibrosis  is  described  in  the 
literature  as  a gray-white  mass  of  tissue, 
resembling  an  undifferentiated  tumor  with 
vague  boundaries,  varying  from  two  to  six 
cm.  in  thickness,  with  maximum  prolifera- 
tion usually  over  the  sacral  promontory. 
The  mass  appears  to  envelop  the  retroperi- 
toneal structures,  including  the  great  ves- 
sels, for  a variable  distance  between  the 
kidneys  and  the  brim  of  the  bony  pelvis  but 
rarely  exceeds  these  boundaries.  The  lateral 
extent  of  the  mass  (or  plaque)  usually  sur- 
rounds the  ureters  but  rarely  invades  them 


Figure  2:  Pre-operative  retrograde  pyelogram. 
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Figure  3.  Follow-up  intravenous  urogram  32  months 
post-operative. 


or  any  other  retroperitoneal  structures. 

Arteries  and  nerves  are  relatively  rigid 
while  veins,  if  compressed,  gradually  de- 
velop collaterals.  On  the  other  hand,  ureters 
have  minimal  rigidity  and  no  collateral 
pathways  so  they  are  more  likely  to  become 
obstructed  first  during  the  course  of  the 
disease  process.  This  accounts  for  the  fact 
that  ureteral  obstructive  symptoms  usually 
appear  early  in  the  course  of  the  disease. 

Hutch5  reports  a series  of  23  cases  col- 
lected from  the  literature  and  from  his  own 
practice.  Ormond7  reports  95  cases,  of  which 
64  had  bilateral  ureteral  involvement  with 
no  evidence  of  pre-existing  renal  disease.  In 
the  latter  group  he  reports  ten  deaths  and 
five  autopsy  findings. 

Utilizing  the  data  from  these  two  authors, 
one  is  able  to  arrive  at  a general  outline  of 
the  disease: 

Symptomatology : 

1)  Symptoms  caused  by  plaque  per  se 
A)  Low  back  pain,  with  or  without 

abdominal  pain 

2)  Symptoms  caused  by  obstruction  of 
structures  passing  through  the  plaque 
A)  Ureteral  obstruction 


1.  Anuria,  if  bilateral 

2.  Kidney  pain,  usually  in  one 
flank  only 

3.  Uremia  with  nausea,  vomiting, 
weakness  and  weight  loss 

B)  Obstruction  of  the  internal  sper- 
matic vessels,  with  testicular  pain, 
or  obstruction  of  the  abdominal 
aorta  or  inferior  vena  cava,  with 
edema  in  the  scrotum  and  lower 
extremities,  or,  rarely,  involvement 
of  the  presacral  plexus 
3 Symptoms  caused  by  adhesions  of  intra- 
abdominal organs  to  the  peritoneal 
surface  of  the  plaque 

A)  Intestinal  obstruction 

B)  Obstruction  of  the  common  bile 
duct  with  jaundice 

The  paucity  of  urinary  symptoms  is  sur- 
prising and  symptoms  of  urinary  infection 
are  usually  absent. 

Incidence : 

Age:  Eight  to  70  years,  with  the  mean 
age  of  43.  The  Caucasian  Race  predominates. 
The  sex  ratio  favors  the  male  3:1. 

Physical  Examinations : 

There  is  rarely  evidence  of  peritoneal  in- 
flammation and  the  differential  diagnosis 
from  acute  abdominal  disease  is  readily 
made.  The  clinical  pattern  is  usually  one  of 
chronic  disease.  A mass  is  palpable  over  the 
sacral  promontory  in  a few  cases. 
Laboratory  Studies : 

Temperature  — Usually  normal 
Hemoglobin  — Lower  than  11  gm.  in  two- 
thirds  of  the  cases 
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White  blood  cell  count  — Normal  to 
slightly  elevated 

Blood  urea  nitrogen  and  creatinine  are 
normal  or  elevated,  depending  on  the  disease 
state  and  degree  of  ureteral  obstruction. 

Sedimentation  Rate  — Elevated  up  to 
48-64  mm/hr. 

X-Ray  Data : 

1)  Medial  deviation  of  the  ureter 

2)  Dilatation  of  the  ureter  above  the  area 
of  compression 

3)  Non-visualization  of  the  involved  ure- 
teral segment  on  excretory  urography 
Pathology : 

The  pathology  process  is  one  of  fibrosis, 
with  varying  degrees  of  inflammatory  re- 
action. Most  plaques  have  dense,  fibrous, 
connective  tissue,  with  varying  amounts  of 
fat  and  infiltrating  inflammatory  cells.  His- 
tologic differentiation  of  this  lesion  from 
retroperitoneal  sarcoma  is  difficult. 

In  the  case  reported  here  a definitive,  non- 
malignant  diagnosis  was  reported  only  after 
examination  of  the  tissue  and  consultation 
with  the  Armed  Forces  Institute  of  Path- 
ology, as  well  as  our  area  pathologists. 
Treatment  and  Results : 

The  consensus  of  opinion  is  that  early 
nephrostomy  drainage  is  followed  by  a high- 
er percentage  of  favorable  results.  There 
are  several  methods  of  managing  ureteral 
obstruction  after  freeing  the  ureters  at  the 
time  of  exploratory  surgery: 

1)  Padding  with  adjacent  adipose  tissue, 
thereby  elevating  the  ureter  away 
from  the  plaque 

2)  Intraperitoneal  placement 

3)  Resection  of  the  involved  segment, 
with  end-to-end  anastomosis.  This  is 
rarely  possible. 

4)  Suture  of  the  ureter  to  the  peritoneum 
or  psoas  muscle  in  order  to  remove  it 
from  the  general  area  of  the  plaque 

Other  measures  have  been  attempted  such 
as  irradiation,  steroids,  and  antibiotics.  It 
should  be  noted  that  treatment  is  frequently 
not  successful  due  to: 

1)  Irreversible  renal  or  vascular  dam- 
age 

2)  Progression  of  the  fibrotic  prolifera- 
tion 

3)  Recurrence  of  ureteral  obstruction 
Pathogenesis : 

In  each  of  the  cases  reported  by  Hutch 
and  Ormond,  both  ureters  were  involved  in- 


dicating that  the  fibrotic  proliferation  ex- 
tended laterally  from  the  midline  far 
enough  to  involve  both  ureters.  In  spite  of 
the  fact  that  the  plaques  always  included 
the  ureters,  it  never  extended  laterally  be- 
yond them,  as  would  be  expected  if  the 
plaque  were  free  to  extend  unhindered  with- 
in the  retroperitoneal  space.  One  may  post- 
ulate that  the  periureteral  tissue  is  short- 
ened or  contracts  as  the  plaque  is  formed, 
thus  pulling  the  ureter  toward  the  midline 
and  into  the  lateral  edge  of  the  plaque. 

Chisholm,  Hutch  and  Bolomey,  in  1954, 
advanced  the  theory  that  Gerota’s  fascia 
creates  a fascial  space  which  encloses  the 
kidneys,  both  ureters,  vena  cava  and  aorta. 
They  felt  that  the  fibrous  plaque  was  due 
to  inflammation  of  this  fascia  and  the  fat 
within  it.  The  etiology  of  the  inflammation 
is  unknown.  They  advanced  the  idea  that  its 
origin  was  lymphatic. 

Since  this  disease  entity  has  been  describ- 
ed only  since  the  advent  of  antibiotics,  these 
drugs  have  been  incriminated  in  the  etiology. 
Another  concept  advanced  most  strongly  by 
Hoffman  and  TrippeP  presents  arguments 
in  favor  of  an  allergic  hypersensitivity  re- 
action as  the  cause.  It  is  their  feeling  that 
retroperitoneal  fibrosis  is  only  part  of  a 
generalized  vasculitis. 

Citing  their  own  cases,  as  well  as  work 
done  on  the  hypersensitivity  reaction  since 
the  time  of  Arthus  in  1903,  Hackett2  feels 
that  this  hypothesis  could  explain  the  chang- 
ing pulmonary  findings  which  they  report. 
There  could  even  be  a relationship  to  Rich’s 
rheumatic  pneumonitis,  Wegener’s  granulo- 
matosis or  even  more  generally,  to  the  con- 
cept of  pathergy  postulated  by  Fienberg.1 
“Pathergy”  in  this  context  connotes  “the 
totality  of  morbid  phenomena  which  can  be 
produced  by  a state  of  altered  tissue  reac- 
tivity.” 

In  their  work,  the  retroperitoneal  tissues 
revealed  characteristic  fibrosis  with  peri- 
vascular, perineural  and  periadipose  granu- 
lomatous reaction.  Biopsies  of  liver,  muscle, 
and  kidneys  in  their  patients  revealed  gen- 
eralized arteritis.  These  and  other  patho- 
logic findings  described  are  “consistent  with 
classical  reports  of  the  tissue  changes  in 
hyperallergic  states.”  They  conclude  by 
saying  that  “this  disease  entity  may  very 
well  be  a pathergic  response  to  some  as  yet 
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undetermined  allergen,  either  of  local  bac- 
terial, autogenous  tissue  or  extraneous  ori- 
gin, manifesting  itself  in  the  reticuloendo- 
thelial tissues  of  the  retroperitoneal  cav- 
erns.” 

It  is  interesting  to  speculate  that  a simi- 
larity may  exist  between  retroperitoneal 
fibrosis  and  chronic  mediastinitis,  with  as- 
sociated complete  obstruction  of  the  superior 
vena  cava,  as  discussed  by  Hinshaw  and 
Rutledge.3  To  this,  Ormond  adds  the  possi- 
bility of  a common  or  similar  etiology  be- 
tween retroperitoneal  fibrosis,  Riedel’s 


stroma,  sarcoidosis,  Dupuytren’s  contrac- 
ture and  Peyronie’s  disease.  n 
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CENTRAL  CONTROL  OF  PROFESSIONAL  COMMUNICATIONS? 


Some  pharmaceutical  manufacturers  are 
pouring  millions  of  advertising  dollars  into 
national  commercial  publications,  complete- 
ly bypassing  the  official  journals  of  organiz- 
ed medicine  and  jeopardizing  their  exist- 
ence. 

Maybe  they  think  it  sells  more  pills,  or 
that  it’s  cheaper,  but  they  forget  their  moral 
obligation  to  support  locally-controlled  media 
of  vital  interest  to  the  medical  profession 
and,  indeed,  to  the  drug  industry  itself.  At 
a time  when  drug  manufacturers  are  desper- 
ately attempting  to  maintain  the  identity  and 
the  research  and  marketing  freedom  of 
component,  free  enterprize  companies,  their 
advertising  policies  are  contributing  to  the 
central  control  of  medical  communications. 

If  the  present  decline  in  national  adver- 
tising revenue  continues,  many  official  med- 


ical society  publications  will  fold-up,  and  a 
few  commercial  publications  will  have  even 
greater  responsibility  for  professional  com- 
munications. The  average  doctor  and  the 
average  medical  society  may  well  be  silenced. 

There’s  a place  for  everything  in  this 
world — including  the  excellent  commercial 
medical  publications — but  not  at  the  expense 
of  centralized  control  of  medical  communica- 
tions. 

Ask  your  detailman  about  his  company’s 
policies.  Manufacturers  whose  products  are 
supported  by  the  faith  of  practicing  physi- 
cians should  return  the  faith  by  immedia- 
tely restoring  advertising  support  to  the 
locally-controlled  official  publication  of  or- 
ganized medicine. 
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Radiation  Therapy  for  Carcinoma 
of  the  Cervix  Uteri 


G.  RAY  RIDINGS,  M.D. 

Treatment  of  cervical  carcinoma 
should  be  within  a carefully 
constructed  program  ivhich  takes 
maximum  advantage  of  all  known 
radiobiological,  physical 
and  oncological  principles. 

The  MAJORITY  of  cases  of  carcinoma  of 
the  uterine  cervix  are  treated  by  irradiation. 
Long  experience  has  proved  this  to  be  ap- 
propriate. Most  programs  for  irradiation  of 
this  lesion  were  developed  two  or  more  dec- 
ades ago  in  various  European  radiotherapy 
centers.1  Because  this  history  is  so  pertinent 
to  present  concepts,  a few  highlights  will  be 
mentioned. 

HISTORICAL 

The  earliest  and  perhaps  the  best  known 
center  for  irradiation  was  the  Radiumhem- 
met  in  Stockholm.  It  was  here  that  a vast 
amount  of  clinical  radiology  and  radiobiology 
was  first  formulated. 

In  Paris  in  the  1920’s,  it  was  shown  that 
treatment  results  were  improved  by  spread- 
ing the  irradiation  over  a period  of  several 
weeks  (using  smaller  amounts  of  radium  or 
repeated  small  doses  of  radium  or  x-ray). 
By  this  means  larger  total  doses  could  be 
given;  tumor  destruction  was  more  consis- 
tent and  at  the  same  time  normal  tissues  re- 
mained in  better  condition. 

In  the  early  1930’s  medical  radiation  phys- 
ics began  its  development.  This  was  ex- 

.Work  on  the  paper  was  dene  while  Doctor  Ridings  was  at  the 
University  of  Oklahoma  Medical  Center. 
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ploited  by  a group  in  Manchester,2  England, 
who  developed  a system  based  on  the  cal- 
culated dose  in  roentgens  (gamma  roent- 
gens from  radium)  delivered  to  certain 
points  in  the  pelvis;  the  rate  of  delivery  of 
the  dose  was  also  held  important.  They  felt 
that  the  critical  point  lay  in  the  tissues  just 
lateral  to  the  cervix,  because  (a)  this  tissue 
is  more  sensitive  to  irradiation  than  the 
cervix  (which  will  tolerate  immense  doses)  ; 
and  (b)  the  more  lateral  tissues  receive  much 
less  irradiation  from  radium  (figure  lb) 
due  to  the  fundamental  inverse  square  law, 
with  which  we  became  familiar  in  high 
school  physics.  This  paracervical  point  they 
arbitrarily  established  at  two  cm  cephalad 
and  two  cm  lateral  to  the  cervical  os  and 
called  it  “Point  A”  (figure  la) . Point  B lies 
three  cm  lateral  to  Point  A,  intended  to  be 
in  the  vicinity  of  the  obturator  node  against 
the  lateral  pelvic  wall. 

In  the  United  States  irradiation  of  cervical 
carcinoma  has,  in  the  main,  been  intended 
as  some  variation  of  the  Manchester  tech- 
nique. But  these  programs  have  varied  so 
in  loading,  timing,  doses  and  distribution 
that  they  have  moved  quite  far  from  the  orig- 
inal (and  carefully  worked  out)  radiobio- 
logical standards. 

Space  does  not  allow  discussion  of  all  the 
individual  achievements  in  this  country. 
Among  those  that  should  be  listed:  Doctor 
del  Regato  has,  by  masterful  administration 
of  the  external  beam,  shown  its  importance, 
especially  in  more  advanced  lesions.3  Doctor 
R.  E.  Fricke  and  associates  have  for  many 
years  used  an  eight-application,  four-week 
radium  schedule  with  considerable  success.4 
The  simple  and  atraumatic  nature  of  their 
insertions  is  commendable.  Various  special 
applicators  have  appeared;  some  offer  ad- 
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vantages  such  as  added  convenience  or  sta- 
bility in  the  insertion. 

“Fixed”  applicators  allow  easy  calcula- 
tion of  the  isodose  pattern  about  the  appli- 
cator but  are  much  too  likely  not  to  fit  the 
patient;  opening  the  applicator  in  a conical 
pelvis  often  causes  the  radium  system  to  slip 
down.  The  symmetry  of  a low  insertion  may 
satisfy  an  unsuspecting  physician  but  the 
main  radiation  pattern  may  be  below  the 
critical  tumor  area.  Also,  when  attempting 
to  achieve  a high  dose,  experience  has  shown 
that  an  unacceptably  high  complication  rate 
may  follow. 

CURRENT  CONCEPTS 

More  recent  significant  advances  have 
stressed,  among  other  things,  utmost  pre- 
cision in  measurement  and  control  of  dosi- 
metry, not  only  of  the  radium  but  also  in- 
tegration of  the  radium  dose  pattern  with 
that  of  the  external  (x-ray)  beam.5  This 
aims  toward  elimination  of  (a)  previously 
poorly  understood  “hot  spots”  with  their  at- 
tendant over-dose  complications  and  (b) 
“cold  spots”  with  persistent  tumor — all  too 
often  the  actual  cause  of  “radioresistant” 
tumors.  It  is  apparent  that  statements  on 
tolerance,  “radio-resistance,”  complications, 
survival  rates,  etc.,  have  little  meaning  un- 
less directly  related  to  the  irradiation  tech- 
nique employed  and  then  only  if  there  is 
thorough  knowledge  of  the  radiation  distri- 
bution, dose  rates,  etc.  Only  when  this  is 
known  can  any  irradiation  program  be  evalu- 
ated objectively. 

Evaluation  of  a radiation  therapy  pro- 
gram cannot  be  done  with  only  a handful  of 
patients;  it  requires  large  numbers  of  pa- 
tients similarly  treated  — radiobiologically 
consistent.  Yet  in  patients  with  all  varieties 
of  pelvic  soft  tissue  configurations  and  dis- 
ease distributions,  how  does  one  achieve  in- 
dividualization which,  at  the  same  time, 
maintains  radiobiologic  consistency  from 
patient  to  patient?  There  are  many  compli- 
cations; e.g.,  change  in  any  of  several  fac- 
tors (such  as  field  size,  length  or  tilt  of 
intrauterine  tandem,  etc.)  which  can  grossly 
change  the  radiation  pattern  and  consequent- 
ly the  tissue  effects.  No  patient  actually 
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matches  a “standard”  or  “idealized”  config- 
uration which  would  fit  a “standard”  dose 
table.  In  fact,  in  most  cases  the  value  of 
those  popularized  reference  points  A and  B 
is  grossly  compromised,  e.g.,  the  tilt  of  a tan- 
dem will  do  this.  As  this  happens,  points  A 
and  B lose  their  correlation  with  the  overall 
dose  pattern  (and  with  the  tissue  effects) . 
Therefore,  the  therapist  must  conceive  each 
dose  pattern  as  a three-dimensional  affair 
{e.g.,  figure  1 shows  only  two  dimensions; 
in  figure  lb  the  three-dimensional  pattern 
about  the  tandem  is  actually  somewhat  bar- 
rel-shaped). As  shown  in  figures  lb  and 
c,  each  aspect  of  the  irradiation  (intra- 
uterine radium,  vaginal  radium  and  external 
x-ray  beam)  has  its  irradiation  pattern. 
These  must  be  fitted  together  to  avoid  undue 
overlapping  of  high  doses  (“hot  spots”)  or 
gaps  (“cold  spots”). 

It  is  apparent  that  a single,  rigid  tech- 
nique of  irradiation  {e.g.,  so  much  radium 
in  a particular  applicator  for  a certain  num- 
ber of  hours,  plus  so  much  external  x-ray) 
falls  far  short  of  the  best  possible  treatment; 
patients  simply  don’t  fit  any  standard  sketch 
or  table. 

On  the  other  hand,  if  each  application  is 
an  entirely  new  experience,  there  can  be  no 
consistency  from  patient  to  patient,  no  way 
of  evaluating  effects.  The  answer,  of  course, 
is  to  plan  a systematic  approach;  one  in 
which  a series  of  carefully-calculated  dose 
patterns  are  set  up,  with  this  series  cover- 
ing a wide  variety  of  clinical  situations.  With 
this  established  and  with  good  judgment,  a 
pattern  can  be  selected  which  nearly  fits  any 
patient.  Then  it  is  an  easy  matter  to  calcu- 
late and  make  the  minor  accommodations 
needed  for  an  individual  patient.  An  impor- 
tant step,  often  omitted,  is  the  re-calculation 
immediately  after  the  radium  is  inserted, 
with  this  based  on  the  radium  localization 
radiographs  and  the  dose  rate  measurements 
made  with  the  probe,  answering  such  ques- 
tions as:  Are  there  areas  of  over-dose  or 
under-dose ; is  the  pattern  satisfactory,  or  is 
a revision  needed?  With  the  main  patterns 
established  by  a widely-applicable  system, 
these  smaller  individual  variations  can  be 
accommodated  with  satisfactory  radiobio- 
logic consistency.  There  is  no  denying  that 
successful  application  of  such  a system  re- 
quires of  the  therapist  a thorough  knowledge 
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Figure  la 


Figure  lb 


Figure  lc 


Figure  1:  Relations  of  irradiation  patterns  to  the  pel  vis.  Note:  The  final  resultant  irradiation  pattern  (not 
shown)  is  a combination  of  lb  and  lc. 


la.  (Anterior  view)  Points  A & B 
and  their  relation  to  pelvic  parts 
and  to  intrauterine  radium  (I)  and 
vaginal  radium  (II) 


lb.  (Anterior  view)  Dose  intensity 
distribution  about  intrauterine  and 
vaginal  radium.  Lines  are  “isodose 
lines.”  Dots  represent  relative  in- 
tensity of  irradiation. 


lc.  (Cross  section  through  pelvis). 
Dose  intensity  distribution  resulting 
from  combined  anterior  and  pos- 
terior treatment  fields  (two  mev 
x-ray),  with  a central  lead  shield 
(thus  sparing  the  tissues  most 
heavily  irradiated  with  radium). 


of  instruments,  radiation  physics,  radiobi- 
ology, anatomy  and  nature  of  the  disease 
process.  But,  of  course,  these  are  the  require- 
ments of  any  satisfactory  radiation  therapy. 

The  treatment  program  discussed  here 
contains  no  radically  new  feature — except 
that  this  particular  combination  does  seem  to 
be  unique.  This  combination  was  designed 
to  take  advantage  of  the  largest  number  of 
proven  radiobiologic  and  oncologic  prin- 
ciples : 

1.  Fractionation  of  radium  irradiation 
(breaking  it  into  multiple  small  doses  over  a 
period  of  time,  instead  of  a single  applica- 
tion) . 

2.  A dose  rate  which  is  consistent  from 
patient  to  patient.  An  important  aspect  of 
this  is  consistent  timing  of  the  radium  ap- 
plications. 

3.  Combining  the  external  beam  and  ra- 
dium patterns  into  a composite  pattern  best 


suited  to  the  individual  patient’s  clinical 
problem. 

4.  Attaining  a high  dose  of  irradiation 
by  strict  dosimetric  procedures  (carefully- 
aligned  radiographs  of  radium  applicators, 
suitable  for  detailed  measurements  and  cal- 
culations ; radiographs  of  each  external  field 
with  lead  markers  in  anus  and  on  cervix; 
careful  anatomical  measurements  of  the  pel- 
vis in  treatment  position;  with  a roentgen 
ratemeter,  measurement  in  rectum,  bladder 
and  vagina  of  doses  from  radium  and  from 
the  x-ray  beam). 

5.  Keeping  to  a minimum  the  manipula- 
tion of  the  cancer  with  its  potential  dissemi- 
nation of  cancer  cells,  e.g.,  avoiding  dilata- 
tion of  the  cervical  canal. 

6.  For  patient  safety  and  satisfaction, 
gentleness  to  local  tissues  is  important.  Also, 
if  a general  anesthetic  is  not  needed,  it  is 
best  to  avoid  it. 
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1*  igure  2.  Alter-loading  radium  tandem. 

a.  Stainless  steel  tube,  4.0  mm  outside  diameter 

b.  Plastic  tubing 

c.  Lead  stylette 

d.  Radium  (four  2-cm  sources) 

e.  Urethane  foam  for  packing  vagina. 

7.  Radiation  safety,  although  a secondary 
consideration,  should  be  respected. 

RADIUM  TECHNIC 

If  it  is  to  be  feasible  to  make  multiple  ra- 
dium applications,  then  the  radium  applica- 
tion technic  must  be  a simple  one.  Fortu- 
nately, this  is  possible.  In  our  experience, 
any  cervical  canal  which  will  admit  a stan- 
dard silver  sound  will,  just  as  easily,  admit 
a four  mm  diameter  radium  tandem  (figure 
2) . Thus,  several  advantages  accrue,  such 
as  avoiding  general  anesthesia  with  its  haz- 
ards and  costs,  operating  room  expense,  etc. 

With  the  patient  in  the  knee-chest  position 
and  without  special  instruments,  the  vagina 
is  ballooned  by  the  weight  of  the  intestinal 
contents;  packing  in  this  position  is  readily 
accomplished  without  forceful  distention  of 
the  vagina — the  most  efficient  way  to  ac- 
complish this  job.  Manipulation  of  the  can- 
cer is  absolutely  minimal.  Radium  localiza- 
tion films  can  then  be  made  with  great  care 
in  the  x-ray  department.  Films  of  this  qual- 
ity allow  exact  measurements  and  computa- 
tions which  are  not  possible  with  “portable” 
or  operating  room  equipment.  Also,  if  films 
show  a need  to  change  position  of  the  radium 
applicator,  this  is  very  simply  done.  The 
ease  in  doing  this  eliminates  the  temptation 
to  accept  borderline  or  poor  radium  applica- 
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tions,  which  is  certainly  present  where  the 
insertion  is  done  in  an  operating  room  with 
general  anesthesia. 

Packing  is  further  facilitated  by  the  use 
of  a new  material,  polyurethane  foam  strips. 
This  material  is  gentle  to  the  vaginal  mu- 
cosa, not  “wiping”  it  during  insertion  and 
withdrawal;  likewise  it  retains  its  resiliency 
and  so  maintains  the  shape  of  the  packed 
vagina. 

Ordinarily,  one  problem  is  the  develop- 
ment of  penetrating  odors  in  the  packing 
material.  Many  substances  have  been  tried 
to  suppress  this  (sulfa,  iodoform,  etc.).  We 
have  found  that  soaking  the  packing  materi- 
al in  50  per  cent  dextrose  in  water  is  by  far 
the  most  effective. 

After  the  hollow,  empty  metal  radium 
applicator  is  inserted,  checked  and  ap- 
proved, the  patient  is  moved  to  her  room. 
Then  in  the  radium  room,  taking  advantage 
of  its  shielding  and  loading  facilities,  the  ap- 
propriate radium  sources  (determined  after 
the  applicator  insertion,  thus  truly  fitting 
the  patient’s  needs)  are  loaded  into  a plastic 
tube.  This  is  taken  to  the  patient’s  room 
and  inserted  into  the  hollow  metal  appli- 
cator. This  “after-loading”  technique  nearly 
eliminates  radium  exposure  throughout  the 
insertion,  the  filming  and  patient  handling, 
until  the  patient  is  in  her  room.  Thus,  it 
practically  eliminates  the  major  radiation 
hazard  of  the  application.  There  is  a fur- 
ther benefit:  Elimination  of  just  one  more 
major  distraction  during  the  insertion  of 
the  applicator ; with  the  applicator  not 
“hot,”  the  entire  attention  can  be  given  to 
the  patient. 

The  radium  system  can  be  fitted  to  prac- 
tically any  patient.  For  those  few  who 
simply  won’t  accommodate  a satisfactory 
intrauterine  tandem  and  vaginal  ovoids, 
other  devices  in  the  radiological  arma- 
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Figure  3.  Posterior  compression  cone.  Accommodates 
two  posterior-oblique  fields,  cross-firing  the  minor 
pelvis. 


mentarium  are  available.  For  some,  the 
transvaginal  cone  is  best;  radium  needles 
may  deliver  the  best  treatment  in  others; 
for  still  others  vaginal  radium  alone  or  ex- 
ternal beam  alone  may  be  best. 

Table  one  shows  the  treatment  “sched- 
ules” for  various  lesions.  The  full  program 
includes  variations,  such  as  for  a stump 
carcinoma,  adenocarcinoma,  corpus  et  col- 
lum,  post-partum,  carcinoma  with  preg- 
nancy, prior  total  hysterectomy,  etc.  Space 
does  not  allow  a full  presentation  of  these 
schedules. 

The  amount  of  radium  in  the  tandem 
varies  according  to  length,  ranging  from 
70  mgs.  (nine  cm.  length)  to  35  mgs.  (four 
cm.  length)  of  radium,  arranged  to 
give  approximately  55  rads  per  hour  to 
Point  A (exact  figures  available  for  each 
loading)  and  from  10  to  15  rads  to  the 
lateral  pelvic  wall  (increases  with  tandem 
length) . The  vaginal  ovoids  deliver  approxi- 
mately 25  rads  per  hour  to  A,  from  about 
ten  to  16  rads  per  hour  to  the  lateral  pelvic 
wall.  Thus,  the  dose  and  dose  rate  to  Point 
A are  held  fairly  constant;  that  to  Point  B 
(or  the  lateral  pelvic  wall)  is  dependent 
on  the  size  of  applicators  that  can  be  used. 

In  more  advanced  lesions  there  is  usually 
impairment  of  the  radium  pattern;  its  zone 
of  effective  irradiation  is  constricted  be- 
cause there  is  room  only  for  small  appli- 
cators. When  this  is  significant,  external 
irradiation  must  be  increased  to,  at  first, 
“make  up  the  difference.”  In  far  advanced 
stages,  radium  is  inadequate  for  the  main 
job,  so  the  reliance  is  chiefly  on  external 
irradiation.  It  is  here  that  supervoltage  ir- 
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radiation  (two  mev,  Cobalt  60  equipment, 
etc.)  is  distinctly  better  than  intermediate 
voltage  x-ray  (200-250  KV).  However, 
much  of  the  Cobalt  60  equipment  in  use  is 
quite  inefficient,  some  even  less  so  than 
250  KV. 

In  our  treatment  system,  the  aim  is  to 
deliver  approximately  9500  rads  to  Point  A 
and  5500  to  6000  rads  to  the  lateral  pelvic 
wall,  depending  somewhat  on  the  stage  of 
the  lesion,  size  of  applicators  that  can  be 
used,  etc.  To  accomplish  this,  as  much  as 

11.000  milligram  hours  of  radium  (plus 
x-ray)  may  be  used  in  favorable  cases.  At 
the  opposite  end  of  the  spectrum  are  those 
cases  in  which  radium  cannot  be  used  at 
all;  in  these  the  aim  is  for  an  x-ray  dose  of 

6.000  rads  throughout  the  whole  pelvis. 

EXTERNAL  BEAM  (X-RAY)  TECHNIC 

When  delivering  high  whole-p  e 1 v i s 
dose,  even  small  errors  in  aiming  the  beam 
(especially  with  supervoltage  energy)  may 
cause  disastrous  results  within  the  pelvis. 
Yet,  from  day  to  day,  the  skin  (and  thus 
skin  marks)  slide  about.  In  order  to  estab- 
lish a fixed  radiation  pattern  within  the 
pelvis,  a special  posterior  cone  was  con- 
structed (figure  three).  At  the  initial  “set- 
ting-up” of  the  x-ray  fields  and  verification 
filming,  scales  engraved  on  this  device  are 
related  to  points  on  the  bony  pelvis.  There- 
after, in  each  daily  treatment,  one  can  be 
confident  of  consistent  reproduction  of  the 
initial  pattern. 

With  the  posterior  cone,  only  minor  com- 
pression is  gained,  although  in  some  patients 
this  is  appreciable.  However,  the  anterior 
compression  cone  (figure  four)  is  an  im- 
portant aspect  of  the  external  beam  tech- 
nique. In  past  years,  compression  cones  were 
used  with  200-250  KV  treatment.  With  the 
advent  of  supervoltage  (especially  Cobalt 
60),  it  appears  that  the  obvious  advantages 
of  compression  have  been  forgotten.  Re- 
duction of  the  antero-posterior  diameter  by 
4-10  cm.  gives  a crucially-important  gain 
in  tumor  dose  ratio,  whether  using  medium 
or  supervoltage.  Furthermore,  compression 
pushes  part  of  the  small  bowel  out  of  the 
beam  of  irradiation  — which  is  certainly 
an  advantage. 

Every  x-ray  field  is  checked  by  radio- 
graphs with  lead  markers  in  the  anus  and 
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Figure  4.  Anterior  compression  cone.  Note  the  con- 
siderable reduction  in  anterior-posterior  diameter  with 
compression.  Also,  intestinal  contents  are  displaced 
out  of  the  path  of  the  beam. 

on  the  cervix.  These  are  matched  with  films 
of  the  pelvis  with  radium  applicators  in 
place.  This  is  an  essential  step  in  the  inte- 
gration of  these  two  modalities. 

A number  of  field  arrangements  are  used, 
generally  to  serve  two  situations:  (a)  In 
earlier  stages,  the  main  reliance  is  on  radi- 
um. In  these  cases,  external  irradiation  is 
limited  to  the  lateral  pelvis  (Where  the 
dose  from  radium  is  small  due  to  the  in- 
verse-square effect) . (b)  In  later  stages, 
whole-pelvis  external  irradiation  is  the  main 
reliance.  In  these  advanced  cases,  the  x-ray 
fields  are  arranged  to  give  a fairly  even 
dose  throughout  the  entire  minor  pelvis, 
except  for  some  decrease  in  the  region  of 
the  posterior  rectal  wall.  The  central  pelvis 
dose  is  raised  some  by  supplemental  radium 
irradiation. 

The  dose  to  the  rectum  is  held  below 
6500  rads;  that  to  the  bladder  below  7000 
rads.  With  a posterior  lip  lesion  it  is  best 
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Table  I 

RADIATION  PnAN  (SUMMARY): 
Squamous  cell  carcinoma  of  the  Uterine  Cervix 


STAGE  I 

Early  Schedule  A Ra:  2x48  Hr,T&0  — (l-4> 

PM:  3000-4000  rads  — (1-6) 
Advanced  Schedule  B WP:  2000  rads  — (1-2) 

Ra:  2x40  Hr,T&0  — (3-6) 

PM:  1800  rads  — (3-6) 

Massive Schedule  Cx  WP:  to  4000  rads  — (1-4) 
Ra:  2x32  Hr, T&O  — (5-7) 


STAGE  II 

Early  (IIA)  Schedule  A 
Moderately  Advanced 
(IIA  with  large 

cervix) Schedule  B 

Advanced  (IIB:  al- 
most to  pelvic  wall; 
or  barrel-shaped 
corpus). 

a.  With  initially 

poor  radium  ge- 
ometry, but  sat- 
isfactory at  4000 

rads  WP 

Schedule  Cx 

b.  At  4000  rads  WP, 
if  disease  still 
bulky  or  radium 
geometry  still 
too  poor  use: 

Schedule  Cx 


or  Schedule  C2  WP:  4000  rads 

— (1-4) 

TV : 5000  rads 

— (5-6) 

or  Schedule  Dx  WP:  6000  rads 

— (1-6) 

Ra:  1x48  Hr, T&O 

— (6-7) 

or  Schedule  D2  WP:  6000  rads 

— (1-6) 

TV : 3-3500  rads 

— (5-6) 

STAGE  III 

IIIA  (Mainly  central  lesion)— Schedule  Ci 

(To  lower  Vs  of  vagina)  Schedule  C1  (With  vag- 
ina cy Under  or  needles) 

IIIB  (To  both  pelvic  walls, 

frozen  pelvis) Schedule  Dt  or  D2 

STAGE  IV 

PotentiaUy  Curable Schedule  Dx  or  D,  (usually) 

Palliative IndividuaUze 

NOTE:  *:  Bracketed  numbers  = usual  week  in  which  desig- 

nated treatment  is  given 
Ra:  Radium 

PM:  External  x-ray  limited  to  parametria 

WP:  External  x-ray  to  the  whole  pelvis 

TV:  Transvaginal  cone  x-ray 

T&O:  Intrauterine  tandem  and  vaginal  ovoids 

to  adjust  the  combined  rectal  dose  to  about 
5000-5500  rads;  if  anterior  lip,  the  bladder 
dose  to  about  6000  rads. 

This  level  of  irradiation  can  be  achieved 
only  by  meticulous  care  and  coordination  of 
every  phase : locating,  fixing  and  aiming  the 
external  beam,  with  heavy  pelvic  compres- 
sion (figure  4)  ; careful  placing  of  the 
radium;  precise  packing;  checking  by  use 
of  x-ray  films,  radiation  detection  probes, 
etc. 
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RESULTS,  IMMEDIATE  AND  SHORT-TERM 

The  goal  is  to  destroy  the  cancer  with 
minimal  danger  to  normal  tissues.  However, 
it  is  difficult  to  define  “cancerocidal  dose,” 
much  less  measure  it.  For  example : the  well- 
oxygenated  cells  at  the  periphery  of  a neo- 
plasm may  be  destroyed  by  only  about  one- 
third  of  the  dose  necessary  to  eliminate  the 
avascular  central  part  of  the  neoplasm. 
Large  neoplasms  are  relatively  “radio- 
resistant,” probably  in  large  part  related 
to  poor  oxygenation.  The  irradiation  of 
large  lesions  is  further  complicated  by  the 
fact  that  they  are  more  likely  to  involve 
large  amounts  of  radio-sensitive  normal 
structures,  or  at  least  to  make  it  necessary 
to  expose  these  structures  to  high-dose  ir- 
radiation. These  factors,  and  others,  may 
radically  change  the  “therapeutic  ratio,” 
the  “curability,”  the  “radio-sensitivity”  of 
the  tumor  and  its  “cancerocidal  dose.” 

There  have  been  70  patients  treated  ac- 
cording to  this  program,  with  follow-up  of 
from  three  to  19  months  since  treat- 
ment. It  is  too  early  to  estimate  the  long 
term  results,  but  it  is  worthwhile  to  note 
the  proportion  of  favorable  early  clinical 
responses  and  the  low  rate  of  complications 
of  treatment.  The  70  patients  were,  by 
stage : I - 14  patients ; II  - 25 ; III  - 23 ; 
IV  - four;  post-operative  and  stump  - four. 
Of  these,  46  are  living  without  detected 
tumor;  18  are  living  with  residual  tumor 
either  apparent  or  proven;  one  is  deceased 
with  cancer;  two  deceased  of  intercurrent 
disease  but  had  no  apparent  cancer  on  their 
last  OPD  visit;  three  lost  to  follow-up.  Of 
the  46  living  and  well,  one  had  recurrence, 
underwent  definitive  surgery  and,  after  six 
months,  is  apparently  free  of  disease. 

Gastrointestinal  complications  included : 
dyspepsia  - one;  mild  diarrhea  easily  con- 
trolled with  kaopectate  or  paregoric  - six; 
moderate  diarrhea,  controlled  with  less  ease 
by  paregoric  - two ; diarrhea,  lasting  two 
months  but  eventually  controlled  - one ; mild 
cramping  with  or  shortly  after  the  course 
of  irradiation  - three.  Of  these,  one  had  a 
one  cm.  diameter  rectal  ulcer  which  healed 
with  conservative  management.  Three  had 
mild  rectal  mucosal  reactions  which  cleared 
spontaneously. 

Urinary  complications  included : Mild 

dysuria  - five;  dysuria,  moderately  severe 
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(at  the  end  of  treatment  for  two  months, 
then  ceased)  - one;  complained  of  urinary 
bladder  catheter  - five. 

There  were  four  patients  with  significant 
temperature  elevations,  all  below  102°.  Ex- 
cept for  one  there  was  return  to  normal  with- 
out modification  of  treatment.  The  one  in- 
itially had  a massive  cancer  with  consider- 
able tumor  necrosis  and  developed  a large 
uterus  during  treatment;  she  appeared  to 
have  parametritis ; passage  of  a sound  in  the 
uterus  produced  no  pus;  her  temperature 
returned  to  normal,  but  she  had  progressive 
pelvic  disease.  There  were  three  patients 
with  temperature  elevations  of  102°  or  more. 
In  one  of  these  the  radium  was  withdrawn 
and  her  temperature  returned  to  normal; 
the  irradiation  was  resumed  uneventfully. 
Another  patient  developed  fever,  diarrhea 
and  cramping  abdominal  pain  with  signs  of 
peritonitis;  laparotomy  was  done;  a left 
tubo-ovarian  abscess  was  found ; post- 
operative convalescence  was  somewhat  slow 
but  otherwise  satisfactory ; her  course  of 
irradiation  was  resumed  and  completed 
satisfactorily.  In  the  third  patient,  the 
treatment  course  was  not  modified  and  was 
completed  satisfactorily. 

SUMMARY 

A treatment  program  for  carcinoma  of 
the  uterine  cervix  is  described.  Aims  of  this 
program  include:  efficiency  in  delivery  of 
irradiation  to  the  neoplasm,  sparing  of  nor- 
mal tissues,  combining  the  external  beam 
and  internal  irradiation  into  a complete  pat- 
tern of  high  dose  irradiation,  fractionation 
of  the  radium  irradiation.  Preliminary  re- 
sults are  encouraging  both  in  proportion  of 
favorable  early  clinical  responses  and  in  the 
low  number  of  complications.  □ 
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ABSTRACTS 


TRUE  HERMAPHRODITISM 

The  term  hermaphrodite  comes  from  the  result  of 
the  mythological  union  of  Hermes  and  Aphrodite  in 
which  the  features  of  the  parents  were  so  mixed  that 
the  sex  of  the  child  could  not  be  determined.  In  this 
paper  the  authors  report  a case  of  true  hermaphroditism 
with  a review  of  the  literature. 

The  patient  was  a phenotypic  female  with  an  enlarged 
phallus  and  a urogenital  sinus.  Internal  genitalia  con- 
sisted of  a normal  left  ovary  and  rudimentary  uterus. 
There  was  a right  ovotestis  in  the  right  labioscrotal 
fold  together  with  an  ep;diymis  and  vas  deferens.  Neu- 
clear  sex  chromatin  was  positive  (female)  and  chro- 
mosome analysis  revealed  46  chromosomes  with  XX  sex 
chromosomes  (female). 

Among  the  collected  cases  there  were  77  phenotypic 
males,  35  females  and  two  indeterminate.  Thirty-five 
with  neuclear  sex  studies  revealed  26  chromatin  posi- 
tive and  nine  chromatin  negative  (male)  cases.  Sixteen 
cases  had  chromosome  analysis.  Of  these  12  demon- 
strated 46  chromosomes  with  a female  karyotype  and 
four  manifested  mosaicism  (XX/XY,  two  cases; 
XY/XO,  one  case;  and  XX/XY/XO,  one  case).  The 
authors  suggest  that  other  cases  of  true  hermaohro- 
dite  might  be  mosiacs  and  that  the  male  determining 
Y Chromosome  might  be  responsible  for  this  entity. 

EDITOR’S  NOTE:  The  case  in  itself  being  quite  rare 
is  not  of  great  importance  except  to  the  patient  having 
the  malformation.  The  importance  of  these  aberrations 
of  nature  lie  in  what  they  can  teach  us  about  genetics 
and  embryology.  The  former  is  an  especially  moving 
and  fascinating  field  today. 

True  Hermaphroditism— Report  of  a Case  and  Review 

of  Literature,  James  A.  Merrill,  and  John  E.  Ramsey, 

Ob.  & Gynec.  22  : 505,  Oct.  1963. 

REGIONAL  LYMPH  NODE  DISSECTION  AND 
MALIGNANT  MELANOMA 

The  extreme  variability  in  the  biological  behavior 
of  malignant  melanomas  makes  them  the  most  un- 
predictable of  malignancies.  In  an  individual  case  the 
outcome  frequently  bears  no  predictable  relationship 
to  the  choice  of  treatment.  Consequently  the  advisabil- 
ity of  regional  lymph  node  dissection  in  conjunction 
with  wide  excision  of  the  primary  tumor  has  been 
controversial. 

The  authors  reviewed  all  patients  with  malignant 
melanoma  primary  on  an  extremity  seen  at  the  Uni- 
versity of  Oklahoma  Hospitals  between  January  1,  1941 
and  December  31,  1957.  Seventy  cases  were  studied.  Of 
these  twenty  were  excluded  because  of  distant  metas- 
tases  (beyond  the  regional  nodes)  when  first  seen.  The 
remaining  fifty  patients  were  categorized  according  to 
the  presence  or  absence  of  clinical  evidence  of  in- 
volvement of  the  regional  lymph  nodes  before  under- 
going extirpative  surgery  for  the  primary  tumor.  Fol- 
low-up data  were  available  in  all  instances. 

Twenty-seven  patients  (54  per  cent)  had  clinical  evi- 
dence of  involvement  of  the  regional  lymph  nodes. 
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Two  patients  refused  treatment  and  died  of  dissemin- 
ated melanoma.  Twenty-five  patients  were  treated 
with  wide  local  excision  and  regional  lymph  node  dis- 
section. Five  of  these  patients  survived  and  are  living 
and  well,  a survival  rate  of  20  per  cent.  Histologically, 
the  involvement  of  regional  nodes  was  confirmed  in 
twenty-four  of  the  twenty-five  patients. 

There  were  twenty-three  (46  per  cent)  who  had  no 
clinical  evidence  of  involvement  of  the  regional  lymph 
nodes  at  the  time  of  excision  of  their  primary  tumor. 
Nine  patients  underwent  wide  local  excision  only,  only 
two  of  whom  have  remained  well  without  evidence  of 
recurrence  (22  per  cent).  Fourteen  patients  had  re- 
gional lymph  node  dissection  in  conjunction  with  wide 
excision  of  their  primary  tumor.  Six  of  these  have 
survived  without  evidence  of  recurrence  (46  per  cent). 
Histologically  none  of  the  lymph  nodes  examined  in 
these  fourteen  patients  showed  involvement  with  tumor. 

On  the  basis  of  this  study,  it  is  concluded  that  re- 
moval of  the  regional  lymph  nodes  in  patients  with 
malignant  melanoma  of  an  extremity  enhances  sur- 
vival by  approximately  20  per  cent.  David  D.  Snyder, 
M.D. 

Regional  Lymph  Node  Dissection  and  Malignant  Me- 
lanoma. William  E.  Price,  M.D.  and  Merlin  K. 
DuVal,  M.D.  Archives  of  Surgery,  Volume  87,  Page 
747-750,  November,  1963. 


RECENT  PUBLICATIONS 

The  Journal  welcomes  the  opportunity  to  list  current 
publications  by  any  Oklahoma  physician. 

Hydroxyzine  in  concept  identification  under  induced 
stress  with  chronic  schizophrenics,  Vladimir  Pishkin, 
A.  Wolfgang,  and  F.  J.  Bradshaw,  Jr.,  J.  Nerv. 
ment.  Dis.,  137:  322-328,  Oct.,  1963. 

Comparative  Study  of  Attempted  Suicides  and  Psychi- 
atric Outpatients,  John  G.  Bruhm,  British  Journal 
of  Preventive  and  Social  Medicine,  17:  4,  October, 
1963. 

Canine  Hemophilia,  W.  E.  Brock,  R.  G.  Buckner, 
J.  W.  Hampton,  R.  M.  Bird,  and  C.  E.  Wulz,  Arch. 
Path.  76126,  1963. 

Infection  of  protoplasts  of  Escherichia  coli  by  bacte- 
riophage X174  treated  with  specific  antibody,  B.  U. 
Bowman,  Jr.,  and  R.  A.  Patnode,  Virology  21:  506- 
508,  1963. 

Specific  nuclear  reaction  pattern  of  antibody  to  DNA 
in  lupus  erthematosus  sera,  Salvador  P.  Casals. 
George  J.  Friou,  and  Perry  O.  Teague,  Journal  of 
Laboratory  and  Clinical  Medicine,  St.  Louis,  62: 
625-631,  Oct.,  1963. 

The  Current  Status  of  Measles  Vaccines.  Editorial. 
Harris  D.  Riley,  South  Med.  J.  56:  1327-1331,  Nov., 
1963. 

Reprints  ol  the  above  publications  are  usually  available  on 
request  from  the  senior  author,  c/o  Mrs.  Joan  Campbell.  Veter- 
ans Administration  Hospital,  921  N.E.  13th  Street,  Oklahoma, 
City,  Oklahoma. 
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Pulmonary  Artery  Banding 

G.  RAINEY  WILLIAMS,  M.D. 


Reduction  of  blood  flow  to  the  lungs  by 
surgical  constriction  of  the  pulmonary  ar- 
tery may  be  advisable  in  three  groups  of 
patients.  Perhaps  the  most  widely  accept- 
ed indication  is  in  the  infant  with  a ven- 
tricular septal  defect  and  massive  left  to 
right  intracardiac  shunting.  Although  most 
infants  with  a ventricular  septal  defect  are 
not  difficult  to  manage  medically,  a small 
number  exhibit  poor  weight  gain,  repeat- 
ed respiratory  infections,  atelectasis,  and 
require  repeated  or  even  continuous  hospi- 
talization. When  the  managing  physician 
feels  that  the  infant  may  succumb  before 
reaching  a size  which  would  permit  direct 
surgical  closure  of  the  ventricular  septal 
defect  (about  12  pounds),  constriction  of 
the  pulmonary  artery  may  be  considered 
as  a temporary  procedure.  When  the  child 
becomes  large  enough,  definitive  closure  of 
the  ventricular  septal  defect  and  release 
of  the  band  are  planned.  The  mortality 
rate  for  pulmonary  artery  banding  in  this 
group  of  patients  is  acceptably  low  and 
clinical  improvement  is  consistently  good. 
There  have  been  too  few  patients  in  whom 
the  banding  has  been  corrected  at  the  time 
of  definitive  operation  to  permit  assess- 
ment of  the  over-all  risk.  It  does  seem 
likely  that  as  pump  oxygenator  techniques 
for  infants  are  perfected,  fewer  patients 
with  ventricular  septal  defect  will  come 
to  preliminary  pulmonary  artery  banding. 

The  second  group  in  which  pulmonary 
artery  banding  may  be  considered  is  in- 
fants with  forms  of  congenital  heart  dis- 
ease not  amenable  to  corrective  treatment 
by  present  techniques,  but  in  which  the 
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life-threatening  physiologic  disturbance  is 
massive  pulmonary  blood  flow.  Examples 
of  such  defects  include  single  ventricle, 
truncus  arteriosus,  and  Taussig-Bing  com- 
plex. When  shunting  occurs  distal  to  the 
right  AV  valve,  pulmonary  artery  band- 
ing is  a rational  form  of  treatment.  The 
operative  mortality  in  these  seriously  ill 
infants  is  high,  but  the  dramatic  improve- 
ment whch  frequently  occurs  in  surviving 
patients  and  the  hopeless  outlook  without 
surgical  treatment  appear  to  justify  con- 
tinued investigation  of  this  operative  ap- 
proach. 

The  third  category  of  patients  are  those 
with  pulmonary  artery  hypertension  and 
increased  pulmonary  vascular  resistance. 
Temporary  reduction  or  damping  of  pul- 
monary pressure  may  allow  regression  of 
the  existing  pulmonary  vascular  disease. 
Too  little  experience  has  accumulated  with 
this  group  of  patients  to  comment  further 
at  this  time.  The  technique  of  pulmonary 
artery  banding  is  simple,  but  applying  it 
in  seriously  ill  small  infants  requires  care- 
ful attention  to  detail.  At  operation,  a 
band  of  teflon  cloth,  umbilical  tape,  or 
similar  material  is  placed  about  the  pul- 
monary artery  and  tightened  until  pulmon- 
ary blood  flow  is  sufficiently  reduced  to 
produce  the  desired  physiologic  result.  The 
end  point  for  banding  is  either  production 
of  a 40-50mm.  gradient  between  the  right 
ventricle  and  distal  pulmonary  artery  or  a 
reduction  of  approximately  20  per  cent  in 
the  distal  pulmonary  arterial  oxygen  satura- 
tion. The  operation  is  short  and  at  times 
it  is  obviously  life  saving.  Continued  review 
of  indications  and  continued  study  of  re- 
sults will  be  necessary  to  assess  the  final 
place  of  this  procedure.  □ 


Journal  / July  1964  / Volume  57 


355 


AMA  Delegates  Duck  Dues  Increase 
At  113th  Annual  Convention 


Tobacco  and  health,  human  rights, 
physician-hospital  relations,  a pro- 
posed AMA  dues  increase,  continuing 
medical  education,  the  cost  of  medi- 
cal care,  and  federal  subsidization 
of  prepayment  plans  and  health  in- 
surance companies  were  among  the 
major  subjects  acted  upon  by  t h e 
House  of  Delegates  at  the  American 
Medical  Association’s  113th  annual 
convention  held  June  21st-25th  in  San 
Francisco. 

Doctor  Donovan  F.  Ward  of  Du- 
buque, Iowa,  vice-president  of  the 
association,  was  named  president- 
elect of  the  association.  He  will  be- 
come president  at  the  June,  1965, 
annual  convention  in  New  York  City, 
succeeding  Doctor  Norman  A.  Welch 
of  Boston,  who  was  installed  at  the 
inaugural  ceremony  in  San  Francis- 
co. 

The  AMA  1964  Distinguished  Serv- 
ice Award  was  won  by  Doctor  Irvine 
H.  Page,  director  of  research  of  the 
Cleveland  Clinic,  for  his  investigation 
of  cardiac,  vascular  and  renal  dis- 
ease. The  AMA  Scientific  Achieve- 
ment Award  went  to  Professor  Rene 
Jules  Dubos,  Ph.D.,  of  the  Rockefel- 
ler Institute,  New  York  City,  and  the 
Joseph  Goldberger  Award  in  Clinical 
Nutrition  was  presented  to  Doctor 
William  J.  Darby  of  Vanderbilt  Uni- 
versity School  of  Medicine,  Nash- 
ville. 

Final  registration  figures  reached 
a grand  total  of  49,437,  including 
14,229  physicians. 

Dues  Increase 

Doctor  Edward  R.  Annis  of  Mi- 
ami, outgoing  AMA  president,  told 
the  special  Sunday  afternoon  opening 
session  that  a greater  effort  is  need- 
ed in  the  areas  of  continuing  medical 
education  and  health  education  pro- 


grams. He  also  urged  state  and  coun- 
ty medical  associations  to  bolster 
their  paid  executive  personnel  to 
help  carry  out  local,  state  and  na- 
tional projects.  Doctor  Annis  called 
for  an  increase  in  AMA  dues  (to  $100 
annually)  and  later  the  House  refer- 
red the  question  of  a dues  increase 
to  the  Board  of  Trustees  for  study 
and  for  a report  at  the  1964  Clini- 
cal Meeting  in  Miami. 

The  dues  increase  request  was  met 
with  mixed  emotions,  many  of  the 
delegates  expressed  opinions  that  top 
heavy  financing  of  the  AMA  would 
stifle  the  abilities  of  state  and  county 
medical  societies  to  meet  their  re- 
sponsibilities and  would  lead  to  cen- 
tralization of  organized  medicine. 

Tobacco  and  Health 

The  House  approved  a strong  stand 
on  tobacco  and  health  by  calling  cig- 
aret  smoking  “a  serious  health  haz- 
ard.” This  action  was  taken  after  the 
reference  committee  on  Public  Health 
and  Occupational  Health  considered 
ten  resolutions  and  a Board  of  Trus- 
tees report  on  the  subject  and 
heard  considerable  testimony. 

In  adopting  a four-point  reference 
committee  report,  the  House  said 
“the  American  Medical  Association 
is  on  record  and  does  recognize  a 
significant  relationship  between  cig- 
aret  smoking  and  the  incidence  of 
lung  cancer  and  certain  other  dis- 
eases.” 

It  urged  that  programs  be  develop- 
ed to  disseminate  vital  health  educa- 
tion material  on  the  hazards  of  smok- 
ing to  all  age  groups  through  all 
means  of  communication.  The  House 
also  recognized  the  contribution  of 
the  Surgeon  General’s  Committee  in 
its  comprehensive  report.  And  it 
emphasized  that  a joint  committee  of 


the  AMA  and  the  National  Education 
Association  already  has  adopted  a 
resolution  urging  elementary  and  sec- 
ondary schools  to  include  programs 
on  smoking  and  health  in  their  health 
education  curricula. 

Finally,  the  House  said  that  the 
delegates  and  the  Board  of  Trustees 
“should  take  great  pride  in  the  es- 
tablishment of  the  research  program 
on  tobacco  and  health  that  is  being 
carried  out  by  the  AMA  Education 
and  Research  Foundation.” 

In  adopting  the  report  of  the  AMA- 
ERF  the  House  called  attention  to 
the  following  statement: 

“The  Board  of  Directors  of  AMA- 
ERF  and  the  Board  of  Trustees  of 
the  AMA  were  clearly  aware  of  the 
possibility  of  criticism  in  accepting 
this  grant  (10  million  dollars  from 
several  tobacco  companies).  But 
against  that  possibility  they  weighed 
the  potential  benefits  to  the  public 
who  will  continue  to  smoke  and  con- 
cluded that  the  risk  was  insignificant 
by  comparison.  The  only  hope  of 
minimizing  the  hazards  of  smoking 
lies  in  research  which  points  to  the 
course  that  the  AMA  as  well  as  oth- 
ers must  take.” 

Human  Rights 

On  the  major  issue  of  human 
rights  the  House  declared  itself 
“unalterably  opposed  to  the  denial  of 
membership,  privileges  and  respon- 
sibilities in  county  medical  societies 
and  state  medical  associations  to  any 
duly  licensed  physician  because  of 
race,  color,  religion,  ethnic  affilia- 
tion, or  national  origin.” 

This  action  was  taken  after  the  ref- 
erence committee  had  heard  a detail- 
ed discussion  and  had  considered  four 
resolutions  on  the  subject. 

In  addition,  the  House  called  “upon 
all  state  medical  associations,  all 
component  societies,  and  all  individ- 
ual members  of  the  AMA  to  exert  ev- 
ery effort  to  end  every  instance  in 
which  such  equal  rights,  privileges 
and  responsibilities  are  denied.” 

The  House  also  accepted  a report 
from  the  Board  on  the  liaison  com- 
mittees of  the  AMA  and  the  National 
Medical  Association.  This  report  re- 
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viewed  the  history  of  the  commit- 
tees and  noted  that  “great  progress 
has  been  made  voluntarily.  More 
progress  can  reasonably  be  expected 
in  the  immediate  future,  especially 
if  the  committees  are  permitted  to 
continue  on  a constructive,  coopera- 
tive basis.  This  requires  effort,  but 
more  importantly,  good  will  and  the 
desire  to  eliminate  problems.” 

Physician-Hospital  Relations 

Conclusions  and  recommendations 
in  a significant  and  extensive  report 
on  physician-hospital  relations  were 
adopted  by  the  House.  Prepared  by 
the  Council  on  Medical  Service’s 
Committee  on  Medical  Facilities, 
the  report  stresses  “the  imperative 
need  for  the  medical  profession  to  as- 
sume responsibility  for  the  quality, 
continuity,  and  availability  of  profes- 
sional services  and  for  the  coordi- 
nation of  these  services  with  the  oth- 
er essential  supportive  aspects  of 
health  care.” 

The  report’s  recommendations  are 
designed  to  serve  as  guidelines  for 
physicians  in  meeting  the  problems 
involved  in  the  changing  patterns  of 
care  such  as : appointment  of  salaried 
chiefs  of  staff;  appointment  of  sal- 
aried heads  of  clinical  departments; 
appointment  of  salaried  directors  of 
medical  education;  employment  of 
salaried  physicians  for  outpatient  and 
emergency  departments;  use  of  sal- 
aried physicians  to  provide  care 
ordinarily  provided  by  interns  and 
residents;  and  utilization  of  closed- 
panel  prepayment  medical  care  pro- 
grams by  hospitals. 

The  report  also  includes  a review 
of  the  development  of  AMA’s  policy 
on  physician-hospital  relations,  a 
study  of  the  relation  of  policy  to  ac- 
tual practice,  and  an  investigation  of 
the  factors  influencing  change  — in- 
cluding graduate  education,  medical 
finance,  expansion  of  hospital  func- 
tions and  regulation  of  medical  care. 

Continuing  Medical  Education 

Authorization  was  made  by  the 
House  to  establish  an  AMA-spon- 
sored  survey  and  accreditation  pro- 


gram in  continuing  medical  educa- 
tion. In  the  program,  attention  will 
be  concentrated  on  institutions  and 
organizations  offering  courses  rather 
than  on  individual  courses,  and  ap- 
praisal of  an  institution’s  or  organi- 
zation’s program  will  be  carried  out 
only  at  its  request. 

Eventually,  approved  institutions  or 
organizations  will  be  so  designated 
in  the  Council’s  annual  lists  of  “Con- 
tinuing Education  Courses  for  Physi- 
cians,” and  when  all  institutions 
which  wish  to  list  their  courses  have 
had  the  opportunity  to  be  considered 
for  approval,  only  courses  of  approv- 
ed institutions  and  organizations  will 
be  included  in  the  annual  list.  Pro- 
grams will  be  surveyed  by  a Review 
Committee  on  Continuing  Medical 
Education. 

Cost  of  Medical  Care 

A four-volume  report  of  the  AMA 
Commission  on  the  Cost  of  Medical 
Care  was  received  by  the  delegates, 
and  the  House  concurred  with  the 
Board  of  Trustees  that  the  con- 
clusions and  recommendations  of  the 
Commission  will  be  studied  and  a re- 
port will  be  made  to  the  House  for 
its  consideration  at  the  1964  Clinical 
Convention. 

The  four  volumes  include  a Gener- 
al Report  on  factors  involved  in  med- 
ical care  costs,  a full  report  on  “Pro- 
fessional Review  Mechanisms,”  an- 
other on  “Significant  Medical  Ad- 
vances,” and  one  on  “Changing  Pat- 
terns of  Hospital  Care.” 

In  its  report  the  Board  said  that 
the  Commission  “is  aware  that  its 
efforts  will  not  result  in  a magic 
reduction  in  the  price  of  medical  and 
hospital  services.  It  does  believe, 
however,  that  its  study  has  produced 
a considerable  amount  of  new  and 
relevant  information  which  will  serve 
as  a basis  for  better  understanding 
by  the  public  and  the  medical  pro- 
fession of  this  complex  subject.” 

Other  Actions 

• Delegates  reaffirmed  the  AMA 
policy  favoring  federal  grants  for 
“bricks  and  mortar”  — funds  for 


construction  and  renovation  of  medi- 
cal schools,  hospitals,  related  insti- 
tutions, and  mental  health  centers  — 
but  urged  that  the  “advantages  and 
desirability  of  multiple  source  financ- 
ing be  kept  clearly  in  mind.”  The 
House  also  was  informed  by  the 
Board  that  it  is  appointing  a com- 
mission to  conduct  a broad  study  of 
the  role  of  federal  support  of  medi- 
cal research. 

• The  House  went  on  record  as  op- 
posing federal  subsidization  of  pre- 
payment plans  and  health  insurance 
companies,  and  it  asked  for  an  AMA 
study  of  the  development  of  state  pro- 
grams which  utilize  prepayment 
plans  or  health  insurance  companies 
in  the  implementation  of  state  pro- 
grams of  medical  aid  to  the  aging 
under  the  Kerr-Mills  law. 

• A proposal  to  poll  all  AMA  mem- 
bers concerning  compulsory  Social 
Security  for  self-employed  physicians 
was  rejected  by  the  House.  In  addi- 
tion, the  House  concurred  with  the 
reference  committee  in  opposing 
polls  of  the  membership  on  issues  of 
“great  or  even  moderate  impor- 
tance” because  the  House  members 
express  the  majority  sentiments  of 
their  constituents  on  all  questions 
coming  before  the  House. 

• An  expanded  program  on  medical 
ethics  was  endorsed  by  the  House. 
The  program  will  be  designed  to  edu- 
cate physicians  and  the  public  on 
what  medical  ethics  means  to  them 
and  how  medical  ethics  affects 
them.  The  Judicial  Council,  working 
with  the  Board  of  Trustees,  will  de- 
termine the  means  by  which  this  ex- 
panded program  is  to  be  imple- 
mented. 

• Approval  was  given  to  a change  in 
the  Bylaws  to  allow  the  House  to  set 
the  hour  and  day  of  election  of  AMA 
officers  at  the  Annual  Convention. 
This  was  adopted  early  in  the  House 
session  and  made  it  possible  to  have 
the  nominations  on  Wednesday  after- 
noon and  the  elections  on  Thursday 
morning. 

• A three-point  communications  pro- 
gram designed  to  improve  the  pub- 
lic relations  position  of  the  medical 
profession  was  endorsed  by  the  House 
on  recommendation  of  the  AMA  Com- 
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mittee  on  Communications.  The  pro- 
gram includes  a redoubling  of  efforts 
by  county  and  state  societies,  closer 
liaison  with  media  personnel  and 
prompt  information  to  state  socie- 
ties on  AMA  news  releases  and  testi- 
mony. 

• Delegates  approved  the  creation 
of  a Section  on  Allergy  on  recom- 
mendation of  the  Board  of  Trustees. 

• A comprehensive  inquiry  of  the 
causative  factors  for  the  sharp  in- 
crease in  syphilis  and  gonorrhea  re- 
ceived favorable  consideration  and 
Delegates  urged  the  AMA  to  “take 
leadership  in  educational  and  re- 
search measures  designed  to  control 
and  eliminate  syphilis.” 

• A national  conference  on  areawide 
planning  of  hospitals  was  authoriz- 
ed, to  be  sponsored  under  the  aus- 
pices of  the  AMA. 

• The  problems  of  unwed  mothers, 
illegitimacy  and  other  related  mat- 
ters are  to  be  studied  and  positive 
prevention  programs  developed. 

• Delegates  supported  a position 
statement  on  protecting  children 
against  physical  abuse  and  called  for 
legislative  guidelines  to  the  states 
relative  to  legislation  on  this  matter. 

• The  Board  of  Trustees  was  asked 
to  investigate  establishment  of  a 
wire  communications  system  be- 
tween AMA  headquarters  in  Chicago 
and  offices  of  state  medical  associa- 
tions. 

• A resolution  condemning  the  prac- 
tice by  some  hospitals  of  adopting 
constitutions  which  deny  staff  privi- 
leges to  physicians  not  eligible  or 
certified  by  specialty  bodies  or  socie- 
ties was  referred  to  the  Council  on 
Medical  Service. 

• The  House  recommended  that  the 
Board  of  Trustees  use  the  talents  of 
Doctor  Edward  R.  Annis,  immediate 
past-president,  and  other  qualified 
spokesmen  for  medicine  with  appro- 
priate remuneration. 

The  Committee  on  Insurance  and 
Prepayment  Plans  of  the  Council  on 
Medical  Service  was  requested  to 
consider  a revision  of  simplified 
health  insurance  claims  forms. 


• The  Board  of  Trustees  was  in- 
structed to  approve  the  establish- 
ment of  an  ad  hoc  study  on  family 
practice  as  proposed  by  the  Council 
on  Medical  Education. 

Inaugural  Ceremony 

Doctor  Welch,  in  his  inaugural  ad- 
dress Tuesday  night,  said  that  medi- 
cine must  be  united  if  it  is  “to 
serve  the  public  in  the  future  to  the 
high  degree  that  it  has  in  the  past.” 
He  stressed  that  American  physi- 
cians must  be  “standing  strong  and 
firm  with  a heart  and  a conscience 
tuned  to  public  need,  with  a respect 
for  the  rights  and  privileges  of  the 
individual,  and  with  an  abiding  faith 
in  our  free  competitive  system  of 
medical  practices.” 

In  keeping  with  Doctor  Welch’s 
address,  “Unity  in  Medicine,”  presi- 
dents or  their  representatives  from 
29  medical  specialty  organizations 
were  honored  guests  at  the  cere- 
mony. 

Speaking  at  the  Wednesday  ses- 
sion, Doctor  Welch  pointed  up  the 
growing  alliance  between  medicine 
and  research  — an  alliance  rooted 
in  truth,  knowledge  and  the  freedom 
to  search  them  out.  He  called  these 
“the  greatest  assets  available  for  hu- 
man development  and  human  well- 
being.” Doctor  Welch  also  enum- 
erated the  important  projects  of  the 
AMA  in  the  past  year  such  as  men- 
tal health,  continuing  medical  educa- 
tion, tobacco  and  health,  and  AMA- 
ERF,  the  Institute  of  Biomedical  Re- 
search. 

Election  of  Officers 

In  addition  to  Doctor  Ward,  the 
new  president-elect,  the  following  of- 
ficers were  named: 

Doctor  Carlton  Wertz  of  Buffalo, 
vice-president;  Doctor  Milford  0. 
Rouse  of  Dallas,  speaker  of  the 
House,  and  Doctor  Walter  C.  Borne- 
meier  of  Chicago,  vice-speaker. 

Doctor  Robert  C.  Long  of  Louisville 
was  re-elected  to  the  Board  of  Trus- 
tees for  a three-year  term,  and  Doc- 
tor Alvin  J.  Ingram  of  Memphis  was 
elected  to  a three-year  term.  Doctor 
Ingram  replaces  Doctor  R.  B.  Rob- 
ins of  Camden,  Arkansas. 


Nominated  and  elected  to  the  Ju- 
dicial Council  was  Doctor  Charles  C. 
Smeltzer  of  Knoville,  Tennessee. 

Named  to  the  Council  on  Medical 
Education  were  Doctor  William  P. 
Longmire  of  Los  Angeles,  and  Doc- 
tor William  A.  Sodeman  cf  Philadel- 
phia. 

Elected  to  the  Council  on  Medical 
Service  was  Doctor  John  Rumsey  of 
San  Diego,  and  re-elected  was  Doc- 
tor Willard  A.  Wright  of  Williston, 
North  Dakota. 

Doctor  William  A.  Hyland  of  Grand 
Rapids,  Michigan,  was  re-elected  to 
the  Council  on  Constitution  and  By- 
laws. □ 

OSMA  Program 
Features  Twelve 
Priority  Projects 

Association  president  Harlan  Thom- 
as, M.D.,  Tulsa,  has  developed  a 
schedule  of  priority  projects  for  the 
current  organizational  year.  While  ef- 
forts will  be  made  to  actively  engage 
the  association  in  all  matters  of  in- 
terest, attention  to  the  following 
projects  will  be  strongly  emphasized: 

1.  The  threat  of  King- Anderson  type 
legislation  must  be  met  with  contin- 
ued, vigorous  opposition. 

2.  The  citizenship  activities  of  as- 
sociation members  and  wives  have  to 
be  stressed,  because  failure  to  do  so 
will  directly  and  adversely  affect 
the  future  course  of  medicine  and  of 
our  nation  in  general.  The  association 
must  provide  for  increased  endorse- 
ment, and  for  more  widespread  in- 
dividual support  of  the  Oklahoma 
Medical  Political  Action  Commit- 
tee (OMPAC). 

3.  The  1965  state  legislature  must 
command  priority  status,  and  a more 
effective  network  of  statewide  organ- 
ization must  be  developed  to  assure 
the  profession  the  representation  it 
deserves  on  the  many  legislative  pro- 
posals which  will  directly  or  indirect- 
ly affect  the  profession  or  the  public 
health. 

4.  The  public  image  of  the  pro- 
fession must  be  improved,  at  the 
state,  county  and  individual  levels, 
because  public  misunderstanding  of 
the  profession’s  ideals  and  objectives 
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is  oftentimes  the  root  of  major  de- 
mands for  medical  reform.  The  way- 
ward doctor  is  our  responsibility;  the 
cost  of  medical  care  is  our  responsi- 
bility to  explain  and  correct  when 
indicated;  the  image  of  a profession 
which  is  individually  and  collectively 
working  for  the  public  good  is  ours 
to  build,  nourish  and  maintain  in 
truth. 

5.  The  rights  of  physicians  and  hos- 
pitals to  realize  fair  compensation 
for  services  performed  under  the 
auspices  of  the  Kerr-Mills  program 
must  be  defended,  and  better  ar- 
rangements than  present  have  to  be 
made.  At  the  same  time,  the  associ- 
ation must  continue  to  support  the 
principle  of  Kerr-Mills;  that  indigent 
medical  care  should  be  controlled  at 
the  state  level,  based  upon  establish- 
ed need,  and  designed  for  circum- 
stances peculiar  to  Oklahoma. 

6.  The  increase  in  unwarranted 
malpractice  claims  and  judgments 
must  become  the  subject  of  an  all- 
out  war  of  education  and  prevention. 

7.  The  county  medical  societies  and 
individual  members  must  be  better 
informed  regarding  the  goals  and 
plans  of  organized  medicine,  and  in 
the  majority  of  cases,  must  be  en- 
couraged to  be  more  responsive  and 
cooperative. 

8.  The  scientific  quality  of  Oklaho- 
ma Medicine  must  be  maintained 
through  postgraduate  education. 

9.  The  relationships  of  the  medical 
profession  with  other  professional 
and-or  ancillary  groups  must  be  stud- 
ied, clarified  and  resolved  to  a state 
of  all  possible  harmony. 

10.  The  renaissance  of  mental 
health  programming  in  Oklahoma 
must  be  recognized  at  all  levels 
of  medicine,  and  doctors  and  medical 
societies  must  be  encouraged  to  con- 
tribute, constructively,  to  the  realiza- 
tion of  better  facilities  and  methods 
for  treating  mental  illness. 

11.  The  association  must  develop 
better  rapport  with  medical  educa- 
tion, medical  educators,  and  medical 
students,  and  study  the  present  edu- 
cational system  with  objectivity  rath- 
er than  emotion,  with  the  ultimate 
goal  of  providing  the  public  with  the 


amount  and  quality  of  medical  care 
it  expects  and  deserves. 

12.  The  association  must  improve 
its  internal  efficiency  by  recodifying 
the  constitution  and  bylaws,  and  by 
modernizing  staff  and  administrative 
capabilities. 

Councils,  Committees  At  Work 

To  accomplish  the  many  important 
objectives  of  the  OSMA,  Doctor 
Thomas  has  announced  the  formula- 
tion of  twenty-eight  councils  and 
committees  involving  more  than  two 
hundred  members  of  the  association. 

Organizational  meetings  of  the 
councils  are  being  held  this  summer 
and  projects  are  being  assigned  to 
the  committees  serving  under  the  di- 
rection of  each  council.  Beginning  in 
September,  when  the  organizational 
work  of  the  OSMA  gets  into  full 
swing,  the  councils  will  meet  on  a 
bimonthly  basis,  with  the  respec- 
tive committees  of  each  council 
meeting  on  alternate  months. 

“A  lot  of  manpower  is  needed  to 
effectively  discharge  the  responsibil- 
ities of  the  organization,”  Doctor 
Thomas  said,  “and  we  are  hopeful 
that  council  and  committee  per- 
sonnel will  take  their  jobs  seriously, 
roll  up  their  sleeves  and  get  right  to 
work.  The  problems  of  the  associa- 
tion can’t  be  solved  by  the  officers 
and  staff  alone,  although  both  groups 
will  contribute  immeasurably  to  the 
attainment  of  our  objectives. 

“Letting  George  do  it  is  a conveni- 
ent way  out  of  most  assignments,” 
Thomas  observed,  “but  we  know  that 
he  won’t  and  that  we  must.”  I 

OHA  To  Hold  Annual 
Scientific  Session 

Three  outstanding  scientists  will 
be  featured  Sunday,  September  20th, 
1964,  at  the  Annual  Scientific  Ses- 
sion of  the  Oklahoma  Heart  Associa- 
tion, at  an  all-day  meeting  in  the 
Skirvin  Hotel,  Oklahoma  City. 

Planned  by  the  Professional  Ed- 
ucation Committee  of  the  Oklahoma 
Heart  Association,  the  meeting  has 
been  approved  by  the  American 
Academy  of  General  Practice  for 
four  hours  Category  II  Credit.  □ 


Senior  Medical 
Students  Honored 

Bruce  Lee  Evatt,  M.  D.,  Wayne, 
and  Richard  Allgood,  M.D.,  Altus. 
received  the  principal  senior  hon- 
ors at  the  University  of  Oklahoma 
School  of  Medicine  commencement 
June  14th. 

Doctor  Evatt  was  presented  the 

L.  J.  Moorman  Award  given  an- 
nually to  the  graduating  senior  who 
has  shown  the  greatest  scholarly 
attitude  in  medicine. 

Doctor  Allgood  took  the  Onis 
George  Hazel  Memorial  Award  for 
the  student  who  most  nearly  ap- 
proaches the  ideal  doctor -patient 
relationship  in  his  clinical  work,  and 
also  the  Oklahoma  City  Surgical 
Society  Award  to  the  most  out- 
standing senior  in  surgery. 

Student  Research  Achievement 
awards,  based  on  an  original  in- 
vestigation and  the  preparation  of 
a thesis,  went  to  Robert  Darryl 
Fisher,  M.D.,  Ada,  and  Robert 
Wuerflein,  M.D.,  Enid.  Doctor 
Fisher’s  research  was  in  pharma- 
cology and  Doctor  Wuerflein’s  in  sur- 
gery. 

The  graduates  were  among  89  who 
received  M.D.  degrees  in  rites  at 
Holmberg  Hall  on  the  Norman 
campus. 

Doctor  Fisher  last  fall  won  the 
Pfizer  Laboratories  Medical  Schol- 
arship based  on  high  scholastic- 
achievement  in  all  prior  medical 
school  studies  and  the  Coyne  H. 
Campbell  Award  for  top  scholarship 
in  the  third  year. 

Other  honors  announced  at  com- 
mencement were:  to  Judy  Williams. 

M. D.,  Enid,  the  American  Academy 
of  Dental  Medicine  certificate  of 
merit  for  promise  in  the  field  of 
dental  medicine;  and  to  Richard 
Honaker,  M.D.,  Bethany,  the  Mrs. 
Eugene  Fay  Lester  Book  Award  in 
recognition  of  consistent  effort  and 
dedication  as  a medical  student. 

Special  awards  were  presented  by 
Dean  Mark  R.  Everett,  retiring  Dean 
and  Director  of  the  medical  center.  □ 
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YOUR  PROFESSIONAL  SKILL 

. ...  is  not  only  your  most  valuable  asset,  but  your  most  perishable  source  of  income. 

MASSACHUSETTS  MUTUAL 

has  an  individual  insurance  plan  which  will  guarantee  the  earning  value  of  your  skill. 

It  will  pay  a regular  income  to  you  each  month  through  your  years  of 
retirement  or  to  your  family  from  the  time  of  your  death. 

Supplement  your  OSMA  Group  Insurance  with  this  valuable  additional  coverage. 


WILSON  & WILSON,  INC. 

General  Agent 

1280  First  Nat'l  Bldg.  - Tel.  CE  6-4681 
Oklahoma  City 


:hu$etts  mutual 

LIFE  INSURANCE  COMPANY 


SPRINGFIELD  MASSACHUSETTS  - ORGANIZED  1851 


DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Robert  O.  Bowles  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

720  N.W.  50th  St.  P.  O.  Box  18735 
OKLAHOMA  CITY,  OKLAHOMA  73118 
Telephone  Victor  2-1431 
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TULSA  ASSEMBLY  CENTER  PICKED  FOR  1965  OSMA  ANNUAL  MEETING 


After  a lifetime  of  making-do  with 
the  inadequate  convention  facilities  of 
the  state,  the  Oklahoma  State  Medi- 
cal Association  will  move  major  por- 
tions of  its  1965  annual  meeting  to  the 
luxurious  quarters  of  the  new  Tulsa 
Assembly  Center.  Dates  for  the 
meeting  are  May  14th,  15th  and  16th. 

The  decision  to  stage  scientific 
meetings,  technical  and  scientific  ex- 
hibits, and  general  sessions  of  t h e 
House  of  Delegates  in  the  new  audi- 
torium was  made  by  the  Annual 
Meeting  Planning  Committee  at  a 
June  8th  meeting  in  Tulsa.  The  en- 
tire annual  event  had  previously  been 
scheduled  for  the  Mayo  Hotel. 

With  the  convenient  arrangement 
of  meeting  room  areas  in  the  huge 
building,  it  will  be  possible  to  hold 
the  exhibit  and  all  major  meetings 
in  the  same  room,  by  the  use  of  slid- 
ing, sound-proof  doors. 

Plans  call  for  the  Board  of  Trus- 
tees to  meet  at  the  Mayo  Hotel  on 
the  afternoon  of  May  13th,  and  for 
House  of  Delegates  sessions  at  the 
assembly  center  on  the  mornings  of 
May  14th  and  15th.  During  the  Dele- 
gates’ sessions,  scientific  program- 
ming will  also  be  in  progress  and 
will  continue  throughout  the  after- 
noons and  for  a half-day  on  Sunday, 
May  16th. 

Reference  committees  of  the  House 
will  meet  Friday  evening  in  the 
Mayo  Hotel. 

OSMA’s  Inaugural  Ceremonies  will 
take  place  at  the  Mayo  Hotel  on  Sat- 
urday night,  May  15th,  but  the  plan- 
ning committee  has  agreed  to  drop 


the  annual  dance  in  favor  of  an 
elaborate  dinner,  perhaps  featuring  a 
gourmet  or  specialty-type  menu. 

The  popular  Conference  on  Med- 
icine and  Religion,  which  drew  400 
persons  at  the  1964  annual  meeting, 
is  scheduled  for  Saturday  afternoon. 
Other  annual  meeting  events  in  the 
planning  stage  include  the  annual 
golf  tournament,  socio-economic  lec- 
tures and  seminars,  and  a featured 
program  co-sponsored  by  the  Oklaho- 


LOANS FOR- 

Clinics  and  Offices  — Commercial 
Real  Estate  and  Real  Estate 
Developments— 

Business  Loans. 

OR- 

For  private  investment  and  lending 
opportunities  in  Oklahoma  and  the 
Southwest — 

CONTACT- 

Capital  Acquistions 

LOAN  CONSULTANTS 

2818  First  National  Bank  Building 
Oklahoma  City,  Okla.  73102  CE  6-2474 

(Not  a Securities  Broker) 


ma  Medical  Political  Action  Commit- 
tee. 

Specialty  societies  and  the  Oklaho- 
ma Academy  of  General  Practice 
will  be  asked  to  assist  in  the  plan- 
ning and  conduct  of  the  scientific  pro- 
gram, according  to  Howard  A.  Ben- 
nett, M.D.,  planning  committee 
chairman  from  Tulsa. 

Doctor  Bennett’s  committee  is 
comprised  of  Irwin  H.  Brown,  M.D., 
Oklahoma  City,  R.  R.  Hannas,  Jr., 
M.D.,  Sentinel,  James  W.  Murphree, 
M.D.,  Ponca  City,  Francis  R.  First, 
M.D.,  Checotah,  C.  S.  Lewis,  M.D., 
Tulsa,  and  Jerry  Sisler,  M.D.,  Tulsa. 

□ 

Medicare  Dumped  By 
Ways  and  Means  Group 

Another  round  in  the  socialized 
medicine  fight  came  to  an  end  June 
24th  when  the  House  Ways  and 
Means  Committee  voted  to  defer  any 
action  on  the  King- Anderson  Bill, 
H.R.  3920.  The  vote  came  on  the  mo- 
tion of  Representative  King,  one 
of  the  authors  of  the  controversial 
“Medicare  Bill,”  who  said  he  lacked 
one  vote  of  getting  approval  and 
took  the  best  possible  alternative  to 
avoid  an  adverse  vote. 

Opponents  of  H.R.  3920  are  now 
watching  the  Senate,  where  it  is  en- 
tirely possible  that  an  attempt  will 
be  made  to  attach  social  security 
health  care  benefits  as  an  amend- 
ment to  other  House  passed  social  se- 
curity legislation.  A similar  effort 
was  made  in  1962  and  was  narrowly 
defeated  by  a vote  of  52-48. 
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ALUMNI  ASSOCIATION  HOSTS  CLASS  OF  1964 


First  to  arrive  at  an  Honoring  House  for  the  O.U.  M.D.  Class  of  1964 
and  their  wives  and  dates,  hosted  by  the  O.U.  Medical  Alumni  Association 
on  June  12th  at  the  Faculty  House  were  (right):  President  and  Mrs.  Robert 
W.  Lowrey  of  the  Alumni  Association  and  President  and  Mrs.  Harlan  Thomas 
of  the  Oklahoma  State  Medical  Association. 


Trustees  To  Meet  July  26th 


news 

Also  side-stepped  by  the  Commit- 
tee were  proposals  to  bolster  the 
medical  association  favored  Kerr- 
Mills  law.  The  chairman  of  the  com- 
mittee, Representative  Wilbur  Mills, 
was  believed  to  be  sponsoring  a 
beefed-up  Kerr-Mills  law  to  further 
offset  the  alleged  need  for  social  se- 
curity financed  health  care. 

So,  with  both  efforts  thwarted  by 
committee  indecision,  the  health 
care  for  the  aged  issue  is  still  very 
much  alive,  and  medical  leaders  are 
cautioning  physicians  against  being 
overly  enthusiastic  about  the  appar- 
ent demise  of  Medicare. 

As  a matter  of  fact,  opponents  of 
the  measure  should  continue  ad- 
vising their  elected  representatives 
in  Washington  of  their  objections  to 
H.R.  3920  or  similar  measures. 

Pay  Boost 

An  election-year  raise  in  social  se- 
curity cash  benefits  was  recommend- 
ed by  the  committee  in  the  form  of 
a five  per  cent  across-the-board  in- 
crease affecting  nearly  20  million  re- 
tired workers,  widows  and  disabled 
persons. 

The  increase  will  be  the  first  gen- 
eral raise  since  1958,  and  it  will  re- 
quire that  payroll  taxes  be  increased 
in  steps  between  next  January  and 
1971.  In  1971,  employers  and  employ- 
ees each  would  be  paying  a tax  rate 
of  4.8  per  cent  on  the  first  $5,800  of 
wages.  At  the  present  time,  the 
rate  is  3.625  per  cent  of  the  first  $4,- 
800  of  income. 

Social  Security 
For  Doctors? 

The  Ways  and  Means  Committee 
also  recommended  mandatory  entry 
into  the  social  security  system  for 
about  150,000  doctors  and  interns  who 
are  presently  exempt  from  participa- 
tion. 

The  American  Medical  Association 
and  the  Oklahoma  State  Medical  As- 
sociation have  steadfastly  opposed  in- 
clusion of  physicians  under  the  pro- 
gram. n 


A special  session  of  the  OSMA 
Board  of  Trustees  has  been  called  for 
July  26th  at  1:30  p.m.  in  the  associa- 
tion headquarters  building,  Oklaho- 
ma City.  The  meeting  was  called  by 
president  Thomas,  on  advice  of  his 
Executive  Committee,  to  clear  up 
agenda  items  requiring  Trustees’  ac- 
tion. 

Among  the  items  to  be  discussed 
at  the  meeting  will  be  the  considera- 
tion of  hiring  an  additional  staff 
member  for  OSMA  headquarters. 
This  matter  resulted  from  the  recent 
House  of  Delegates  directive  for  the 
Board  of  Trustees  to  consider  the 
employment  of  personnel  “with  spe- 
cialized talents,”  and  was  prompt- 
ed by  outgoing  president  Joe  L. 
Duer’s  recommendation  that  the 
OSMA  consider  employing  an  M.D. 
as  executive  vice-president. 

The  state  of  repair  of  the  associa- 
tion’s headquarters  property  will 
also  receive  the  attention  of  Trus- 
tees. In  view  of  the  fact  that  the 


building  is  now  eight  years  old  and 
has  not  been  fully  renovated  since  its 
construction,  the  Executive  Commit- 
tee is  recommending  certain  mainten- 
ance projects  and  improvements 
to  the  property.  Painting,  plastering, 
and  parking  lot  paving  are  among 
the  items  to  be  discussed. 

Another  subject  to  receive  discus- 
sion will  be  ways  and  means  of 
providing  better  OSMA  support  to  the 
Oklahoma  Medical  Political  Action 
Committee.  Although  the  project  has 
been  endorsed  in  principle  by  the 
House  of  Delegates  on  several  occa- 
sions, the  association  has  made  no 
concerted  effort  to  lend  the  strength 
of  its  support  to  OMPAC,  particular- 
ly in  the  area  of  building  physician 
participation  in  the  activity. 

Follow-up  action  on  the  House  of 
Delegates’  controversial  recommen- 
dation to  convert  the  operation  of 
Oklahoma’s  Kerr-Mills  program  to  a 
system  of  prepaid  health  insurance 
(Continued  on  Page  3641 
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The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 

(Formerly  Beverly  Hills  Clinic  and  Sanitarium ) 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Buildings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 


PSYCHIATRY 

A.  J.  Schwenkenberg,  M.D. 

Joseph  L.  Knapp,  M.D. 
Jackson  H.  Speegle,  M.D. 
Fred  H.  Jordan,  M.D. 


PSYCHIATRY 
Joseph  H.  Lindsay,  M.D. 
John  T.  Holbrook,  M.D. 
PSYCHOLOGY 

Traudi  E.  Jordan-Diener,  Ph.D. 
W.  R.  Garretson,  M.  A. 


1353  N.  Westmoreland  Dallas  11,  Texas  FE  1-8331 
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TRUSTEES  . . . 

(Continued  from  Page  362) 

will  be  featured  at  the  board  meet- 
ing. A newspaper  account  of  the 
Delegates’  action  during  the  last  an- 
nual meeting  provoked  an  unpleasant 
exchange  of  news  releases  between 
the  OSMA  and  the  Department  of 
Public  Welfare. 

Since  the  newspaper  fracas  ended, 
correction  of  the  financial  problems 
of  the  Department  of  Public  Welfare 
has  received  considerable  attention, 
and  the  future  of  the  program  has 
been  cast  in  a more  optimistic  light. 
The  Public  Welfare  Committee  of 
the  OSMA  is  presently  studying  the 
House  of  Delegates  proposal  in  re- 
lation to  recent  and  projected  devel- 
opments, and  will  make  definite  rec- 
ommendations to  the  Board  of  Trus- 
tees. Meetings  have  been  held  with 
the  Director  of  the  Department  of 
Public  Welfare,  with  Blue  Cross-Blue 
Shield  officials,  and  with  respresenta- 


tives  of  the  Oklahoma  Hospital  Asso- 
ciation. 

Other  items  on  the  July  26th  agen- 
da include: 

Reviewed  sponsorship  of  the  “Em- 
ploy the  Handicapped  Essay  Con- 
test.” 

Appointment  of  a physician  to  the 
Health  Department’s  Hospital  Advis- 
ory Council  for  Licensure,  Stand- 
ards and  Regulations. 

Resumption  of  official  liaison  with 
the  Office  of  Dependents’  Medical 
Care,  for  the  operation  of  the  health 
care  program  in  Oklahoma  for 
dependents  of  servicemen  (the  OSMA 
severed  relations  with  O.D.M.C.  in 
1960). 

Consideration  of  1965  annual 
meeting  plans,  and  modification  of 
existing  policies. 

Approval  of  the  official  audit  for 
the  1963-64  fiscal  year,  and  the  ap- 
pointment of  a Committee  on  Appro- 
priations and  Auditing. 

Consideration  of  a pre-arranged 
schedule  for  Board  of  Trustees  meet- 
ings. □ 


Tulsa,  Oklahoma 
County  Societies  Move 
To  New  Headquarters 

The  two  major  county  medical  so- 
cieties of  the  Oklahoma  State  Medi- 
cal Association  announced  almost 
simultaneously  their  plans  to  move 
to  improved  office  facilities. 

Oklahoma  County  Medical  Society 
moved  on  July  15th  to  a suite  in  the 
new  Executive  Terrace  Office  Build- 
ing, 2809  N.  W.  Expressway,  Oklaho- 
ma City.  The  society  formerly  occu- 
pied offices  in  the  Medical  Arts 
Building. 

Tulsa  County  Medical  Society  plans 
to  move  its  headquarters  to  104  Utica 
Square  Medical  Center  on  August 
1st.  For  many  years,  the  society  has 
been  situated  in  Tulsa’s  downtown 
Medical  Arts  Building. 

Only  four  county  medical  societies 
in  Oklahoma  maintain  executive 
staffs,  and  only  two,  Tulsa  and 
Oklahoma  Counties,  have  full-time 
personnel  and  society  offices.  □ 
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THE  SAFE  - SANITARY 
DISPOSABLE  ENEMA  KIT 


(ALSO  USED  /IS  A FEMININE  HYGIENE  KIT) 

INCLUDED  IS  A QUART  SIZE  FLUID 
BAG,  FOUR  FT.  HOSE,  AND  NOZZLE 


IN  A PACKAGE  JUST  LONGER  THAN  A ROLL 
OF  DIMES 


SAVES  STORAGE  SPACE  . . . 
SAVES  TIME  AND  LABOR  IN 
APPLICATION.  ECONOMICAL  WITH 


BULK  PRICES  ON  REQUEST. 

OKLAHOMA  GENERAL  PRODUCTS,  INC. 
206  N.E.  46  OKLAHOMA  CITY,  OKLAHOMA 
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Oklahoma  State  Medical  Association 


OFFICERS 


President 
President-Elect 
Vice-President 
Secretary-Treasurer 
Past-President 
Past-President 
Delegate  to  the  A.M.A. 
Alternate  Delegate  to  the  A.M.A. 

Delegate  to  the  A.M.A. 
Alternate  Delegate  to  the  A.M.A. 
Speaker  of  the  House  of  Delegates 
Vice-Speaker 
Editor-in-Chief  Journal 


HARLAN  THOMAS,  M.D.,  Tulsa 
REX  E.  KENYON,  M.D.,  Oklahoma  City 
R.  R.  HANNAS,  M.D.,  Sentinel 
BOB  J.  RUTLEDGE,  M.D.,  Oklahoma  City 
J.  HOYLE  CARLOCK,  M.D.,  Ardmore 
JOE  L.  DUER,  M.D.,  Woodward 
WILKIE  D.  HOOVER,  M.D.,  Tulsa 
FRANCIS  A.  DAVIS,  M.D.,  Shawnee 
MALCOM  E.  PHELPS,  M.D.,  El  Reno 
THOMAS  C.  POINTS,  M.D.,  Oklahoma  City 
C.  M.  HODGSON,  M.D,  Kingfisher 
WORTH  M GROSS,  M.D.,  Tulsa 
C.  B.  DAWSON,  M.D.,  Oklahoma  City 


TRUSTEES 


District  1:  Craig,  Delaware,  Mayes,  Nowata,  Ottawa, 
Rogers,  Washington 

Trustee  (1965)  . . . Wylie  G.  Chesnut,  M.D.,  Miami 
Trustee  (1965)  . . . . L.  B.  Word,  M.D.,  Bartlesville 

District  2:  Kay,  Noble,  Osage,  Pawnee,  Payne 
Trustee  (1966)  . . G.  B.  Gathers,  Jr.,  M.D.,  Stillwater 
Trustee  (1966)  . . . . L.  H.  Becker,  M.D.,  Blackwell 

District  3:  Garfield,  Grant,  Kingfisher,  Logan 
Trustee  (1967)  . . Albert  W.  Brownlee,  M.D.,  Guthrie 
Trustee  (1967) Avery  B.  Wight,  M.D.,  Enid 

District  4:  Alfalfa,  Beaver,  Cimarron,  Ellis,  Harper, 
Major,  Texas,  Woods,  Woodward 
Trustee  (1965)  . Walter  H.  Dersch,  Jr.,  M.D.,  Shattuck 
Trustee  (1965)  ....  John  X.  Blender,  M.D.,  Cherokee 

District  5.  Beckham,  Blaine,  Canadian,  Custer,  Dewey, 
Roger  Mills 

Trustee  (1966)  . . . Alpha  L.  Johnson,  M.D.,  El  Reno 
Trustee  (1966)  . . . C Riley  Strong,  M.D.,  El  Reno 

District  6:  Oklahoma 

Trustee  (1967)  . . Vernon  D.  Cushing,  M.D.,  Okla.  City 
Trustee  (1967)  . . . Lewis  C.  Taylor,  M.D.,  Okla.  City 

District  7:  Cleveland,  Creek,  Lincoln,  Okfuskee, 
Pottawatomie,  Seminole,  McClain 
Trustee  (1965)  . . . Jerold  D.  Kethley,  M.D.,  Shawnee 
Trustee  (1965)  . . . . E.  K.  Norfleet,  M.D.,  Bristow 
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District  8:  Tulsa 

Trustee  (1966)  ....  Samuel  R.  Turner,  M.D.,  Tulsa 
Trustee  (1966) Earl  M.  Lusk,  M.D.,  Tulsa 

District  9:  Adair,  Cherokee,  McIntosh,  Muskogee, 
Okmulgee,  Sequoyah,  Wagoner 
Trustee  (1967)  . . . Francis  R.  First,  M.D.,  Checotah 
Trustee  (1967)  ....  Burdge  F.  Green,  M.D.,  Stilwell 

District  10:  Haskell,  Hughes,  Latimer,  LeFlore, 
Pittsburg 

Trustee  (1965)  . . . Thurman  Shuller,  M.D.,  McAlester 
Trustee  (1965)  . . . C.  E.  Lively,  M.D.,  McAlester 

District  11:  Atoka,  Bryan,  Choctaw,  Coal,  McCurtain, 
Pushmataha 

Trustee  (1966)  . . Robert  L.  Loftin,  M.D.,  Broken  Bow 
Trustee  (1966)  ....  Henry  D.  Wolfe,  M.D.,  Hugo 

District  12:  Carter,  Garvin,  Johnston,  Love,  Marshall, 
Murray,  Pontotoc 

Trustee  (1967)  ....  Ennis  M.  Gullatt,  M.D.,  Ada 
Trustee  (1967)  . . John  A.  Graham.  M.D.,  Pauls  Valley 

District  13:  Caddo,  Comanche,  Cotton,  Grady, 
Jefferson,  Stephens 

Trustee  (1965) J.  T.  Hicks,  M.D.,  Lawton 

Trustee  (1965)  . . . W.  R.  Cheatwood,  M.D.,  Duncan 

District  14:  Greer,  Harmon,  Jackson,  Kiowa,  Tillman, 
Washita 

Trustee  (1966)  . . . . C.  L.  Tefertiller,  M.D.,  Altus 
Trustee  (1966)  . . J.  B.  Tolbert,  M.D.,  Mountain  View 
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THREE  JACKSON  COUNTY  PHYSICIANS  HONORED 

Honorary  Life  Membership  Cert- 
ificates were  presented  to  three 
Jackson  County  Medical  Society 
members  at  the  regular  meeting 
of  the  group,  held  in  the  Memorial 
Hospital  in  Altus,  June  1st,  1964. 

Pictured  above,  (left  to  right) 

H.  N.  Bussey,  M.D.,  Altus;  E.  W. 

Mabry,  M.D.,  Altus;  and  J.  B.  Hol- 
lis, M.D.,  Mangum.  At  the  right 
C.  L.  Tefertiller,  M.D.,  Oklahoma 
State  Medical  Association  Trustee, 


(pictured  left)  is  shown  presenting 
Doctor  Hollis  with  his  certificate.  □ 


Blue  Shield  Starts  “Merit  Rating"  July  1st 


A new  “Merit  Rating”  system,  un- 
der which  the  familiar  term  “careful 
use”  takes  on  considerable  more  im- 
portance to  the  individual  patient, 
has  been  put  into  effect  by  the  Okla- 
homa Blue  Cross  and  Blue  Shield 
Plans. 

Incorporating  suggestions  which 
have  been  made  by  physicians  from 
time  to  time,  the  new  rating  method 
was  adopted  by  the  Oklahoma  Blue 
Cross  and  Blue  Shield  Plans  after 
many  months  of  study  and  research. 
It  was  implemented  July  1st,  replac- 
ing the  County  Rating  program  which 
has  been  in  effect  since  1958. 

Under  Merit  Rating,  the  responsi- 
bility for  careful  use  of  Blue  Cross 
and  Blue  Shield  benefits  is  focussed 
more  sharply  on  both  employee 


group  and  non-group  members  of  the 
Plans.  The  new  system  provides  that 
members’  dues  will  be  more  directly 
related  to  the  individual  use  of  bene- 
fits. 

In  announcing  the  transition  to 
Merit  Rating,  N.  D.  Helland,  presi- 
dent of  the  Plans,  said  the  new  pro- 
gram is  designed  to  bring  an  aware- 
ness to  members  of  the  factors  which 
have  an  effect  on  their  dues  and, 
thus,  encourage  wiser  use  of  their 
Blue  Cross  and  Blue  Shield  coverage. 

“It  is  based  on  a sound  concept,” 
he  added.  “Those  who  use  more 
benefits  will  pay  more  in  dues.  Those 
who  use  less  will  pay  less.” 

Employee  groups  now  are  rated 
more  on  their  own  experience,  but 
continue  to  participate  to  some  ex- 


tent in  the  program  of  the  total  state- 
wide community. 

“Rates  of  some  groups  will  be  in- 
creased, some  will  remain  the  same, 
and  others  may  be  lowered,”  Hel- 
land said.  “It  will  all  depend  on  the 
amount  of  benefits  used.” 

Impetus  for  the  new  rating  system, 
it  was  pointed  out,  came  from  groups 
who  wanted  to  continue  community 
service  through  Blue  Cross  and  Blue 
Shield,  but  wanted  group  rates  to 
be  more  directly  related  to  the  use  of 
benefits  by  their  own  employees. 

“As  a result  of  the  change  to  Merit 
Rating,”  Helland  concluded,  “Blue 
Cross  and  Blue  Shield  will  provide 
the  best  possible  prepaid  health  pro- 
gram at  the  rate  of  dues  earned  by 
members.”  □ 


OSMA  To  Host 
Regional  AM  A 
Conference  on  Aging 

On  October  15th-16th,  1964,  the 
American  Medical  Association  will 
conduct  a six-state  regional  Confer- 
ence on  Aging  and  Long-Term  Care 
in  Oklahoma  City’s  Skirvin  Hotel, 
co-sponsored  by  the  Oklahoma  State 
Medical  Association’s  Council  on  Pub- 
lic Health. 

According  to  Hayden  H.  Donahue, 
M.D.,  Norman,  Chairman  of  the 
OSMA’s  Council,  the  purpose  of  the 
conference  is  to  explore  new  needs 
and  report  on  new  developments  in 
the  subject  areas.  Discussions  will 
center  on  action  to  enrich  living 
among  older  people  — in  employ- 
ment, health  maintenance,  adult  edu- 
cation, service  to  the  community, 
and  preparation  for  later  years. 

Also,  new  approaches  in  facilities 
and  progress  for  long-term  patients 
of  all  ages  will  be  emphasized,  in- 
cluding the  coordination  of  services  to 
meet  individual  needs,  rehabilitation 
and  financing  of  care. 

The  conference  is  expected  to  draw 
1,000  registrants  from  health  and  wel- 
fare agencies,  professions,  agricul- 
ture, business,  labor,  churches. 
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schools,  women’s  organizations,  serv- 
ice clubs,  retired  persons  groups,  and 
communications  media. 

Members  of  the  Oklahoma  State 
Medical  Association  will  be  strongly 
urged  to  attend  the  meeting,  Dona- 
hue said,  since  professional  represen- 
tation is  essential  when  discussing 
matters  of  health  in  relation  to  so- 
cial and  economic  considerations. 

Participants  will  be  provided  with 
authoritative  information  on  new  de- 
velopments in  aging  and  long-t  e r m 
care  along  with  appropriate  litera- 
ture. Ample  opportunity  will  be  found 
for  group  discussion. 

The  conference  is  under  the  direc- 
tion of  the  Department  of  Communi- 
ty Health  and  Health  Education,  a 
component  of  the  AMA’s  Division  of 
Environmental  Medicine  and  Medical 
Services.  It  is  one  of  a series  of  such 
regional  meetings  being  held  by  the 
AMA  throughout  the  nation. 

A post-conference  meeting  is  plan- 
ned for  Friday  afternoon,  October 
16th  between  the  AMA  Committee  on 
Aging  and  chairmen  of  the  state  and 
county  medical  society  committees 
on  aging  to  exchange  information 
and  ideas  regarding  effective  pro- 
grams at  the  local  level. 

Frederick  C.  Swartz,  M.D.,  Lan- 
sing, Michigan,  is  Chairman  of  the 
AMA  Committee  on  Aging.  □ 


Dennis  To  Head 
Oil  Medical  School 


A 1940  graduate  of  the  University 
of  Oklahoma  School  of  Medicine  will 
return  September  1st  to  head  the 
school  and  the  Medical  Center. 

Appointment  of  James  L.  Dennis, 
M.D.,  50,  professor  of  pediatrics  and 
associate  dean  (clinical  affairs)  at 
the  University  of  Arkansas  Medical 
Center,  was  announced  by  OU 
President  George  L.  Cross  at  medi- 
cal school  commencement. 

His  acceptance  ended  a seven- 
month  search  for  a successor  to 
Mark  R.  Everett,  Ph.D.,  D.Sc.,  who 
became  dean  emeritus  July  1st. 


Serving  as  interim  dean  and  di- 
rector is  Joseph  M.  White,  Jr.,  M.D., 
associate  dean  in  charge  of  special 
training  and  research  programs  and 
professor  and  head  of  the  Depart- 
ment of  Anesthesiology. 

“I  am  pleased  that  we  have  been 
able  to  secure  the  services  of  Doctor 
Dennis  as  dean  of  the  Medical  School 
and  director  of  the  Medical  Center,” 
President  Cross  said.  “His  experi- 
ence and  skill  as  a practitioner  and 
teacher  have  gained  national  recog- 
nition for  him.  He  is  superbly 
equipped  to  administer  the  Medical 
School  program  and  coordinate  the 
activities  of  the  Medical  Center.” 

The  new  dean  has  been  a general 
practitioner,  a specialist  in  pediatrics 
and  a teacher  since  he  was  gradu- 
ated from  medical  school.  He  was 
president  and  the  outstanding  mem- 
ber of  his  graduating  class. 

After  internship  and  residency  as 
a general  practitioner,  Doctor  Den- 
nis served  in  the  navy  and  returned 
from  war-time  duty  to  go  into  pri- 
vate practice  at  Merced,  California. 

He  later  took  a residency  in  pedi- 
atrics at  the  University  of  Texas 
Medical  Branch,  Galveston,  and 
stayed  on  as  an  assistant  professor 
during  1953. 

Doctor  Dennis  returned  to  Califor- 
nia and  established  private  practice 
in  Oakland.  He  then  was  director  of 
education  at  Children’s  Hospital  of 
the  East  Bay,  Oakland,  for  one  year 
and  medical  director  for  six  years 
before  resigning  to  go  to  Arkansas 
in  1962. 

Doctor  Dennis  is  an  official  ex- 
aminer of  the  American  Board  of 
Pediatrics.  He  is  secretary  of  AMA’s 
Section  on  Pediatrics,  member  of 
the  American  Public  Health  Associa- 
tion’s ad  hoc  study  committee  on 
maternal  and  child  care,  liaison  rep- 
resentative for  the  American  Acad- 
emy of  Pediatrics  to  the  American 
Legion  Child  Welfare  Committee,  and 
on  the  editorial  boards  of  Postgradu- 
ate Medicine  and  GP. 

Among  his  society  memberships 
are  the  southern  and  western  socie- 
ties for  pediatric  research,  the  Amer- 
ican Association  for  Ambulatory 


DEATHS 


RALPH  E.  JONES,  M.D. 

1883-1964 

Ralph  E.  Jones,  M.D.,  80-year-old, 
former  Oklahoma  physician,  died  in 
Gardner,  Kansas,  June  3rd,  1964. 

Doctor  Jones  was  born  near  Belle, 
Missouri  in  1883  and  received  his 
medical  degree  from  St.  Louis  Col- 
lege of  Physicians  and  Surgeons  in 
1905.  His  practice,  which  was  cen- 
tered around  Oklahoma  City  for  55 
years,  was  uninterrupted  except  for 
his  service  with  the  medical  corps 
during  World  War  I and  his  tenure 
with  the  medical  staff  at  Tinker 
Air  Force  Base  Hospital  during  World 
War  II. 

Doctor  Jones  had  lived  in  the 
Gardner  community  for  the  past  18 
months. 


HARRY  H.  HUDSON,  M.D. 

1890-1964 

A 74-year-old  Enid  physician,  Har- 
ry H.  Hudson,  M.D.,  died  in  Okla- 
homa City,  May  21st,  1964. 

Born  in  Lincoln,  Illinois  February 
27th,  1890,  Doctor  Hudson  received 
his  medical  degree  from  Northwest- 
ern University  School  of  Medicine 
in  1913.  In  1916,  he  established  his 
practice  in  Newton,  Kansas.  After 
serving  with  the  medical  corps  dur- 
ing World  War  I,  he  moved  to  Bill- 
ings, Oklahoma.  Five  years  later, 
he  moved  to  Enid  where  he  remained 
in  active  practice  until  the  time  of 
his  death. 

Doctor  Hudson  was  a member  of 
the  Phi  Rho  Sigma. 
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Pediatric  Services,  the  Cystic  Fibro- 
sis Research  Club,  the  New  York 
Academy  of  Science,  the  American 
Association  for  the  Advancement  of 
Science,  the  American  Academy  of 
Pediatrics  (life  member),  the  So- 
ciety for  Emotionally  Disturbed  and 
Retarded  Children,  the  Association 
of  American  Medical  Colleges  and  the 
California  Academy  of  Medicine. 

Doctor  Dennis  is  married  and  has 
three  children.  A native  of  Okla- 
homa City,  he  received  his  premed- 
ical education  at  Central  State  Col- 
lege, Edmond.  □ 

Graduates  Receive 
Intern  Appointments 

Eighty-nine  men  and  women  were 
graduated  from  the  University  of 
Oklahoma  School  of  Medicine  Sun- 
day, June  14th. 

Doctor  of  Medicine  degrees  were 
conferred  by  Doctor  George  L.  Cross, 
OU  president,  and  Dean  Mark  R. 
Everett  in  ceremonies  at  2:30  p.m., 
in  Holmberg  Hall  on  the  Norman 
campus. 

The  new  physicians  have  complet- 
ed four  years  study  at  the  OU  Med- 
ical Center  in  Oklahoma  City. 

Graduates,  listed  by  hometown, 
and  the  hospitals  in  which  they  have 
received  internship  appointments 
are: 

ADA— Robert  Darryl  Fisher,  Johns 
Hopkins,  Baltimore,  Maryland;  Rosa- 
lie A.  LaVon,  Fresno  County  Gen- 
eral, Fresno,  California;  Don  I.  Scott, 
St.  Johns,  Tulsa. 

ALTUS — Richard  J.  Allgood,  Uni- 
versity of  Oklahoma  Hospitals,  Okla- 
homa City;  Alva  B.  Clevenger,  River- 
side, Newport  News,  Virginia. 

APACHE — Paul  E.  Massad,  Wes- 
ley, Wichita,  Kansas. 

ARDMORE — Earl  J.  Schoolar  Jr., 
John  Peter  Smith,  Fort  Worth,  Texas. 

BARTLESVILLE — Harold  E.  Boggs 
Jr.,  U.S.  Air  Force,  Fort  Worth,  Tex- 
as; David  W.  Brown,  Kansas  City 
General,  Kansas  City,  Missouri. 

BELOIT,  Wis.—  Audrey  J.  McMas- 
ter,  Mercy,  Oklahoma  City. 


BETHANY — Richard  E.  Honaker, 
St.  Anthony,  Oklahoma  City. 

BIG  SPRING,  Texas  — Paul  W. 
Hathaway,  Duke,  Durham,  North 
Carolina. 

BLACKWELL  — Charles  R.  Hahn, 
Good  Samaritan,  Phoenix,  Arizona. 

CARNEGIE— Malcolm  E.  Bridwell, 
St.  Louis  City  Hospital,  St.  Louis, 
Missouri. 

CASPER,  Wyo.— Charles  E.  Prath- 
er, Good  Samaritan,  Portland,  Ore- 
gon. 

CHECOTAH— Dillis  L.  Hart,  St. 
Francis,  Wichita,  Kansas. 

CLINTON  — Buffington  B.  Burtis 
Jr.,  Denver  General,  Denver,  Colo- 
rado. 

COYLE— Tim  K.  Smalley,  Okla- 
homa City  VA. 

CRESCENT— John  E.  Poarch,  U.S. 
Public  Health  Service,  San  Fran- 
cisco. 

DEL  CITY— John  A.  Lung,  Fitz- 
simons  General,  Denver,  Colorado. 

DUKE— Noble  L.  Ballard,  St.  An- 
thony, Oklahoma  City. 

DUNCAN— James  S.  Jones,  St.  An- 
thony, Oklahoma  City. 

EDMOND — Henry  J.  Pearce,  Mer- 
cy, Oklahoma  City. 

ELMWOOD — Ralph  Cramer,  Jr., 
St.  Anthony,  Oklahoma  City. 

EL  RENO — Gordon  K.  Jimerson, 
St.  Johns,  Tulsa. 

ELK  CITY— James  G.  Williams, 
Emory  University  — VA,  Atlanta, 
Georgia. 

ENID— Henry  D.  Lagan,  Wesley, 
Wichita,  Kansas;  Leonard  O.  Pen- 
dergraft,  Presbyterian,  Oklahoma 
City;  Thomas  E.  Talley,  Strong  Me- 
morial, Rochester,  New  York;  Rob- 
ert Victor  Tate,  Good  Samaritan, 
Phoenix,  Arizona;  Judy  D.  Williams, 
Bernalillo  County,  Albuquerque,  New 
Mexico;  Robert  D.  Wuerflein,  Palo 
Alto— Stanford  Hospital  Center,  Palo 
Alto,  California. 

GEARY— Daniel  R.  Stough,  St.  An- 
thony, Oklahoma  City. 

GUYMON— David  L.  Trent,  Denver 
General,  Denver,  Colorado. 

HARDTNER,  Kan.  — Jimmy  B. 
Wallace,  Presbyterian,  Oklahoma 
City. 


HENRYETTA— William  D.  Hawley, 
University  of  Oklahoma  Hospitals, 
Oklahoma  City;  Delmer  Don  Ken- 
nedy, Mercy,  Baltimore,  Maryland. 

HOBART— Stephen  E.  Blackwelder, 
Presbyterian,  Oklahoma  City. 

HOLLIS — Robert  P.  Metcalf,  Mer- 
cy, Oklahoma  City. 

KREMLIN— Joel  K.  Gist,  St.  Johns, 
Tulsa. 

MAIZE,  Kan.— John  A.  Mohr,  St. 
Josephs,  Wichita,  Kansas. 

MANGUM— West  A.  Clabaugh,  Wes- 
ley, Wichita,  Kansas. 

MIAMI,  Okla. — John  A.  Cone,  Pres- 
byterian, Oklahoma  City. 

MILBURN — Herbert  Rowland,  St. 
Josephs,  Wichita,  Kansas. 

MINNEAPOLIS,  Minn.  — Eric  J. 
Sorenson,  University  of  Virginia, 
Charlottesville,  Virginia. 

MOORELAND— ' William  R.  Hanna, 
University  of  Oklahoma  Hospitals, 
Oklahoma  City. 

MUSKOGEE— Hollis  K.  Leathers, 
Santa  Clara,  San  Jose,  California. 

NASHOBA  — Thomas  M.  Donica, 
Mercy,  Oklahoma  City. 

NINNEKAH— Earl  D.  Baxter,  U.S. 
Naval,  Chelsea,  Massachusetts. 

NEW  YORK  CITY— Walter  S.  Stull- 
man,  Syracuse  Medical  Center,  Syra- 
cuse, New  York. 

OKEENE— Bruce  A.  Naylor,  U.S. 
Naval,  Oakland,  California. 

OKLAHOMA  CITY— John  R.  Afino- 
wicz,  U.S.  Naval,  Chelsea,  Massa- 
chusetts; Turner  E.  Bynum,  Mercy, 
Oklahoma  City;  Joseph  Duffy,  Cin- 
cinnati General,  Cincinnati,  Ohio;  C. 
Leroy  Goodman,  St.  Johns,  Tulsa; 
Joe  T.  Hartzog,  Duke,  Durham, 
North  Carolina;  Larry  W.  Hill,  U.S. 
Naval,  Portsmouth,  Virginia;  Jack 
B.  Howard,  Good  Samaritan,  Phoenix, 
Arizona;  George  H.  Hulsey,  Mercy, 
Oklahoma  City;  William  L.  Jobe, 
University  of  California  affiliated 
hospitals,  Los  Angeles;  Lyda  L.  Long, 
Oklahoma  City  VA;  John  T.  O’Neal, 
Cincinnati  General,  Cincinnati,  Ohio; 
Edward  G.  Reichelt,  Presbyterian, 
Oklahoma  City. 

OKMULGEE  — Richard  A.  Mc- 
Kinne,  Kansas  City  General,  Kansas 
City,  Missouri. 
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PANAMA,  Okla.—  Robert  D.  Val- 
lion,  Oklahoma  City  VA. 

PAWNEE  — Larry  W.  Cartmell, 
Mercy,  Oklahoma  City. 

PONCA  CITY— Robert  A.  Taylor, 
St.  Johns,  Tulsa;  William  L.  Ed- 
wards, Kansas  City  General,  Kansas 
City,  Missouri. 

POTEAU— James  H.  Covey,  U.S. 
Naval,  Charleston,  South  Carolina. 

PURCELL — William  C.  McCurdy, 
University  of  Oklahoma  Hospitals, 
Oklahoma  City. 

SHAWNEE— Mary  L.  M.  Brown, 
Oklahoma  City  VA;  Bill  B.  Crowell, 
U.S.  Naval,  Great  Lakes,  Illinois; 
Billy  H.  Stout,  University  of  Okla- 
homa Hospitals,  Oklahoma  City;  Don 
D.  Sullivan,  Good  Samaritan,  Phoe- 
nix, Arizona;  James  W.  Young,  Wes- 
ley, Wichita,  Kansas. 

STIGLER— Philip  W.  Head,  St. 
Josephs,  Wichita,  Kansas. 

STILLWATER  — Ronald  R.  Hall, 
Letterman  General,  San  Francisco. 

TAHLEQUAH— James  R.  Priest,  St. 
Johns,  Tulsa. 

TORONTO,  Canada  — Meldrum  J. 
Harvey,  St.  Francis,  Wichita,  Kansas. 

TULSA— Pete  H.  Baker,  Parkland 
Memorial,  Dallas,  Texas;  Richmond 
J.  Brownson,  University  of  Florida, 
Gainesville;  Howard  R.  Johnson,  St. 
Anthony,  Oklahoma  City;  Michael  L. 
Jordan,  St.  Johns,  Tulsa;  George  L. 
Mller,  St.  Johns,  Tulsa;  J.  Andrew 
Mulholland,  St.  Johns,  Tulsa;  David 
A.  Spencer,  Kansas  City  General, 
Kansas  City,  Missouri;  Dale  I.  Webb, 
Syracuse  Medical  Center,  Syracuse, 
New  York. 

WAYNE— Bruce  L.  Evatt,  Johns 
Hopkins,  Baltimore,  Maryland. 

WOODWARD— Ronald  R.  Sheets, 
St.  Francis,  Wichita,  Kansas.  □ 

Three  Department  Heads 
Appointed  at  OU 

Three  new  department  heads  as- 
sumed duties  at  the  University  of 
Oklahoma  Medical  Center  during 
the  summer. 

They  are:  James  B.  Snow,  Jr., 
M.D.,  first  full-time  head  of  the 


Department  of  Otorhinolaryngology; 
Marvin  R.  Shetlar,  Ph.D.,  chairman 
of  the  Department  of  Biochemistry, 
and  Mark  Allen  Everett,  M.D., 
chairman  of  the  Department  of 
Dermatology. 

Ethan  A.  Walker,  Jr.,  M.D.,  as- 
sociate professor  of  otorhinolaryn- 
gology, has  served  as  chairman  of 
the  otorhinolaryngology  department 
on  a part-time  basis  the  past  two 
years.  The  new  department  head  is 
a 1956  graduate  of  Harvard  Medical 
School.  Doctor  Snow  took  his  resi- 
dency at  the  Massachusetts  Eye  and 
Ear  Infirmary,  Boston,  and  joined 
the  Oklahoma  faculty  in  1962. 

Doctor  Shetlar  succeeds  the  re- 
tiring dean  and  director,  Mark  R. 
Everett,  Ph.D.,  D.Sc.,  as  biochem- 
istry chairman.  The  dean  emeritus 
was  chairman  of  the  department  for 
27  years.  Doctor  Shetlar  took  his 
Ph.D.  in  biochemistry  at  Ohio  State 
University,  came  to  the  medical 
school  as  a research  fellow  and  was 
appointed  to  the  faculty  in  1948. 

Doctor  Mark  Allen  Everett  suc- 
ceeds Phyllis  E.  Jones,  M.D.,  clini- 
cal professor,  also  of  the  part-time 
faculty,  to  the  dermatology  chair- 
manship. Doctor  Everett  was  grad- 
uated from  the  OU  medical  school 
in  1951  and  named  to  the  faculty  in 
1957.  He  served  his  residency  in 
dermatology  at  the  University  of 
Michigan  Hospitals.  □ 

Bishop  Named 
Associate  Professor 

David  William  Bishop,  M.D.,  a 
1958  graduate  of  the  University  of 
Oklahoma  School  of  Medicine,  has 
returned  to  the  OU  Medical  Center 
as  the  only  ophthalmologist  on  the 
full-time  faculty.  He  was  appointed 
associate  professor. 

Doctor  Bishop  interned  at  Salt 
Lake  City,  Utah,  and  took  his  resi- 
dency training  at  the  University  of 
Texas  Medical  Branch,  Galveston. 
He  later  studied  ophthalmic  plastic 
surgery  with  Wendell  L.  Hughes, 
M.D.,  in  Long  Island,  N.Y.,  and 
Alston  Callahan,  M.D.,  Birming- 
ham, Ala.  □ 


Miscellaneous 

Advertisements 

EXCELLENT  opportunity  for  one 
or  two  general  practitioners  to  buy 
or  lease  complete  new  office  and 
equipment,  including  x-ray.  Clinic 
located  in  Barnsdall,  Oklahoma,  with 
established  practice  of  five  years 
with  far  above  average  gross  and 
net.  Collection  of  95  per  cent  of  ac- 
counts. One  other  M.D.  established 
here,  age  about  75,  without  facilities. 
Also,  lovely  two-story  home  just 
renovated  for  extreme  comfort  and 
beauty.  Contact  Ed  A.  Brashear, 
M.D.,  511  West  Main,  Barnsdall, 
Oklahoma. 


GENERAL  surgeon  to  take  over 
long-established  practice  in  Okla- 
homa town  of  10,000  people.  Lab- 
oratory and  office  equipment  for 
sale  or  lease.  Contact  Key  R,  The 
Journal,  Oklahoma  State  Medical 
Association,  P.O.  Box  18696,  Okla- 
homa City. 

GRADUATE  of  the  University  of 
Nebraska  School  of  Medicine,  now 
completing  third-year  residency  in 
dermatology,  wishes  location  in  Okla- 
homa. Contact  Orval  P.  Nesselbush, 
M.D.,  3053  South  83rd  Street,  Mil- 
waukee, Wisconsin. 

BOARD  QUALIFIED  surgeon,  who 
would  also  like  to  do  general  prac- 
tice, needed  to  join  established  group 
of  general  practitioners  in  an  ex- 
panding city  of  25,000;  new  70  bed 
general  hospital  with  complete  sur- 
gical facilities  will  be  completed  by 
July,  1964.  This  group  takes  advan- 
tage of  group  practice,  but  each  phy- 
sician is  independent,  as  far  m his 
office  and  financial  affairs  are  con- 
cerned. Further  details  furnished  on 
request,  please  send  complete  resume 
with  your  request.  Write  Key  D,  The 
Journal,  Oklahoma  State  Medical  As- 
sociation, P.O.  Box  18696,  Oklahoma 
City. 

(Continued  on  Page  370) 
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FOR  RENT  or  lease,  4609  North 
Classen  Blvd.,  Oklahoma  City,  2,417 
square  feet,  ultra  modern,  ultra 
spacious  physician’s  office,  including 
large  reception  room,  secretarial  of- 
fice, two  private  offices,  three  ex- 
amining rooms,  laboratory,  x-ray 
and  dark  room  and  fallout  shelter; 
generous  parking  (approximately 
5,000  square  feet),  ample  air  condi- 
tioning and  heating.  Call  Mrs.  Paul 
WI  2-7760  or  Clyde  H.  Hale,  Jr., 
CE  2-7128. 

GENERAL  practice  established  ten 
years;  grosses  over  $70,000.00  per 
year.  Building  leased,  complete  of- 
fice, laboratory  and  x-ray  equipment. 
Liberal  terms.  Leaving  to  specialize, 
will  stay  to  introduce  until  December. 
Contact  Key  T,  The  Journal,  Okla- 
homa State  Medical  Association,  P.O. 
Box  18696,  Oklahoma  City. 

FOR  RENT:  Three-room  air-con- 
ditioned suite  in  clinic  with  two 
general  practitioners  and  a prescrip- 
tion shop.  Mrs.  L.  C.  Northrup,  1828 
East  32nd  Place,  Tulsa,  Oklahoma. 

PHYSICIAN  needed  for  Locum 
Tenens,  Tulsa,  August  8th-23rd.  Pedi- 
atrician or  general  practitioner  will 
fill  the  bill.  Write  Key  H,  The  Journ- 
al, Oklahoma  State  Medical  Associa- 
tion, P.O.  Box  18696,  Oklahoma  City. 

WANTED:  G.P.  to  take  over  well- 
established  practice  in  southern  Okla- 
homa town,  25,000  population.  Large 
drawing  area.  Equipment  for  lease- 
purchase  or  will  make  other  arrange- 
ments. Offices  consist  of  reception 
room,  x-ray,  two  examining  rooms, 
two  bedrooms,  laboratory  and  office. 
Contact  Key  J,  The  Journal,  Okla- 
home  State  Medical  Association,  P.  O. 
Box  18696,  Oklahoma  City. 

DOCTOR’S  WIDOW  must  sell  home. 
Three  bedrooms,  living  room,  dining 
room,  clubroom,  two  baths  and  large 
utility  room.  Accessible  to  all  schools. 
Corner  lot,  northwest  area,  Okla- 
homa City.  Contact  Key  F.  The 
Journal,  Oklahoma  State  Medical 
Association,  P.O.  Box  18696,  Okla- 
homa City. 


OPENING  for  board  certified  or 
eligible  surgeon,  and  ophthalmologist 
in  well-established  medical  clinic. 
Salary  open,  plus  profit-sharing  in- 
come. Contact  Hansford  Counts,  163 
Herring,  Elk  City,  Oklahoma,  CA- 
5-1139. 


WANTED:  Young  man  desiring 
general  practice  in  a group  of  eight 
men,  four  of  whom  are  board  certi- 
fied. Starting  salary  $1,300  plus  per- 
centage per  month.  Growing  agricul- 
tural town  in  Texas  Panhandle.  Con- 
tact C.  E.  Rush,  309  Lawton,  Here- 
ford, Texas. 


GENERAL  PRACTITIONER 
NEEDED.  Share  office  space  in  new 
clinic,  Sulphur,  Oklahoma.  No  part- 
nership necessary.  Good  income  as- 
sured from  start,  no  objection  to  sur- 
gical practice.  New  county-owned 
Arbuckle  Memorial  Hospital  will  be 
enlarged  to  60  beds  by  July  1st.  City 
has  5-6,000  population  and  needs  ad- 
ditional doctors.  Home  of  national 
park  attracting  one  million  visitors 
annually.  Contact  R.  W.  Lewis, 
M.D.,  1901  W.  Broadway,  Sulphur. 
Telephone  135. 


LOCUM  TENENS  needed  for  two 
or  three  months,  beginning  July  15th. 
Would  like  to  accept  a call  for  mis- 
sion service  during  this  period  and 
need  a G.P.  to  look  after  my  prac- 
tice. Offer  includes  comfortable 
home  and  office,  both  rent-free,  plus 
all  net  proceeds  from  the  practice. 
Contact  A.  C.  Hirshfield,  908  N.E. 
50th,  Oklahoma  City  5,  Oklahoma. 


OPENING  IN  general  practice 
group,  interest  in  surgery  especially 
desirable.  East  central  Oklahoma 
community  of  10,000  with  drawing 
area  of  20,000.  Contact  Key  C,  The 
Journal  of  the  Oklahoma  State  Med- 
ical Association,  P.O.  Box  18696, 
Oklahoma  City. 


FOR  SALE:  X-Ray  Patrician  200 
MA  with  all  accessories  except  mo- 
tor drive.  Attractive,  well  cared 
for,  and  efficient  machine,  two  years 
old.  Discount  of  50  per  cent  off  1961 
price.  $1,000  down,  will  finance  bal- 
ance, including  installation,  if  de- 
sired. Contact  Key  A,  The  Journal, 
Oklahoma  State  Medical  Association, 
P.O.  Box  18696,  Oklahoma  City. 

RADIOLOGIST  needed  for  private 
hospital  group,  in  an  expanding  city 
of  25,000;  new  70  bed  general  hos- 
pital will  be  ready  for  occupancy 
July,  1964;  guaranteed  salary,  if  de- 
sired, plus  commission  or  other  ar- 
rangements can  be  worked  out;  a 
very  good  opportunity  for  the  right 
person.  The  individual  will  have  the 
opportunity  to  do  private  office  prac- 
tice in  his  field  of  radiology,  includ- 
ing therapy  if  he  desires.  Write  Key 
E,  The  Journal,  Oklahoma  State 
Medical  Association,  P.O.  Box  18696, 
Oklahoma  City. 

SUBLEASE  medical  office  one 
year,  735  square  feet,  desirable  loca- 
tion in  Tulsa,  modest  rent,  available 
approximately  June  15.  Contact  Key 
B,  The  Journal  of  the  Oklahoma  State 
Medical  Association,  P.O.  Box  18696, 
Oklahoma  City. 

SOUTH  OKLAHOMA  City’s  first 
Medical  Center  needs  pediatrician, 
internist,  dermatologist  and  urolo- 
gist for  independent  practice  with 
presently  established  nucleus  of  six 
other  specialists  and  close  affiliation 
with  family  clinic  of  three  G.P.’s  do- 
ing volume  practice.  New  specialities 
building  in  center  will  be  only  three 
minutes  from  new  hospital  now  un- 
der construction.  Call  SWift  4-2246 
after  9:00  p.m. 

IDEAL  opening  for  young  doctor 
in  well  established  medical  clinic, 
sharing  reception  room  and  equip- 
ment with  three  other  doctors.  Won- 
derful location  on  North  May  Ave- 
nue, Oklahoma  City.  Contact  Frank 
D.  Thompson,  3115  N.  Pennsylvania, 
Oklahoma  City,  JA  5-5700  or  JA  4- 
9552. 
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JOURNAL/  auxiliary 


When  our  president,  Mrs.  J.  Ferrell  York, 
was  inaugurated  she  made  known  her  theme 
for  this  year.  She  announced  that  much 
time  would  be  spent  “Preserving  Our  Medi- 
cal Legacy.”  She  asked  that  each  county  or- 
ganization use  its  historian’s  scrapbooks, 
secretary’s  minutes,  president’s  annual  re- 
ports and  year  books  to  compile  a complete 
history  of  their  group’s  activities  and  ac- 
complishments. In  record  time  the  Tulsa 
County  History  was  received.  This  book, 
prepared  by  the  1963-64  historian,  Mrs. 
Robert  E.  Dillman,  is  complete  and  very 
artistic. 

According  to  Mrs.  Dillman’s  records  the 
Tulsa  group  of  physician’s  wives  became  an 
auxiliary  to  the  Tulsa  County  Medical  So- 
ciety in  1931.  Its  guiding  light  and  first 
president  was  Mrs.  Hugh  C.  Graham.  Seven- 
teen of  the  original  fifty-four  charter  mem- 
bers are  still  in  the  Tulsa  organization.  From 
the  very  beginning,  the  interest  of  the  group 
was  directed  toward  helping  others.  Work 
was  done  every  year  making  supplies  for 
the  charity  wards  of  Morningside,  St. 
Johns,  and  Flower  hospitals  and  infant  and 
maternity  supplies  for  the  Salvation  Army 
Maternity  Home.  During  its  second  year 
the  Tulsa  group  took  on  the  sponsorship  of 
the  Hourly  Nursing  Project  of  district  nurs- 
es. By  its  fourth  year  the  group  had  estab- 
lished a precedent  of  sending  scrapbooks 
and  toys  to  needy  children  in  Tulsa  hospi- 
tals. This  same  year  a circulating  library  for 
convalescents  in  St.  Johns  Hospital  was  es- 
tabished  and  a reading  hour  for  children 
patients  in  Morningside  Hospital  was 
started.  They  were  assisted  in  collecting 
material  by  the  Boy  Scouts. 

By  1935  the  membership  had  grown  to 
ninety- two.  A major  activity  of  that  year 
was  a three  day  rummage  sale  at  which 
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sixty-five  dollars  was  cleared.  These  funds 
provided  for  the  beginning  of  the  Pure  Milk 
Fund  for  undernourished  babies  in  Tulsa. 
This  was  also  the  year  that  Tulsa’s  own  Mrs. 
Roberta  Campbell  Lawson  became  president 
of  the  National  Federation  of  Women’s 
Clubs. 

From  its  beginning  the  aim  of  the  Tulsa 
group  was  for  Better  Health  Education  and 
in  1937  all  the  programs  were  planned  about 
this  theme.  A “Good  Health”  poster  contest 
in  the  Public  Schools  was  sponsored  by  the 
Auxiliary  with  subscriptions  to  Hygeia 
Magazine  going  to  the  winner. 

Tulsa  had  its  first  Doctor’s  Day  observ- 
ance on  March  30,  1938.  The  theme  was  an 
old  fashioned  box  supper. 

By  1939  the  membership  had  reached  143 
and  a representative  was  appointed  to  the 
Women’s  Committee  of  the  new  Philbrook 
Museum.  A major  step  was  taken  toward 
assisting  the  County  Medical  Society  by  pur- 
chasing a diathermy  machine  for  its  use  in 
the  County  Clinic.  The  Auxiliary  continued 
to  give  its  time  and  gifts  helping  the  needy 
children  of  Tulsa.  They  gave  books  and  toys 
to  the  children  in  Tulsa’s  three  hospitals 
and  assisted  the  Maternal  Health  League, 
the  Community  Fund  and  the  Red  Cross. 

With  1941  came  the  war  and  the  extra 
activities  of  Auxiliary  members  in  their  ef- 
forts to  do  their  part.  Many  members  fol- 
lowed their  husbands  to  various  army  posts 
and  did  what  they  could  to  “Tighten  up  the 
Home  Front.”  All  members  engaged  in  some 
sort  of  war  effort  as  many  hundreds  of 
hours’  work  were  accumulated  in  sewing, 
knitting,  bandages,  and  work  on  rationing 
boards. 

Next  month  Tulsa  county’s  post-war 
record  will  be  related.  n 
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Drug  manufacturers  are  required  to  submit 
proof  of  effectiveness  of  drugs  cleared  by 
the  Food  and  Drug  Administration  between 
1938  and  June  20th,  1963,  and  still  on  the 
market.  The  new,  retroactive  regulation  was 
the  most  controversial  of  a group  of  regu- 
lations issued  under  the  Kefauver-Harris 
Act  amendments  enacted  into  law  in  1962. 
In  protesting  the  regulation,  the  Pharma- 
ceutical Manufacturers  Association  said  it 
would  comprise  “such  sweeping  requests  for 
information  as  to  be  unreasonably  burden- 
some on  the  industry  . . . and  ultimately  on 
the  Food  and  Drug  Administration.” 

The  FDA  said  the  Congress,  in  passing 
the  drug  amendments,  specifically  made  it 
the  agency’s  duty  to  review  all  medical 
claims  for  “new-drugs”  cleared  in  the  past 
on  safety  alone,  “with  the  intention  that  any 
claim  unsupported  by  substantial  medical 
evidence  should  be  discontinued  after  next 
October. 

The  nation’s  birth  rate  has  declined  for  the 
past  two  years,  according  to  the  Public 
Health  Service,  but  a reversal  in  the  trend 
is  anticipated.  There  were  49,000  fewer 
births  in  1964  than  in  1963.  However,  an 
increase  in  marriages  in  March  — to  a total 
of  109,000,  — was  seen  as  an  indication  of 
more  births  ahead.  Also,  an  increasing 
number  of  women  are  entering  the  child- 
bearing ages. 

Calorie  intake  requirements  have  been  cut 
by  the  National  Academy  of  Sciences. 

Whereas  a 25-year-old  “moderately  active” 
male  weighing  145  pounds  was  formerly 
recommended  an  intake  of  3,000  calories 
daily,  the  requirements  are  now  stated  as 
2,900  calories.  For  a 25-year-old,  “moderate- 
ly active”  female,  a 2,100  calorie  count  is 
recommended  as  opposed  to  2,300  calories 
previously. 

Blue  Cross-Blue  Shield’s  “Test  of  Perform- 
ance Survey”  is  now  underway  in  Oklahoma. 

The  Blues  are  trying  to  measure  the  ade- 
quacy of  their  coverages  by  sending  ques- 
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tionnaires  to  physicians  and  patients  on  a 
random  sampling  basis.  Doctors  are  being 
asked  to  reveal  their  actual  charges  as  com- 
pared to  Blue  Shield  payments,  and  to  state 
their  reasons  for  supplemental  billings  di- 
rectly to  the  patients.  A few  patients  are 
being  queried  for  their  reactions  to  the  ade- 
quacy of  payments,  but  permission  of  the 
attending  physician  is  first  being  sought. 
Blue  Shield  expects  the  nation-wide  survey 
to  result  in  improvements  in  Blue  Shield 
coverage. 

The  project  has  received  the  approval  of 
the  Oklahoma  State  Medical  Association’s 
Prepaid  Medical  Care  Committee  and  all 
OSMA  members  are  being  asked  to  cooper- 
ate in  completing  the  brief  questionnaires. 

Fund  raising  for  Doctor’s  Medical  Center,  a 
new  hospital  for  Tulsa,  is  now  underway. 
The  project  is  sponsored  by  a group  of  Tulsa 
physicians. 

Oklahoma  ranked  39th  among  all  the  states 

in  per  capita  personal  income  for  1963. 

Professional  liability  conferences  are  to  be 
held  regionally  throughout  the  state  during 
the  months  of  September  through  December, 
according  to  Dave  B.  Lhevine,  M.D.,  Tulsa, 
Chairman  of  the  OSMA’s  Council  on  Insur- 
ance. The  Council  hopes  to  decrease  the  in- 
cident rate  of  claims  through  physician- 
education. 

MEETINGS 

July  29-31  American  Nursing  Home  As- 
sociation “Institute  on  Nursing 
Home  Care,”  Marriott  Motor 
Hotel,  Dallas,  Texas 

October  13-18  National  Convention,  Ameri- 
can Association  of  Medical  As- 
sistants, Sheraton  - Oklahoma, 
Oklahoma  City 

October  15-16  AMA  Conference  on  Aging 
and  Long  Term  Care,  Skirvin 
Hotel,  Oklahoma  City 

October  26,  27  and  28  Oklahoma  City  Clinical 
Society.  Sheraton  - Oklahoma, 
Oklahoma  City. 

November  13-14  American  Cancer  Society, 
Oklahoma  Division,  Inc.,  Skirvin 
Hotel,  Oklahoma  City 

November  29-December  2 American  Medical 
Association,  Miami  Beach,  Flor- 
ida 
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Social  Security  for  Physicians 

On  WEDNESDAY,  JULY  1st,  1964,  Mr. 
Wilbur  Mills  (D.,  Ark.),  Chairman  of  the 
Ways  and  Means  Committee,  introduced 
H.  R.  11865  in  the  House  of  Representatives. 
Among  other  things,  this  Bill  removes  the 
exclusion  in  the  existing  law  with  respect  to 
self-employed  doctors  of  medicine  and  in- 
terns. Henceforth,  these  individuals  will  be 
covered  under  the  system,  effective  with 
taxable  years  after  December  31st,  1964. 
Beginning  January  1st,  1965,  a self-employed 
physician  will  be  required  to  pay  into  Social 
Security  5.7  per  cent  of  the  first  $5400.00  of 
his  annual  income.  This  will  increase  to  an 
even  6 per  cent  in  1966  and  is  graduated  on 
upward  to  reach  a level  of  7.2  per  cent  in 
1971. 

Physicians  may  well  ask  “How  did  this 
come  about?”  Hasn’t  the  House  of  Delegates 
of  the  American  Medical  Association  gone 
on  record  repeatedly  as  opposing  Social  Se- 
curity for  doctors?  Weren’t  the  AM  A people 
in  constant  touch  with  members  of  the  Ways 
and  Means  Committee  and  kept  informed  as 
to  what  was  going  on? 

Well,  the  House  of  Delegates  of  the  AM  A 
certainly  has  opposed  Social  Security  for 
doctors.  And  it  was  presumed  that  AMA 
employees  and  officials  close  to  the  situa- 
tion “on  the  Hill”  in  Washington  were  in- 
formed of  the  Ways  and  Means  Committee’s 
actions  and  intents.  However,  this  Social 
Security  measure  for  doctors  seems  to  have 
been  slipped  in  very  quietly  and  with  care- 
fully studied  timing  to  avoid  announce- 
ment during  the  AMA  meeting.  As  a 
matter  of  fact,  the  Speaker  of  the  House 
of  Delegates,  Doctor  Milford  Rouse,  made 
a dramatic  announcement  to  the  assembled 
Delegates  on  Wednesday,  June  24th,  that  the 
House  Ways  and  Means  Committee  had 
rendered  its  report  with  no  action  being 
taken  on  the  King-Anderson  Bill.  This  was 
loudly  cheered  by  the  Delegates.  Doctor 
Rouse  had  not  been  informed  of  the  Social 
Security  action  of  this  Committee,  and  it  was 
peculiarly  ignored  by  the  press.  The  details 
were  contained  in  a press  release  issued  by 
the  Ways  and  Means  Committee  “FOR  IM- 
MEDIATE RELEASE  JUNE  25th,  1964,” 
but  not  made  available  until  later  that  even- 
ing! 
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As  noted  above,  the  Bill  has  now  been 
introduced  to  the  House  and  is  expected  to 
pass  with  a voice  vote,  so  sure  are  its  pro- 
ponents that  it  will  meet  no  opposition.  The 
Bill  will  then  go  to  the  Senate,  and  then 
probably  to  the  Finance  Committee  of  the 
Senate  before  being  referred  back  for  final 
vote. 

This  all  brings  back  the  summer  of  1960 
when  Mr.  Mills  introduced  his  original  Bill 
for  government  assistance  in  medical  care 
of  the  aged,  legislation  which  eventually  be- 
came the  Kerr-Mills  Law.  Mr.  Mills’  original 
Bill  had  Social  Security  for  physicians  in- 
cluded. When  this  got  to  the  Senate,  and 
particularily  to  the  Finance  Committee  of 
the  Senate,  Senator  Robert  Kerr  struck  out 
this  amendment  because  he  had  previously 
polled  the  physicians  of  Oklahoma  who  ex- 
pressed opposition  to  being  on  Social  Se- 
curity. Senator  Byrd  of  Virginia,  Chairman 
of  the  Finance  Committee  and  a close  friend 
of  Senator  Kerr’s,  then  polled  the  doctors  in 
the  State  of  Virginia,  and  found  similar  op- 
position to  Social  Security.  These  men  con- 
trived successfully  to  eliminate  the  Amend- 
ment to  Title  II  of  the  Social  Security  Act. 
This  year,  of  course,  there  is  no  Senator  Kerr 
to  head  the  battle.  Senator  Byrd’s  feelings 
on  the  matter  in  the  summer  of  1964  are  not 
known  to  this  writer,  but  if  a guess  may  be 
hazarded,  it  would  seem  that  there  will  be 
little  or  no  opposition  to  putting  physicians 
on  the  Social  Security  plan. 

As  a matter  of  fact,  the  number  of  physi- 
cians already  on  Social  Security  is  quite  sur- 
prising. There  are  presently  278,275  physi- 
cians in  the  United  States:1  63  per  cent  of 
these  are  in  private  practice;  17  per  cent  in 
hospital  service;  four  per  cent  in  teaching 
or  administration  or  research;  two  per  cent 
in  laboratory  or  preventive  medicine;  eight 
per  cent  in  Federal  government  service ; 
and  the  remaining  six  per  cent  are  not  in 
practice  or  not  in  the  country.  It  would 
appear  then  that  31  per  cent  of  the  physi- 
cians in  this  nation  are  probably  employees 
and  are  already  on  the  Social  Security  plan. 
Of  the  63  per  cent  remaining,  physicians  in 
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private  practice,  estimates  vary  from  35  to  50 
per  cent  as  to  the  number  who  are  already 
on  Social  Security  for  one  reason  or  another : 
A part-time  job  in  a State  or  government 
hospital,  a separate  business  where  the  physi- 
cian is  necessarily  put  on  Socity  Security,  et 
cetra.  There  is  also  the  question  as  to  many 
different  polls  of  Medical  Societies  on  the 
eastern  seaboard  where  the  vote  of  the  physi- 
cian has  been  greatly  in  favor  of  putting 
themselves  on  this  mandatory  plan. 

In  any  event,  Social  Security  for  physi- 
cians is  imminent.  The  Editorial  Staff  of 
the  Journal  feels  obligated  to  keep  Oklahoma 
doctors  informed  of  the  progress  of  legisla- 
tion in  matters  of  this  type,  and  we  will  en- 
deavor to  keep  up  with  the  activities  in 
Washington  and  report  them  to  you.  There 
are  probably  more  surprises  in  store  during 
the  coming  months. — Walter  E.  Brown, 
M.D.  □ 

1.  A.M.A.  Directory  Report  Service;  Quarterly  Tables  of 
Distribution  of  Physicians  by  Type  of  Practice,  Vol.  16,  Sup- 
plement No.  51,  Jan.  20,  1964. 

Vocational  Rehabilitation 

By  NECESSITY  the  physician  is  playing 
an  increasingly  important  role  in  the  voca- 
tional rehabilitation  of  people  with  a limited 
capacity  to  work.  “Rehab”  is  a state  agency, 
associated  with  the  United  States  Depart- 
ment of  Health,  Education,  and  Welfare.  It 
is  a good  example  of  how  a government 
agency  can  serve  a useful  function  in  work- 
ing effectively  with  private  physicians. 

Oklahomans  are  fortunate  in  having  had 
a rehabilitation  program  which  has  been 
administered  so  efficiently  by  Mr.  Voyle 
Scurlock  and  his  staff.  Since  the  inception 
of  the  Vocational  Rehabilitation  program 
in  Oklahoma  in  1925,  many  handicapped  in- 
dividuals have  been  helped  to  help  them- 
selves, to  become  self-sufficient,  tax-paying 
citizens.  It  has  always  been  the  policy  of 
Mr.  Scurlock  and  his  staff  to  utilize  the 
family  physician  to  evaluate  candidates  and 
to  continue  such  doctor-patient  relationship 
in  every  instance  possible.  The  disabled  in- 
dividual retains  his  dignity  throughout  the 
examination,  needed  treatment  and  educa- 
tional programs. 

The  increasing  need  for  physician-partici- 
pation in  the  Vocational  Rehabilitation 
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program  is  essentially  the  result  of  medical 
progress,  i.e.,  the  increasing  number  of 
disabling  disorders  which  are  now  amen- 
able to  treatment.  Examples  of  quite  recent 
advances  include  surgical  procedures  involv- 
ing the  heart,  rheumatoid  deformities  and 
occlusive  vascular  disorders. 

It  is  desirable  that  physician  participation 
in  Vocational  Rehabilitation  remain  in  the 
domain  of  the  family  physician.  Likewise, 
when  needed,  his  usual  modus  operandi 
should  be  maintained  in  utilizing  a team 
approach  or  consultation  for  most  effective 
diagnosis  and  care. 

In  order  to  maintain  the  present  doctor- 
patient  relationship  in  this  government- 
sponsored  medical  program,  it  behooves 
physicians  to  familiarize  themselves  with 
the  nature  of  our  State  Vocational  Rehabili- 
tation facility.  When  we  are  called  upon  for 
examination  and  evaluation  of  a patient  for 
“Rehab.”  our  history,  physical  and  labora- 
tory examinations  should  be  thorough  and 
our  reports  meaningful.  Information  rela- 
tive to  the  patient’s  family  background,  his 
personality  and  motivations  are  best  known 
to  his  family  doctor. 

It  is  true  that  the  “forms”  to  be  completed 
may  be  troublesome  and  inadequate ; how- 
ever, a supplemental  narrative  report  is 
always  welcomed  to  augment  the  standard 
information  forms. 

The  recent  appointment  of  Doctor 
Francis  Dill  as  a part  time  State  Medical 
Consultant,  and  more  recently  the  utiliza- 
tion of  Area  Medical  Consultants*  should 
facilitate  communication  between  the  pa- 
tient, his  family  physician,  the  Rehabilita- 
tion Counselor  and  the  Rehabilitation 
Division  of  the  State  Board  of  Vocational 
Education. 

*Area  Medical  Consultants : 

John  Morey,  M.D. 

100  East  13th  St. 

Ada,  Oklahoma 
Ethel  Walker,  M.D. 

1010  14th  Ave.,  N.W. 

Ardmore,  Oklahoma 
Raymond  Engles,  M.  D. 

321  Waco 
Durant,  Oklahoma 
Hope  Ross,  M.D. 

1101  East  Broadway 
Enid,  Oklahoma 
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Royce  B.  Means,  M.D. 

1202  Arlington 
Lawton,  Oklahoma 
William  M.  Wood,  M.D. 

Barnes  Building 
Muskogee,  Oklahoma 
Theo  Williams,  M.D. 

210  Medical  Arts  Building 
Tulsa,  Oklahoma 
0.  W.  DeHart,  M.D. 

Vinita,  Oklahoma 
E.  R.  Flock,  M.D. 

Medical  Arts  Building 
Weatherford,  Oklahoma 

Your  Medical  Advisory  Committee  of  the 
Oklahoma  State  Medical  Association  to  the 
Vocational  Rehabilitation  Division  welcomes 
suggestions,  questions  or  comments  from  all 
members  of  our  state  association. — William 
K.  Ishmael,  M.D.,  Chairman , Medical  Ad- 
visory Committee.  n 

The  President  Reports 

Doctor  edward  r.  annis,  the  out- 
going President  of  the  American  Medical 
Association,  reported  to  the  House  of  Dele- 
gates in  San  Francisco  that  one  of  the  medi- 
cal profession’s  biggest  needs  at  this  time 
is  for  improved  communications,  both 
among  physicians  and  between  medicine  and 
the  general  public.  To  help  the  AMA  meet 
this  need,  Doctor  Annis  suggested  that  the 
Delegates  consider  a series  of  progressive 
dues  increases  which  ultimately  might  raise 
the  dues  from  their  present  level  of  $45.00 
yearly  to  about  $100.00  a year. 

Among  other  recommendations  in  a five 
point  program  he  outlined  were  “efforts  to 
strengthen  the  nation’s  County  Medical 
Societies.”  He  noted  that  there  are  now  some 
1,929  County  Societies,  only  220  of  which 
have  paid  executive  staff  members.  In  em- 
phasizing a need  for  more  activity  at  the 
county  level,  he  commented  that  the  1700 
County  Societies  without  paid  executives  “all 
rely  on  busy  doctors  to  take  time  from  their 
prime  purpose  in  practice  to  carry  out  pro- 
grams suggested  by  their  State  and  National 
organizations.” 

It  is  a little  disappointing  that  Doctor 
Annis  could  not  come  up  with  something 
more  original  than  a dues  increase  for  im- 
proving the  AMA.  We  have  just  this  past 
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year  reached  the  $45.00  level,  and  it  is 
doubtful  if  the  average  doctor  is  very  en- 
thusiastic about  going  into  another  progres- 
sive dues  increase  plan  at  the  present  time. 

In  order  to  strengthen  the  nation’s 
County  Medical  Societies,  Doctor  Annis  sug- 
gested that  the  AMA  develop  training  pro- 
grams for  staff  members  of  constituent  or- 
ganizations and  also  develop  the  capacity 
for  aiding  small  Medical  Societies  which 
have  no  staff  or  only  part-time  staff  assist- 
ants. This  appears  laudable  indeed.  Doctor 
Annis  did  not  elaborate  on  the  mechanics  of 
this  program. — Walter  E.  Brown,  M.D.  □ 

A Pound  of  Prevention 

A NATIONWIDE  STUDY  reveals  that  one 
out  of  six  of  today’s  physicians  will  be  a 
defendant  in  a professional  liability  action 
during  his  professional  career.  Regardless 
of  his  guilt,  his  professional  reputation  will 
be  damaged  by  the  allegations  against  him, 
and  there  is  a good  chance  that  the  experi- 
ence will  cost  a great  deal  of  money.  Win 
or  lose,  the  costs  of  defense  will  be  expen- 
sive, and  even  if  negligence  is  not  clearly 
proven,  a compassionate  jury  may  return 
a verdict  for  the  plaintiff. 

Technically,  to  return  a verdict  against  a 
defendant  doctor,  the  plaintiff  must  prove 
that  the  physician  owed  a duty  to  the  pa- 
tient, that  he  was  derelict  and  breached  that 
duty  by  failing  to  act  as  the  ordinary,  com- 
petent physician  in  the  same  community 
would  have  acted  under  the  same  or  similar 
circumstances,  that  such  failure  was  the 
direct  cause  of  the  patient’s  injuries,  and 
that  damages  to  the  patient  resulted  from 
the  negligence. 

Some  malpractice  suits  do  involve  negli- 
gence, but  far  more  cases  are  based  upon 
medico-legal  naivity. 

Complications  or  untoward  and  unexpect- 
ed results  will  continue  to  occur  as  long  as 
physicians  have  the  courage  to  come  to  grips 
with  the  complex  ills  of  the  mind  and  body 
of  man.  Legal  actions  in  such  instances  are 
preventable  if  physicians  are  aware  of 
medico-legal  hazards  and  conscientiously 
apply  medico-legal  therapy. 

Educational  materials  are  available  from 
the  OSMA  Executive  Office.  One  hour’s 
reading  time  may  prevent  years  of  regret.  □ 
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We  hear  a lot  of  con- 
versation these  days 
about  the  cost  of  belong- 
ing to  the  associations, 
societies  and  other  med- 
ical groups  in  organized 
medicine.  This  may  or 
may  not  mean  that  the 
price  is  out  of  line.  Per- 
sonally, I feel  that  it  is 
not. 

At  the  recent  AMA  meeting  it  was  sug- 
gested by  the  outgoing  president,  Doctor  Ed- 
ward Annis,  that  the  AMA  dues  be  increased 
to  $100.00  yearly  over  the  next  few  years. 
This  is  a $55.00  raise!  On  top  of  this  it  is 
very  pressing  on  the  county  and  state  levels 
that  more  funds  be  made  available.  During 
the  last  state  House  of  Delegates  meeting, 
several  items  were  approved  that  will  re- 
quire considerable  financing.  We  are  asking 
the  county  societies  to  perform  duties  and 
carry  out  programs  that  require  more 
money.  All  the  other  societies,  G.P.  and 
specialty,  are  entering  into  expanded  and 
intense  programs  that  need  our  help.  This 
means  money,  money,  money!  Where  can 
it  come  from?  It  must  come  from  you,  the 
members.  The  membership  is  demanding 
that  we  enter  into  new  and  expanded  pro- 
grams and  necessity  is  adding  its  toll. 

When  we  look  at  these  costs  we  rise  in 
anguish  and  our  first  reaction  is  to  rebel. 
Then  we  take  a second  look  which  may  help 
us  realize  that  it  costs  money  to  accomplish 
our  purposes.  You  only  get  what  you  pay  for. 

I’m  sure  that  if  we  examine  the  figures 
we  will  see  that  we  pay  no  more  dues — or 
not  as  much — as  members  of  the  carpenter, 
electrical  and  plumbing  unions,  not  to  men- 


tion many  other  trade  and  professional 
groups.  We  just  complain  more. 

The  approximate  dues  paid  by  these 
groups  is  well  above  ours,  according  to  Doc- 
tor Annis.  This  does  not  include  special  as- 
sessments on  dues.  Our  annual  dues  now 
are  $45.00  for  the  AMA  and  $57.00  for  the 
state  association,  with  county  society  dues 
variable.  To  this  total  we  must  add  G.P.  or 
specialty  fees.  Even  with  all  this  we  are 
not  overtaxed  for  the  service  that  we  receive. 

I must  say  here,  in  fairness,  that  the 
next  and  heavier  dues  raise  should  be  al- 
lowed on  the  county  and  state  levels  before 
increased  AMA  dues  are  levied.  If  all  avail- 
able funds  are  channeled  to  Chicago,  we  will 
be  unable  to  carry  out  all  the  local  and  state 
projects  handed  back  to  us  by  the  national 
group,  as  well  as  those  asked  of  us  by  our 
members. 

I don’t  mean  by  this  that  the  AMA  does 
not  need  more  funds.  I only  hope  that  a large 
share  of  the  available  funds  stay  at  home. 
The  whole  picture  must  be  seen  from  top 
to  bottom  and  not  handed  down  from  the 
top.  This  sounds  too  much  like  the  way 
we  do  it  in  big  government. 

Ask  yourself  this  question : Where  would 
you  be  at  this  instant  if  organized  medicine 
hadn’t  been  strong  enough  to  defend  you? 
The  answer  to  THIS  QUESTION  is  a fore- 
gone conclusion : “An  Employee  of  the 

State!”  I don’t  believe  you  are  ready  for 
this.  The  price  of  freedom  will  be  worth 
any  price  that  it  costs. 

Why  this  poor  news?  It  appears  to  me 
that  it  is  better  to  be  advised  of  something 
that  is  sure  to  come.  We  can  then  discuss 
it,  know  the  subject,  and  be  prepared  to  act 
calmly  and  wisely  when  it  arrives.  The  day 
will  arrive  for  an  important  decision. 
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Modern  Concepts 
in  the  Control  of  Hypertension 


W.  ARTHUR  STAUB,  M.D. 

The  vast  number  of  antihypertensive 
agents  often  result  in  confusion 
to  the  clinician.  An  analysis  of  the 
various  types  of  agents  and 
their  indications  is  presented. 

WlTHOUT  DOUBT  the  strides  taken  in 
medicine  in  the  last  ten  years  have  done 
more  to  add  to  man’s  longevity  than  in  any 
other  decade.  The  advent  of  antibiotics, 
chemotherapeutic  agents,  anticarcinogenic 
substances,  oral  antidiabetogenic  drugs, 
psychotherapeutic  medicines,  and  antihy- 
pertensives are  only  a few  specifics  in  the 
long  list  of  advances.  It  was  once  remarked, 
“The  key  to  long  life  is  to  contract  a chronic 
disease  and  learn  to  live  with  it.”  Nowhere 
is  this  philosophy  more  applicable  than  in 
the  patient  with  hypertension.  During  the 
last  decade  we  have  learned  much  about  hy- 
pertension— theories  of  etiology,  complica- 
tions, diagnosis,  ultimate  prognosis  and 
treatment — yet  we  still  have  a long  way  to 
go. 

The  purpose  of  this  paper  is  to  review 
several  basic  principles  in  the  treatment  of 
hypertension,  the  agents  available  today, 
how  they  act,  some  of  their  side  effects  and 
their  indications.  For  the  most  part,  dosages 
are  not  mentioned,  since  they  have  to  be 
adjusted  to  the  individual  patient.  This 

This  paper  was  presented  before  the  Pontotoc  County  Medical 
Society  Seminar,  Ada,  Oklahoma,  March  13th  and  14th,  1964. 
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depends  upon  the  severity  of  his  hyperten- 
sion and  the  presence  or  absence  of  compli- 
cations. 

CLASSIFICATION  OF  HYPERTENSION 

Many  classifications  of  hypertension  have 
been  devised,  most  of  which,  however,  have 
dealt  with  the  various  stages  and  degrees  of 
severity.  Merrill,1  on  the  other  hand,  has 
chosen  to  classify  hypertension  on  the  basis 
of  etiology.  From  this,  one  can  readily 
determine  those  types  of  hypertension  which 
lend  themselves  to  surgical  and  medical 
correction  and  thus  become  potentially 
“curable”  in  distinct  contrast  to  those  forms 
which  are  merely  “controlled”  by  judicious 
medical  treatment. 

I.  Pulmonary  hypertension 
II.  Systemic  hypertension 

A.  Systolic  hypertension  only 

1.  Increased  stroke  volume 

a.  Thyrotoxicosis 

b.  Anemia 

c.  Heart  block 

d.  Arteriovenous  fistula 

e.  Psychogenic  disturbances 

2.  Rigidity  of  the  aorta 

a.  Arteriosclerosis 

B.  Combined  systolic  and  diastolic  hy- 
pertension* 

1.  Renal 

a.  Pyelonephritis 

b.  Glomerulonephritis 

c.  Congenital  lesions 

d.  Obstructive  lesions 

*Any  of  the  conditions  associated  with  diastolic  hypertension 
may  become  rapidly  progressive  (malignant).  This  occurs 
much  more  frequently  in  the  so-called  “essential”  hypertension. 
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e.  Renal  vascular  occlusion 

2.  Endocrine 

a.  Acromegaly 

b.  Adrenal  cortical  hyperfunction 

c.  Pheochromocytoma 

3.  Neurogenic 

a.  Brain  tumor  (rapidly  expand- 
ing) 

b.  Cerebrovascular  diseases 

c.  “Diencephalic  syndrome” 

d.  Poliomyelitis 

e.  Psychogenic  disturbances 

4.  Unknown  etiology 

a.  Essential  hypertension  (be- 
nign) 

b.  Eclampsia 

5.  Miscellaneous 

a.  Coarctation  of  the  aorta 

b.  Increased  intravascular  volume 

LIFE  EXPECTANCY  OF  THE 
HYPERTENSIVE  PATIENT 

The  mortality  rate  among  hypertensive 
patients  is  double  or  more  that  of  the 
standard  population.  Deaths  from  heart 
disease,  cerebrovascular  and  renal  compli- 
cations are  vastly  increased,  particularly 
when  associated  with  the  more  severe  de- 
grees of  elevated  blood  pressure. 

Doctor  Richard  Gubner,  Medical  Director 
of  the  Equitable  Life  Assurance  Society  and 
Kings  County  Hospital  Center  in  New  York 
City,  adequately  points  out  that  the 
atherosclerotic  changes  in  the  large  arteries 
are  in  no  way  qualitatively  different  in  hy- 
pertension from  the  arteriosclerosis  in  the 
coronary  arteries  and  aorta  which  develop 
in  the  absence  of  hypertension,  but  that 
elevated  blood  pressure  accentuates  the  de- 
velopment of  these  lesions.  Likewise,  arteri- 
olar sclerosis  similar  to  that  observed  in 
hypertension  develops  in  subjects  with  nor- 
mal blood  pressure,  particularly  in  the  renal 
arterioles,  but  the  changes  are  definitely 
accentuated  in  hypertension  in  relation  to 
its  degree.2 

These  factors  are  paramount  in  young 
people — probably  even  more  so  than  in  eld- 
erly hypertensive  people.  Evidence  is  accu- 
mulating almost  daily  from  such  outstanding 
investigators  and  clinicians  as  Brest,  Moyer, 
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Freis,  Herrmann,  Clark  and  many  others 
demonstrating  the  importance  of  the  early 
treatment  of  hypertension.  Several  investi- 
gators have  reported  a more  or  less  perma- 
nent decrease  in  elevated  pressures  to  near 
normal  level  after  discontinuing  antihyper- 
tensive agents  over  a period  of  years  in  some 
patients.  Others  have  shown  prevention  or 
at  least  a delay  in  the  advancement  of  cere- 
brovascular, coronary  artery  and  renal  in- 
sufficiency complications  with  adequate 
early  treatment  of  hypertension. 

Of  particular  interest  is  the  fact  that  one 
million  of  the  5.5  million  hypertensive 
patients  in  the  United  States  are  under  45 
years  of  age.  In  the  older  population,  hyper- 
tension among  females  is  more  than  two 
and  one-half  times  as  prevalent  than  among 
males  in  the  65  to  74  year  age  group.  The 
death  rate  from  hypertensive  heart  disease, 
however,  has  declined  from  56.5  per  100,000 
population  in  1950  to  36.6  per  100,000  in 
1960.  This  remarkable  decrease  has  been 
due  to  the  treatment  of  the  causes  of  hyper- 
tension rather  than  effects,  the  advent  of 
new  drugs  and  the  better  use  of  old  drugs.3 

TREATMENT  OF  HYPERTENSION 

A.  General  Considerations 

1.  Every  patient  with  hypertension 
first  of  all  deserves  as  complete  an 
initial  work-up  as  possible.  This  is 
important  not  only  from  a diagnos- 
tic and  prognostic  standpoint,  but 
also  in  establishing  a base-line  for 
determining  the  future  rate  of 
progress  of  the  disease.  The  overall 
picture  is  more  important  than  the 
temporary  status  at  any  given 
moment. 

2.  Every  hypertensive  patient  should 
have  a complete  series  of  labora- 
tory, funduscopic,  X-ray  and  EKG 
studies  to  rule  out  those  types  of 
hypertension  which  can  be  cured  by 
specific  treatment.  Included  in  these 
studies  should  be  Metopirone,®  Regi- 
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tine,®  and  VMA  tests  for  determin- 
ing hypertension  of  endocrine  etiol- 
ogy, as  well  as  spinal  tap,  ventric- 
ulogram, encephalogram  or  angio- 
gram to  rule  out  neurogenic  path- 
ology. The  use  of  aortography  is 
becoming  a significant  tool  in 
ruling  out  hypertension  due  to  reno- 
vascular disease. 

3.  Success  of  treatment  depends  pri- 
marily on  three  factors: 

a.  A positive  attitude  on  the  part 
of  the  physician. 

b.  Patience  and  persistence  on  the 
part  of  the  patient  as  well  as  the 
physician  is  necessary.  Hyper- 
tension is  a long  term  chronic 
disease  requiring  treatment  for 
years.  Changes  in  the  status  of 
the  patient’s  hypertension  are 
not  likely  to  result  in  immediate 
dramatic  improvement  or  deteri- 
oration, except  perhaps  in  the 
malignant  types.  Therefore  pa- 
tient visits  are  required  at  regu- 
lar intervals  for  an  extended 
period — usually  monthly. 

c.  Thoroughness  of  initial  work-up 
ivith  repetition  of  previous  tests 
ivhen  progress  is  unsatisfactory. 
Likewise,  if  repeated  tests  reveal 
nothing  new  or  changed,  revalua- 
tion of  treatment  itself  must  be 
undertaken. 

B.  Factors  other  than  drug  therapy  in  the 

treatment  of  hypertension : 

1.  Diet: 

a.  If  overweight,  diet  to  permit 
weight  reduction. 

b.  Salt  reduction  — especially  in 
presence  of  congestive  heart 
failure. 

c.  Fat  is  usually  restricted  because 
it  is  calorigenic  and  may  be 
atherogenic  as  well. 

2.  Psychological  management  — espe- 
cially in  the  apprehensive  and  tense 
patient. 

3.  Surgical  correction  where  indicated 
— e.g.,  thyrotoxicosis,  pheochrom- 
ocytoma,  coarctation  of  aorta,  etc. 

4.  Sympathectomy  — used  primarily 
in : 

a.  Patient  who  will  not  take  drugs 
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conscientiously  or  who  will  not 
tolerate  their  side  effects. 

b.  Patients  who  have  not  responded 
well  to  drugs  even  though  they 
have  taken  them  conscientiously 
and  persistently,  and  in  whom 
repeated  work-up  has  failed  to 
reveal  any  new  underlying  etiol- 
ogy. 

c.  At  times,  drug  therapy  may  be 
used  after  sympathectomy,  espe- 
cially if  results  have  not  been  as 
anticipated. 

C.  General  action  of  drugs  on  factors 
affecting  blood  pressure: 

Drugs  used  in  the  treatment  of  hyper- 
tension can  affect  change  in  one  or 
more  of  the  major  determinants  of  the 
blood  pressure ; simultaneously  the 
compensatory  mechanisms  which  are 
initiated  to  affect  this  change  are  also 
suppressed  by  drug  action.  Drugs  can 
affect  the  following : 

1.  Cardiac  output 

2.  Peripheral  resistance 

3.  Volume  of  blood  in  circulation 

4.  Circulating  endogenous  “pressor” 
substances,  such  as  angiotensin 
and  serotonin. 

D.  How  drugs  alter  these  factors: 

The  important  determinants  of  blood 
pressure  are  subject  to  alteration  by 
several  types  of  drug  action,  namely: 

1.  Action  on  involuntary  muscle,  such 
as  that  produced  by  acetylcholine, 
histamine,  nitrites  or  adrenergic 
blocking  agents. 

2.  Interference  with  autonomic  reflex 
circuits  on  the  afferent  side  such  as 
produced  by  veratrum  alkaloids. 

3.  Interference  with  reflex  circuits 
on  the  efferent  side  such  as  pro- 
duced by  ganglionic  blocking  agents, 
guanethidine  or  bretylium. 

4.  Interference  with  autonomic  cir- 
cuits within  the  central  nervous 
system  such  as  produced  by  seda- 
tives, reserpine  or  chlorpromazine. 

5.  By  a diuretic  action  which  alters 
electrolyte  excretion  and  plasma 
volume. 

6.  Direct  antagonism  of  endogenous 
“pressor”  substances  (serotonin 
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and  angiotensin)  by  hydralazine  and 
antiserotonin. 

7.  One  might  also  include  a category 
of  drugs  which  interfere  with  so- 
called  “transmitter  substances” 
necessary  in  reflex  transmission  of 
nerve  impulses  in  the  autonomic 
nervous  system.  These  would  be 
monamine  oxidase  inhibitors  and 
methyldopa. 

CHOICE  OF  AN  ANTIHYPERTENSIVE  DRUG 

The  choice  of  an  antihypertensive  agent 
will  depend  upon  many  variable  factors : The 
age  of  the  patient,  the  severity  and  duration 
of  his  hypertension,  the  presence  or  absence 
of  cerebrovascular,  renal  and  coronary 
arteriosclerosis,  the  presence  or  absence  of 
concomitant  disease  such  as  diabetes  or  hy- 
perthyroidism and  the  side  effects  of  the 
drug  whose  use  is  contemplated.  Most 
clinicians  prefer  single  agents  in  preference 
to  a combination  of  agents,  but  a factor  not 
to  be  overlooked  is  that  the  combined  agents 
permit  in  most  instances  a reduction  of 
effective  dosage  with  a concomitant  reduc- 
tion in  the  side  effects.  Another  point 
to  be  considered  is  not  to  make  drug  therapy 
too  complicated  or  too  rigid,  as  the  patient 
might  become  easily  discouraged.  Treatment 
should  be  flexible  enough  to  permit  reduction 
in  dosage  if  side  effects  are  not  well  tolerat- 
ed. Here  the  patient  should  be  cautioned  that 
if  side  effects  are  severe,  he  should  not  dis- 
continue the  drug,  but  should  reduce  the 
dosage  and  report  immediately  to  his  physi- 
cian. Vitally  important  too  is  not  to  drop  a 
highly  elevated  blood  pressure  precipitously, 
else  cerebral  or  coronary  ischemia  may 
ensue.  Many  elderly  patients  with  long 
standing  severe  hypertension  (and  especially 
those  with  advanced  arteriosclerosis)  prob- 
ably should  not  have  their  pressures  reduced 
to  normotensive  levels  for  this  reason. 

A.  Rauwolfia  alkaloids  and  their  deriva- 
tives : 

Reserpine  and  other  rauwolfia  alkaloids 
deplete  body  storages  of  catecholamines  in 
the  brain,  myocardium  and  vessel  walls. 
Arterial  blood  pressure  is  reduced  by  lower- 
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ing  peripheral  resistance,  since  the  cardiac 
output  is  almost  unchanged.  In  addition, 
there  is  a bradycardic  effect,  possibly 
accomplished  by  reduction  in  the  activity 
of  cardioaccelerator  nerves.  Lowered  pe- 
ripheral resistance  is  probably  due  to  dimin- 
ished sympathetic  tone  resulting  from  a 
loss  or  depletion  of  the  transmitter  sub- 
stance at  peripheral  nerve  endings.4 

Mental  depression,  however,  is  a side 
effect  to  be  anticipated.  It  occurs  primarily 
in  a few  instances  where  total  daily  dosages 
exceed  1 mgm.,  and  should  be  used  with 
considerable  caution  in  patients  with  a his- 
tory of  mental  illness.  Lassitude,  drowsiness, 
nasal  congestion  and  increased  frequency  of 
stools  also  occur  in  some  instances.  Therapy 
with  reserpine  and  other  rauwolfia  alkaloids 
should  be  continued  for  at  least  one  week  be- 
fore making  further  evaluation  of  the  pa- 
tient and  because  of  its  lasting  effects  should 
be  withdrawn  two  weeks  prior  to  surgery 
where  significant  hypotension  or  brady- 
cardia during  anesthesia  is  a concern. 

B.  Saluretics: 

In  some  patients  with  benign  hyperten- 
sion a saluretic  may  even  be  sufficient  as 
the  sole  agent. 

Dietary  salt  restriction  is  generally  con- 
sidered a mainstay  in  the  medical  manage- 
ment of  diastolic  hypertension.  Grollman 
and  coworkers  have  demonstrated  the  hy- 
potensive responsiveness  to  sodium  restric- 
tion as  have  others. 

The  exact  mechanism  of  action  of  the 
saluretics  is  still  unknown.  Freis  suggested 
that  the  hypotensive  effect  was  related  to  a 
reduction  in  plasma  volume  through  their 
natruretic  effect  and  a consequent  decrease 
in  cardiac  output.  Varnauskas  and  cowork- 
ers, however,  have  shown  that  during  treat- 
ment with  chlorothiazide  a lower  blood 
pressure  was  preserved  even  after  restora- 
tion of  the  original  plasma  volume.4’5 

It  is  now  well  documented  that  sodium 
ions  increase  local  vascular  reactivity,  espe- 
cially to  circulating  catecholamines.  A de- 
crease therefore  in  sodium  or  steroid  restric- 
tion will  lessen  this  reactivity.  Potassium 
tends  to  have  an  opposite  effect  from  sodium 
on  vascular  tissue.  In  this  regard,  the  Kemp- 
ner  rice  diet  is  high  in  potassium  and  there- 
fore has  a protective  value  against  exces- 
sive sodium  ingestion. 
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Since  the  introduction  of  chlorothiazide, 
many  new  compounds  have  appeared  with 
only  minor  differences  in  action.  The  hydro- 
chlorothiazides exhibit  about  ten  times  the 
potency  of  chlorothiazides  with  slightly 
fewer  side  effects.  All  the  saluretic  agents 
have  a kaliuretic  effect. 

In  the  presence  of  congestive  heart  failure 
additional  potassium  may  be  necessary  to 
prevent  hypokalemia  produced  in  some  pa- 
tients by  the  use  of  saluretic  agents.  Con- 
trariwise, excessive  potassium  should  be 
avoided  in  patients  with  chronic  renal 
disease  where  potassium  retention  rather 
than  loss  may  be  a problem. 

Recently,  the  literature  has  mentioned 
cautions  to  be  observed  when  the  saluretics, 
especially  the  thiazides,  are  used  in  patients 
with  gout  and  diabetes.  If  gout  does  occur, 
200  to  500  mgm.  of  Benemid  daily  blocks 
the  uric  acid  retaining  effect  of  the  thia- 
zides. In  diabetes,  it  is  fairly  well  established 
that  the  thiazides  do  cause  a decrease  in  glu- 
cose tolerance  in  some  diabetic  or  potentially 
diabetic  patients.  As  yet  there  is  insufficient 
evidence  that  the  thiazides  produce  true 
diabetes  in  patients  who  show  normal  glu- 
cose tolerance  curves  and  who  do  not  have  a 
family  history  of  diabetes. 

C.  Hydralazine  (Apresoline®)  : 

Hydralazine,  first  introduced  in  1950, 
depresses  the  outflow  of  sympathetic  im- 
pulses by  blocking  the  pressor  effects  of 
several  enzyme  systems  in  the  hypothala- 
mus, medulla  and  at  the  neuro-effector 
junctions.  Thus,  hydralazine  has  central  and 
peripheral  antihypertensive  action,  lowering 
both  systolic  and  diastolic  pressures.  Pe- 
ripherally it  produces  vasodilatation  on  the 
arterial  side  of  the  circulation;  as  a result 
venous  dilatation  and  resulting  orthostatic 
hypotension  do  not  occur.  The  antihyper- 
tensive effect  of  hydralazine  is  attended, 
however,  by  an  increase  in  heart  rate  and 
cardiac  output.  In  contrast,  the  ganglionic 
blocking  agents  affect  both  arterial  and 
venous  sides  of  the  peripheral  circulation, 
cause  a decrease  in  splanchnic  circulation, 
and  result  usually  in  a decline  in  right  heart 
filling  and  cardiac  output.4’5-6 

The  use  of  hydralazine  is  attended  by 
headaches,  nausea,  vomiting,  flushing, 
tachycardia  and  increased  angina  in  some 
patients.  However,  the  addition  of  saluretic 
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agents  and/or  reserpine  can  neutralize  the 
cardiotonic  effects  and  reduce  cardiac  out- 
put. Parenterally,  the  rapid  action  of  hydral- 
azine and  the  more  sustained  action  of 
reserpine  makes  their  combined  use  the 
drugs  of  choice  in  the  treatment  of  hyper- 
tension due  to  acute  glomerulonephritis  and 
toxemia  of  pregnancy.  Moyer  feels  that 
these  agents  are  100  per  cent  effective  in 
the  latter. 

Prolonged  usage  of  hydralazine  in  doses 
above  300  mgm.  daily  may  lead  to  serious 
toxicity  in  10-14  per  cent  of  patients  in  the 
form  of  arthritic-like  symptoms  or  a lupus- 
like syndrome. 

D.  Ganglionic  blocking  agents : 

These  agents  will  lower  the  blood  pres- 
sure in  virtually  all  properly  selected  pa- 
tients, but  the  selection  of  these  patients  is 
most  important.  The  general  indications  are 
met  by  those  with  malignant  hypertensions, 
hypertensive  crises  (especially  associated 
with  congestive  right  heart  failure) , and  in 
those  with  severe  static  hypertension  which 
has  not  responded  to  more  conservative 
measures.  Patients  with  very  labile  diastolic 
pressures  should  not  use  these  agents,  since 
they  are  likely  to  develop  orthostatic  hypo- 
tensive crises.  Extreme  caution  should  be 
observed  when  using  these  agents  in  patients 
with  renal  failure  and  azotemia,  and  in  the 
elderly  with  advanced  cerebral  atheroscle- 
rosis.5 

Because  they  block  sympathetic  and  para- 
sympathetic action,  orthostatic  hypotension, 
dryness  of  mouth,  blurring  of  vision,  uri- 
nary retention,  and  impotence  may  be 
prominent. 

E.  Veratrum  Alkaloids: 

These  compounds  are  probably  the  most 
potent  antihypertensive  agents  available 
today,  but  their  use  is  limited  primarily  to 
parenteral  administration  in  the  treatment 
of  hypertensive  emergencies. 

Their  action  is  two-fold — a direct  central 
action  on  the  vasomotor  center  which  dimin- 
ishes the  vasoconstrictor  impulses,  and 
through  reflex  vagal  stimulation,  causing 
bradycardia  and  a reduction  of  blood  pres- 
sure.5 

Veratrum  preparations  also  have  an 
emetic  effect,  and  the  range  between  their 
hypotensive  and  emetic  dosage  is  narrow. 
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F.  Guanethidine  (Ismelin®)  : 

In  the  more  moderate  and  severe  hyper- 
tensive patients  the  use  of  guanethidine  has 
an  important  place.  Guanethidine  depletes 
tissue  stores  of  catecholamines  and  blocks 
the  formation  of  additional  norepinephrine 
at  postganglionic  sympathetic  nerve  endings. 
Unlike  the  ganglionic  blocking  agents, 
guanethidine  does  not  suppress  the  para- 
sympathetic nervous  system  and  therefore 
is  devoid  of  those  side  effects  characteristic 
of  that  group  of  drugs.7 

Administration  of  this  potent  antihyper- 
tensive agent  requires  thorough  knowledge 
of  its  action.  After  oral  dosage,  its  maximum 
effectiveness  may  not  appear  for  24  to  36 
hours  but  it  may  last  for  several  days  and 
even,  in  some  instances,  as  long  as  two 
weeks.  Because  of  this  cumulative  effect,  the 
drug  need  only  be  administered  once  a day 
and  so  provides  the  patient  with  one  of  the 
most  inexpensive  and  uncomplicated  forms 
of  therapy  available  today. 

The  most  pronounced  side  effects  of 
guanethidine  are  related  to  the  unopposed 
action  of  parasympathetic  activity — brady- 
cardia, diarrhea,  orthostatic  hypotension, 
failure  of  ejaculation  but  not  impotence,  etc. 
Tolerance  to  guanethidine  is  almost  non- 
existent. This  drug  is  considered  by  many 
to  be  the  most  ideal  antihypertensive  agent 
available.  When  used  in  combination  with 
other  antihypertensive  agents  such  as  reser- 
pine  and  the  thiazides,  the  effective  dose 
can  easily  be  lowered  which  results  in  fewer 
side  effects.  Caution  is  urged,  however,  when 
guanethidine  is  combined  with  reserpine, 
since  the  synergistic  action  of  these  two 
drugs  may  result  in  excessive  hypotension. 
G.  Enzyme  inhibitors : 

In  this  category  there  are  two  groups  of 
drugs — namely,  methyldopa,  a decarboxylase 
inhibitor,  and  the  monamine  oxidase  inhibi- 
tors (Eutonyl,  etc.)  which  play  a role  in 
the  further  breakdown  of  norepinephrine 
and  epinephrine.  The  action  of  these  two 
groups  of  drugs  is  still  unknown  and  para- 
doxical to  ordinary  physiological  thinking. 

1.  Methyldopa: 

Methyldopa  is  a potent  inhibitor  of  most 
decarboxylases  responsible  for  the  biosyn- 
thesis of  aromatic  amines.  It  inhibits  the 
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formation  of  dopamine  from  dopa  in  many 
tissues  but  its  ability  to  block  the  formation 
of  norepinephrine  is  erratic. 

Sjoerdsma8  believed  initially  that  decar- 
boxylase inhibition  possibly  depleted  cate- 
cholamines by  diminishing  their  formation 
and  that  this  would  account  for  blood  pres- 
sure lowering.  Pharmacologic  effects  in 
patients  suggest  that  this  is  not  the  entire 
mechanism,  however.  It  may  be  that  the 
pharmacological  effects  are  unrelated  to 
decarboxylase  inhibition  or  catecholamine 
depletion,  but  instead  are  related  to  changes 
in  the  amino  acids  or  corresponding  amines. 

The  use  of  methyldopa  in  the  treatment  of 
hypertension  rests  somewhere  between  the 
ganglionic  blocking  agents  and  guanethi- 
dine, and  reserpine,  thiazides  and  hydrala- 
zine. Reports  of  clinical  use  are  both  com- 
plimentary as  well  as  deleterious.  Suffice  to 
say,  however,  the  difficulties  with  methyl- 
dopa lie  in  its  frequent  side  effects  (seda- 
tion, vertigo,  headache,  abdominal  disten- 
tion including  paralytic  ileus,  weight  gain 
and  edema,  frequent  bouts  of  congestive 
heart  failure,  fever,  decrease  in  hemoglobin 
and  abnormal  liver  function)  and  an  appar- 
ent erratic  effect  on  blood  pressure.  Appar- 
ently it  does  lower  blood  pressure  in  the 
recumbent  as  well  as  the  upright  position. 
Tolerance  is  a major  deterrent  with  methyl- 
dopa; this  develops  in  most  patients  any- 
where from  four  to  12  months  after  therapy 
is  started. 

2.  Monamine  oxidase  inhibitors: 

The  direct  mechanism  of  action  of  the 
monamine  oxidase  inhibitors  is  still  un- 
known. Three  theories  have  been  advanced: 

a.  A decreased  response  of  the  peripheral 
arteriole  to  norepinephrine  resulting 
from  an  excess  of  norepinephrine  in 
the  blood  vessels. 

b.  A blocking  of  nerve  impulses  at  the 
sympathetic  post-ganglionic  fiber-re- 
ceptor site  junction  due  to  a paralytic 
action  from  excess  norepinephrine. 

c.  A possible  tissue-selectivity  factor, 
accounting  for  the  fact  that  certain 
monamine  oxidase  inhibitors  influence 
blood  pressure  only  slightly,  while 
others  produce  psychostimulation  and 
anti-anginal  action. 

The  monamine  oxidase  inhibitors  induce 
mostly  orthostatic  hypotension  and  are  espe- 
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dally  active  when  used  with  chlorothiazides. 
They  too  are  free  of  parasympathetic  block- 
ing action,  as  are  guanethidine  and  methyl- 
dopa. 

In  addition  to  the  effect  of  monamine  oxi- 
dase inhibitors  on  catecholamines,  they  also 
prevent  serotonin  breakdown  in  the  body. 
This  causes  an  increase  in  serotonin  espe- 
cially in  the  brain.  It  has  been  suggested  by 
Wooley  and  Shaw  that  certain  mental  dis- 
orders may  arise  from  abnormalities,  prob- 
ably a deficiency,  in  serotonin  content  of  the 
brain.  Consequently,  the  use  of  monamine 
oxidase  inhibitors  is  a rational  approach  to 
this  therapeutic  problem. 

The  monamine  oxidase  inhibitors  there- 
fore can  exert  three  effects — hypotensive, 
especially  in  the  orthostatic  position,  anti- 
anginal  and  mood  elevation.  Their  use,  how- 
ever, is  not  without  some  problems,  pri- 
marily those  associated  with  their  effect  on 
the  catecholamines.  Caution  should  be  exer- 
cised when  central  stimulants  or  depressants 
are  administered  concomitantly  with  mon- 
amine oxidase  inhibitors  due  to  their  poten- 
tiating effect.  Guanethidine  and  reserpine 
should  not  be  employed  during  monamine 
oxidase  inhibitor  therapy  due  to  the  possi- 
bility of  an  acute  pressor  response  resulting 
from  a sudden  release  of  catecholamines. 
(Regitine,®  here,  can  be  used  to  combat  this 
pressor  effect.)  Due  to  the  increased  feeling 
of  well  being  together  with  the  anti-anginal 
effect  in  patients  with  angina  pectoris,  these 
patients  should  be  warned  not  to  increase 
their  physical  activity  thinking  that  their 
coronary  disease  has  been  improved.  Other 


side  effects  including  orthostatic  hypoten- 
sion, elevation  of  blood  urea  nitrogen,  liver 
damage,  adverse  reactions  with  halothane  or 
cyclopropane  anethesia,  fever  and  tremors, 
are  all  to  be  reckoned  with.  Caution  must 
also  be  used  when  these  agents  are  given  to 
patients  with  hyperactive  or  hyperexcitable 
personalities  since  full  blown  mania  can  be 
precipitated.  The  use  of  pressor  substances 
such  as  tyramine  (from  certain  cheeses)  and 
the  pressor  agents  commonly  employed  in 
local  dental  anesthetic  agents  can  result  in 
sudden  fatal  hypertensive  crises. 


SUMMARY 


We  have  tried  to  consider  some  of  the 
concepts  in  the  control  of  hypertension.  The 
mechanisms  of  action  of  drug  therapy  in 
general  as  well  as  the  specific  use  of  the 
more  common  and  recent  antihypertensive 
agents  have  been  mentioned. 
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A New  Approach 


in  the  Study  of 


Mental  Retardation 


JOSEPH  C.  DENNISTON,  M.D. 

The  author  suggests  we  investigate 
the  'possibility  of  biochemical 
error  of  metabolism  in  mothers  when 
retardation  is  manifest  in 
two  or  more  siblings. 

XhREE  OF  THE  next  100  children  born 
in  America  will  be  mentally  retarded.  This 
condition  afflicts  twice  as  many  individuals 
as  blindness,  polio,  cerebral  palsy  and  rheu- 
matic heart  disease  combined.  An  estimated 
5,400,000  people  in  our  country  bear  this 
label.  Two  hundred  thousand  of  this  group 
represent  severely  retarded  children  and 
adults  who  are  being  cared  for  in  residential 
institutions  at  public  expense.  State  and 
local  communities  expend  300  million  dollars 
annually  in  capital  and  operating  costs  for 
their  institutional  care.  In  addition,  250  mil- 
lion dollars  is  invested  in  special  education, 
welfare,  rehabilitation  and  other  services 
for  those  residing  outside  of  public  institu- 
tions. Thus  it  is  apparent  that  this  country 
is  confronted  with  a serious  and  burdensome 
problem. 

The  key  to  its  prevention  lies  in  an  under- 
standing of  its  etiology.  During  the  past 
decade  numerous  causative  factors  have  been 
identified,  and  preventive  measures  insti- 
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tuted.  Despite  this,  the  road  leading  to  a full 
understanding  of  the  complex  phenomena 
involved  still  lies  far  ahead  of  us  and  re- 
mains ill-defined  as  to  the  direction  in  which 
it  may  lead. 

In  many  state  institutions  for  the  men- 
tally retarded  not  more  than  25  per  cent  of 
the  cases  are  identified  with  any  degree  of 
accuracy.  Seventy-five  per  cent  remain  in 
the  diagnostic  category  of  “mental  retar- 
dation due  to  unknown  or  uncertain  cause.” 
When  the  medical  profession  has  been  able 
to  identify  the  etiology,  it  has  been  possible 
in  many  instances  to  devise  effective  preven- 
tive measures.  Familiar  examples  of  this  in- 
clude German  measles,  Erythroblastosis  fe- 
talis, lead  poisoning  and  the  dietary  manage- 
ment of  certain  inborn  errors  of  metabolism. 

During  the  past  decade  tremendous 
strides  have  been  made  in  our  understanding 
of  biochemical  errors  in  metabolism  associ- 
ated with  mental  retardation.  A few  note- 
worthy examples  include  phenylketonuria, 
galactosemia,  maple  sugar  urine  disease, 
histidinemia,  hyperglycinemia  and  Hart- 
nup’s  disease. 

Recently  a very  interesting  and  challeng- 
ing clinical  observation  was  observed  in  a 
Tennessee  state  institution  for  the  retarded.1 
This  suggested  that  a new  approach  to  our 
understanding  of  mental  retardation  is  now 
possible. 

A 70-year-old  white  (formerly  blonde) 
blue-eyed  mentally  retarded  woman  was  ob- 
served to  exhibit  a strongly  positive  reaction 
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on  routine  urine  testing  with  ten  per  cent 
ferric  chloride.  When  Phenistix  and  DNPH 
confirmed  the  accuracy  of  this  finding,  a 
fasting  serum  phenylalanine  was  determined 
at  27.4  mg  (normal  < 2 mg).  The  serum 
histidine  level  was  2.2  mg  (normal  <2  mg). 
A 24-hour  urine  amino  acid  study  revealed 
an  excessively  high  excretion  of  phenylalan- 
ine— 714  micro  moles,  (normal  < 100  micro 
moles) . 

Urine  paper  chromotography  studies2  re- 
vealed the  presence  of  both  phenylpyruvic 
acid  and  orthohydroxy  phenylacetic  acid  in 
excessive  amounts.  A phenylalanine  loading 
test  utilizing  0.2  gm/kl.  of  1-phenylalanine 
was  administered:  a fasting  level  of  26.8 
mg. ; one  hour  53.6  mg.,  two  hours  58.5  mg. 
was  recorded.  (Normal  fasting  level  <2  mg 
and  in  two  hours  < 18  mg.) 

The  fact  that  this  woman  was  a phenyl- 
ketonuric  was  not  remarkable  since  one  per 
cent  of  institutionalized  retardates  are  so 
affected.  It  was  of  considerable  interest, 
however,  since  she  was  70  years  of  age  and 
had  never  previously  been  recognized  as 
phenylketonuric. 

A good  deal  of  excitement  was  elicited 
when  we  realized  that  she  had  five  mentally 
retarded  children,  all  of  whom  were  or  had 
been  institutionalized  at  this  same  Tennes- 
see facility.  This  afforded  us  an  opportunity 
to  investigate  the  offspring  of  a phenyl- 
ketonuric. 

Complete  laboratory  studies,  including 
repeated  serum  phenylalanine  levels,3  twenty- 
four  hour  amino  acid  analysis  and  1- 
phenylalanine  loading  tests  were  adminis- 
tered on  her  three  currently  institutionalized 
offspring.  All  proved  to  be  heterozygous 
carriers  of  the  recessive  gene  and  none  were 
phenylketonuric.  Of  the  two  unaccounted  for 
retarded  offspring,  one  died  in  1940  while 
the  other  escaped  the  Tennessee  facility  in 
1953. 

Since  heterozygous  carriers  do  not  pos- 
sess the  disease,  it  became  necessary  to  ex- 
plain the  cause  for  their  retardation.  We 
should  like  to  postulate  that  perhaps  the 
high  serum  phenylalanine  level  sustained  by 
this  mother  throughout  her  pregnancies  is 
the  etiological  basis  for  the  retardation  of 
her  offspring. 

Though  there  is  no  experimental  parallel 
to  these  findings,  a number  of  studies  on 


sub-human  species  and  clinical  observations 
in  man  have  demonstrated  that  the  more 
immature  the  brain,  the  more  susceptible  it 
is  to  phenylalanine  intoxication.  Since  it  is 
now  known  that  phenylalanine  readily 
crosses  the  placenta,  a high  maternal  serum 
phenylalanine  level  might  be  expected  to 
produce  fetal  brain  damage.  Already  it  has 
been  observed  that  excessive  phenylalanine 
can  injure  the  developing  fetal  brain  of  an 
otherwise  normal  young  animal,  yet  no 
studies  have  been  reported  regarding  the 
effects  of  abnormally  elevated  maternal 
phenylalanine  levels  on  the  developing  fetal 
brain  cells. 

We  wonder  if  the  determining  factor  for 
the  retardation  is  dependent  on  the  level  of 
serum  phenylalanine  or  its  metabolites.  Per- 
haps when  serum  levels  exceed  25  mg. 
throughout  the  prenatal  period,  irreversible 
cerebral  damage  to  the  developing  fetal 
brain  cells  can  occur. 

While  investigating  this  case,  we  discov- 
ered the  proband  had  a sister  residing  in 
Florida.4  At  our  request,  she  was  evaluated 
at  the  University  of  Florida  College  of  Medi- 
cine and  was  found  to  be  phenylketonuric. 
Her  history  revealed  the  loss  of  six  of  her 
seven  offspring  during  their  childhood.  The 
one  surviving  was  a female  resident  of  the 
same  Tennessee  facility  as  the  proband. 
Further  studies  proved  her  to  be  a non- 
phenylketonuric  retardate  and  heterozygous 
carrier. 

With  our  increasing  recognition  of  some 
phenylketonuric  females  in  the  general 
population  who  are  mildly  retarded  and  who 
may  subsequently  become  pregnant,  the 
possibility  of  their  elevated  serum  phenylala- 
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nine  levels  producing  irreversible  cerebral 
damage  to  the  developing  fetus  may  be  of 
considerable  significance. 

Along  similar  lines  one  wonders  whether 
other  unrecognized  inborn  errors  of  metab- 
olism among  our  pregnant  female  popula- 
tion might  damage  the  developing  fetus. 
Such  possibilities  suggest  that  research  be 
directed  into  studies  of  biochemical  errors 
of  metabolism  among  our  normal  female 
population. 

When  the  practicing  physician  sees  two 
or  more  patients  in  the  same  family  whose 
retardation  is  difficult  to  determine,  a high 
degree  of  suspicion  for  some  biochemical 


error  in  the  mother  may  be  well  justified 
and  investigative  studies  instituted  along 
such  lines. 

The  significance  of  such  studies  lies  in 
the  fact  that  if  errors  in  protein  metabolism 
are  discovered,  perhaps  maternal  dietary 
control  of  the  offending  amino  acid  might 
prevent  the  retardation  of  the  offspring.  □ 
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HEARINGS  ON  M.D.-OWNED  PLANTS  SCHEDULED 

The  Senate  Antitrust  and  Monopoly  Subcommittee,  under  the  chair- 
manship of  Senator  Philip  Hart  (D.  Mich.),  will  hold  hearings  this  month 
on  physician-owned  pharmacies,  drug  repackaging  and  drug  redistributing 
operations. 

The  subcommittee  staff  has  been  studying  in  this  area  for  two  years. 
Between  15  and  20  witnesses  will  be  called,  but  names  were  not  announced. 
The  witness  list  will  include  representatives  from  drug  manufacturing 
companies,  state  licensing  boards  and  national  trade  associations.  In  an- 
nouncing the  hearings  Hart  said: 

“On  the  face  of  it,  it  would  not  seem  unlikely  that  restraints  of  trade 
might  develop  when  a doctor  stands  to  benefit  financially  by  prescribing 
one  drug  over  another  or  by  giving  business  to  one  pharmacy  over  another. 
Therefore,  restraints  of  trade  and  unfair  trade  practices  arising  from 
this  apparent  conflict  of  interest  will  be  our  principal  area  of  inquiry. 

“However,  we  must  determine  also  what  effects  on  the  consumer 
doctor-ownership  of  these  enterprises  may  have.  Certainly,  it  is  possible 
that  in  some  cases  patients  are  paying  a higher  price  than  necessary.  An- 
other effect  could  be  the  frustration  of  the  generic-name  portion  of  the 
drug  amendments  of  1962,  which  were  intended  to  lower  the  cost  of  drugs 
to  the  consumer. 

“A  patient  given  a prescription  for  a trade  drug  under  the  name  of 
a doctor-owned  company  is  in  effect  a captive  consumer.  We  plan  to  intro- 
duce some  of  the  subpoenaed  material  into  these  hearings  and  will  ask 
representatives  from  the  companies  to  comment  on  it.” 


384 


Oklahoma  State  Medical  Association 


The  Ectopic  Thyroid  Gland 


H.  LELAND  STEFFEN,  M.D. 

A revieiv  of  the  embryology , 

symptomatology , diagnosis  and  treatment 
of  the  ectopic  thyroid  gland  ivith 
an  illustrative  case  report. 

A TRUE  ectopic  thyroid  gland  may  occur 
at  any  point  in  the  descent  of  the  thyroid 
primordium  from  the  floor  of  the  pharynx 
to  the  suprasternal  notch  (figure  1). 

Lingual  goiters  are  extremely  rare  even 
though  Ward  and  his  associates,  while  re- 
viewing the  literature  in  1954,  found  over 
200  reported  cases.  They  noted  that  there 
were  only  three  in  approximately  800,000  ad- 
missions to  the  Johns  Hopkins  Hospital,  and 
only  three  cases  were  found  among  25,000 
goiters  treated  at  the  Lahey  Clinic  up  to 
1947. 3 Of  2,000  thyroid  surgical  procedures 
at  St.  Anthony  Hospital,  Oklahoma  City,  dur- 
ing the  past  ten  years,  not  a single  case  of  a 
true  ectopic  thyroid  gland  is  reported.  This 
same  period  of  time  represents  approximate- 
ly 200,000  total  admissions  to  this  hospital. 

Even  more  rare  is  the  situation  in  which 
the  thyroid  primordium  does  not  develop 
into  the  bilobed  form,  but  persists  as  a small 
round  structure  in  the  midline  of  the  upper 
neck.  The  recognition  of  this  situation  is  the 
reason  for  the  presentation  of  this  paper. 
There  is  a marked  sparsity  of  information 
both  in  the  textbooks  and  in  the  literature 
regarding  this  unusual  condition.  Gross 
writes  that  they  had  on  record  only  three 
such  cases  during  the  existence  of  Boston 
Children’s  Hospital,  and  the  Harvard  Medi- 
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cal  School.2  While  these  mid-line  globular  ec- 
topic thyroid  glands  are  extremely  rare,  all 
who  do  general  surgery  should  be  fully 
aware  of  this  very  important  anomaly,  the 
associated  pitfalls  concerning  its  recognition, 
and  proper  treatment. 

The  thyroid  gland  is  the  first  of  the 
pharyngeal  derivatives  to  make  its  appear- 
ance in  the  developmental  process.  At  the 
end  of  the  fourth  week  a median  diverticu- 
lum arises  from  the  floor  of  the  pharnyx  at  a 
cephalocaudal  level  between  the  first  and 
second  pharyngeal  pouches.  This  small 
process  very  soon  loses  its  connection  with 
the  floor  of  the  pharynx,  but  its  point  of  ori- 
gin remains  marked  by  a small  depression 
known  as  the  foramen  cecum.  Now  free  from 
its  parent  epithelium  this  thyroid  primor- 
dium migrates  caudad,  along  a path  ventral 
to  the  pharynx.  At  the  beginning  of  the 
seventh  week  it  comes  to  lie  at  about  the 
level  of  the  laryngeal  primordium.  The  great- 
er part  of  its  bulk  now  consists  of  the  lobes 
which  extend  to  either  side  of  the  midline 
with  only  a narrow  isthmus  of  tissue  con- 
necting them  medially.  The  typical  charac- 
teristic thyroid  follicles  then  become  estab- 
lished during  the  third  and  fourth  months  of 
embryonal  development. 

The  parathyroid  glands  ordinarily  form 
as  two  pairs.  One  pair  is  derived  from  the 
third  pharyngeal  pouches,  and  the  other  pair 
from  the  fourth  pharyngeal  pouches.  Due 
to  their  origins,  they  are  commonly  desig- 
nated as  parathyroids  III  and  IV.  During 
the  seventh  week  both  of  these  are  freed 
from  the  parent  pouches  and  start  to  de- 
scend in  association  with  each  other.  Para- 
thyroids III  pass  parathyroids  IV  in  the  mi- 
gration process,  and  thus  form  the  inferior 
parathyroid  glands.  Any  of  these  parathy- 
roid glands  may  be  adherent  to  or  imbedded 
within  the  thyroid  capsular  tissue.1 
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It  may  prove  of  great  value  to  evaluate 
carefully  any  patient  presenting  with  a 
small,  midline,  spherical  mass,  a centimeter 
or  two  in  diameter  and  just  in  front  of,  or 
below,  the  level  of  the  hyoid  bone.  This  type 
of  mass  is  readily  mistaken  for  a thyroglos- 
sal  duct  cyst.  If  this  mass  is  actually  an  ec- 
topic thyroid  gland  and  is  removed,  believ- 
ing it  to  be  a thyroglossal  duct  cyst,  the  pa- 
tient will  be  thrown  into  myxedema,  for  in 
most  instances,  this  will  be  the  only  thyroid 
tissue  that  the  patient  has.  When  ectopic 
thyroid  tissue  is  present,  complete  absence  of 
thyroid  in  its  normal  location  occurs  in  ap- 
proximately 70  per  cent  of  instances.1  On 
physical  examination  it  will  prove  to  be 
virtually  impossible  to  differentiate  between 
an  ectopic  thyroid  gland,  and  a thyroglos- 
sal duct  cyst.  Despite  this  very  marked  gross 
maldevelopment  of  gland  configuration, 
these  patients  will  display  no  manifestations 
of  thyroid  dysfunction  in  early  life.  Patients 
with  this  thyroid  abnormality  have  a round- 


Figure  1.  Schematic  demonstration  of  sagittal  sec- 
tion through  tongue,  larynx,  and  neck.  Dotted  line 
demonstrates  area  of  descent  of  thyroid  primordium. 
GH:  geniohyoid  muscle;  MH:  mylohyoid  muscle;  H: 
hyoid  bone;  SH:  sternohyoid  muscle;  FC:  foramen 
cecum;  TH:  thyrohyoid  membrane;  L:  larynx. 
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ed,  asymptomatic,  midline  or  nearly  midline 
mass  near  the  level  of  the  hyoid  bone  in  the 
neck.  This  mass  is  smooth  in  outline,  firm 
in  consistency,  unattached  to  the  skin,  and 
should  move  some  on  deglutition.  The  mass, 
if  thyroid  tissue,  will  transilluminate  poorly 
and  this  might  help  to  differentiate  it  from 
a thyroglossal  duct  cyst.  In  many  other  re- 
spects these  two  conditions  are  indistinguish- 
able on  routine  physical  examination.  Other 
fairly  common  midline  cervical  masses  which 
also  should  be  considered  are : dermoids,  hy- 
gromas, hemangiomas,  and  lipomas.  A his- 
tory of  any  marked  variation  in  size,  red- 
ness or  tenderness  is  important,  and  indi- 
cates a thyroglossal  duct  cyst  rather  than 
an  ectopic  thyroid  gland.  As  in  so  many 
other  conditions,  the  primary  prerequisite 
is  that  the  diagnosis  of  ectopic  thyroid  gland 
be  considered  in  these  patients. 

The  surgeon  who  expects  to  find  a thyro- 
glossal duct  cyst  should  immediately  be  sus- 
picious when  he  has  encountered  a mass 
which  has  a fleshy  consistency,  and  which 
has  vessels  on  its  surface.  A thyroglossal 
duct  cyst  has  a perfectly  smooth  surface 
without  vessels  traversing  its  surface.  At 
the  operating  table  the  correct  decision  must 
be  made  immediately.  Aspiration  will  yield 
a thick  translucent  fluid  if  the  mass  is  a thy- 
roglossal duct  cyst,  but  if  there  is  no  fluid, 
further  identification  must  be  carried  out. 
Great  care  must  be  exercised  to  see  that  the 
mass  is  not  disturbed  from  its  attachment, 
and  that  none  of  its  blood  supply  is  compro- 
mised in  any  way.  Such  a nodule  should  then 
be  incised  in  line  with  the  trachea  and  in 
situ,  and  if  it  is  not  grossly  thyroid  tissue, 
a frozen  section  study  should  be  obtained. 
Thus,  the  final  diagnosis  should  be  made 
available  to  the  operating  surgeon. 

If  this  mass  has  proven  to  be  thyroid  tissue 
the  next  step  is  to  ascertain  the  presence  or 
absence  of  a normally  placed  thyroid  gland. 
Usually  it  is  absent.  It  is  usually  surgically 
unwise  and  impossible  to  adequately  dissect 
down  from  the  high  neck  incision  to  obtain 
the  necessary  information,  hence  it  is  justifi- 
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able  to  make  a transverse  incision  of  adequate 
length  over  the  area  of  the  thyroid  isthmus 
to  expose  and  positively  identify  the  normal 
thyroid  gland.  Making  this  exploratory  in- 
cision is  mandatory  to  prevent  the  production 
of  myxedema  by  blindly  and  unhesitatingly 
removing  a high  ectopic  thyroid  gland.  It  is 
undoubtedly  completely  impractical  to  ex- 
plore for  the  parathyroid  glands  if  the  nor- 
mal thyroid  gland  is  not  present. 

The  entire  situation  is  far  more  serious  if 
all  of  the  parathyroid  glands  are  intimately 
attached  to  the  ectopic  thyroid  gland,  and  are 
thus  removed  with  the  thyroid  mass.  This 
may  well  result  in  an  early  postoperative 
death  unless  the  produced  problem  of  hypo- 
parathyroidism is  recognized  by  the  positive 
Chvostek’s  and  Trousseau’s  signs,  A potential 
fatality  can  thus  be  prevented  but  the  child 
and  his  doctor  will  now  be  faced  with  the 
lifelong  and  difficult  problem  of  total  thyroid 
and  parathyroid  substitution,  the  latter  of 
which  is  fraught  with  many  complications. 

There  are  now  four  possible  considerations 
at  hand  for  the  operating  surgeon  who  has 
discovered  a true  ectopic  thyroid  gland:  1) 
Preservation  of  the  thyroid  tissue  to  avert 
the  production  of  myxedema  and  the  lifelong 
problem  of  more  difficult  control  that  would 
necessarily  result  from  total  thyroid  ablation 
in  childhood;  2)  Parathyroid  preservation, 
the  loss  of  which  could  produce  death  or  life- 
long serious  problems;  3)  Consideration  of 
the  recurrent  laryngeal  nerve  if  any  excessive 
and  extensive  exploration  were  carried  out; 
and  4)  Some  maneuver  to  reduce  the  projec- 
tion of  the  mass  and  thus  improve  the  cos- 
metically objectionable  midline  tumor. 

The  ectopic  thyroid  gland  should  be  cut  in 
a mid-sagittal  plane,  either  half  being  re- 
flected outward  and  placed  beneath  the  rib- 
bon muscles  of  the  neck,  without  disturbing 
any  of  the  blood  supply  to  the  gland.  In  this 
way  the  thyroid  tissue  is  functionally  un- 
damaged, the  parathyroids  are  also  undam- 
aged (if  any  are  in  this  area),  and  excellent 
cosmetic  results  are  obtained  because  the 
mass  of  tissue  has  been  pushed  from  its 
prominent  position  in  the  midline. 

CASE  REPORT 

G.  W.  J.,  4-year-old  white  girl,  was  re- 
ferred by  a pediatrician  who  had  seen  the 
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Figure  2.  Photomicrogram  of  biopsy  of  ectopic  thy- 
roid gland  of  G.  W.  J.  In  general  the  pattern  is  slight- 
ly abnormal  in  that  the  follicles  tend  to  be  moderately 
dilated  and  epithelial  lining  is  compressed.  Follicles 
are  filled  with  an  abundant  amount  of  eosinophilic  col- 
loid. There  is  practically  no  interstitial  connective  tis- 
sue present  and  no  other  significant  alteration  is  noted. 
Dx:  Thyroid,  probably  adenomatous  goiter. 

child  for  the  first  time.  The  mother  stated 
that  she  had  first  noted  this  midline  upper 
neck  lump  when  the  child  was  six  or  eight 
months  old.  By  her  description  it  was  slight- 
ly less  than  1 cm.  in  diameter  at  that  time. 
She  also  stated  that  it  had  very  slowly  but 
progressively  enlarged  since  that  time,  and 
that  it  had  never  become  red  or  excessively 
tender.  There  had  been  no  drainage  at  any 
time.  The  mother  did  believe  that  it  enlarged 
slightly  with  each  acute  illness  of  any  nature 
and  with  the  slightest  bruising.  The  pedia- 
trician reported  a perfectly  normal  growth 
and  development  pattern  for  this  child. 

Physical  examination  of  the  neck  revealed 
a 1.5  to  2.0  cm.  mass  in  the  midline  of  the 
neck  and  at  a level  between  the  hyoid  and 
thyroid  cartilage.  It  was  movable  beneath 
the  skin,  nontender,  retracted  superiorly  on 
deglutition  and  showed  no  evidence  of  past 
or  present  inflammatory  involvement.  There 
was  no  sinus  tract  opening  of  the  skin.  The 
mass  felt  quite  solid.  Transillumination  was 
not  carried  out.  The  concurrent  diagnosis 
was  thyroglossal  duct  cyst. 

At  surgery  on  3-2-59  a transverse  incision 
was  made  at  the  level  of  the  mass  and  the 
strap  muscles  of  the  neck  separated.  This 
mass  obviously  was  solid  tissue  and  not  a 
cyst.  It  was  attached  to  the  thyrohyoid  mem- 
brane and  had  an  excellent  blood  supply  en- 
tering it  from  both  posterolateral  regions. 

This  mass  was  partially  incised  in  a mid- 
sagittal  plane  and  a small  portion  removed 
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Figure  3.  Scintogram  of  G.  W.  J.,  made  on  March  4, 
1961,  which  shows  that  all  I131  uptake  is  in  the  ectopic 
thyroid  mass  in  the  upper  neck.  Twenty-four  hour 
thyroid  I uptake  is  36.6  per  cent.  Upper  arrow  marks 
chin  and  lower  one  marks  right  clavicle.  Sites  of  two 
transverse  exploratory  incisions  are  shown. 

for  frozen  section  study.  Immediately  fol- 
lowing this  manipulation  and  incision  of  the 
mass,  the  child  developed  hyperpnea  and  a 
rapid  pulse.  The  cut  surface  was  of  a homo- 
geneous nature  with  no  nodules.  The  path- 
ologist reported  that  on  frozen  section  study 
this  appeared  to  be  normal  thyroid  tissue. 
Next,  a low  transverse  incision  was  made  in 
the  neck  and  exploration  revealed  no  evi- 
dence of  a normally  placed  thyroid  gland. 

The  sagittal  incision  was  carried  to  the 
posterior  capsule  in  the  previously  described 
manner  and  each  half  reflected  laterally  be- 
neath the  strap  muscles  of  the  neck.  There 
was  no  compromise  of  the  blood  supply  and 
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an  excellent  cosmetic  result  produced.  The 
final  pathological  report: 

“Sections  show  thyroid  tissue.  In  general 
the  pattern  is  slightly  abnormal  in  that  the 
follicles  tend  to  be  moderately  dilated  and  the 
epithelial  lining  is  compressed.  The  follicles 
are  filled  with  an  abundant  amount  of 
eosinophilic  colloid.  There  is  practically  no 
interstitial  connective  tissue  present  and  no 
other  significant  alteration  is  noted  (figure 
2). 

Dx : Thyroid,  probably  adenomatous 

goiter.” 

Ectopic  thyroid  gland  should  be  expected 
to  undergo  any  pathological  change  that  nor- 
mally placed  thyroid  tissue  would  undergo.  A 
P.B.I.  was  obtained  three  to  four  weeks  post- 
operatively  and  was  within  normal  limits. 

The  necessity  of  close  observation  through 
the  years  was  stressed  to  the  mother,  but  six 
months  later  contact  was  lost  temporarily. 
The  child  was  seen  again  on  March  4th,  1961, 
this  being  two  years  postoperative.  At  this 
time,  the  nodule,  while  still  flattened,  was  at 
least  50  per  cent  larger  and  quite  apparent. 
At  this  time  the  P.B.I.  was  within  normal 
limits  and  the  direct  l131  uptake  was  36.6  per 
cent.  A scintogram  was  also  obtained  and  as 
can  be  seen,  the  nodule  truly  represented  the 
entire  thyroid  substance  (figure  3). 

The  child’s  growth  and  development  up  to 
March,  1961,  was  normal,  but  clinically,  she 
appeared  slightly  hypothyroid.  She  has  been 
started  on  desiccated  thyroid  but  at  this  date 
it  is  too  early  for  follow-up  observation. 

CONCLUSION 

The  condition  of  ectopic  thyroid  gland  of 
the  midline  of  the  neck  has  been  briefly  re- 
viewed. The  dangers  and  sequelae  of  removal 
of  the  ectopic  thyroid  have  been  presented. 
Proper  therapy  necessitates  awareness  of  the 
situation  and  protection  of  the  thyroid  mass. 
It  is  suggested  that  in  any  questionable  mid- 
line tumor  of  the  neck  that  preoperative  I131 
uptake  and  scan  be  done  to  avoid  the  hazard 
of  total  thyroid  ablation  in  the  growing  child. 
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Evaluation  of  Newly  Born  Infants 


JACOB  L.  KAY,  M.D. 

ROBERT  A.  BEARGIE,  M.D. 

Techniques  of  infant  evaluation  and 
the  nursing  record  discussed  in 
this  paper  facilitate  rapid 
identification  of  infants  who  are  in 
trouble  during  the 
first  few  hours  of  life. 

BlRTH  AND  THE  immediate  newborn 
period  are  accompanied  by  reorganization 
of  the  metabolic  processes  of  the  infant  and 
by  major  changes  in  his  vascular,  pulmon- 
ary and  central  nervous  systems.  In  normal 
newborn  infants  these  physiologic  changes 
are  accompanied  by  a predictable  sequence 
of  physical  signs,1  however,  many  maternal 
and  fetal  factors  may  prevent  the  infant’s 
smooth  transition  from  intrauterine  to  at- 
mospheric existence.  In  order  to  utilize  the 
rapidly  increasing  knowledge  concerning 
the  diagnosis  and  treatment  of  newborn  dis- 
orders, it  is  necessary  to  identify  infants 
who  are  in  trouble  by  developing  and  utiliz- 
ing effective  techniques  for  evaluating  all 
infants  during  their  first  few  hours  of  life. 

The  earliest  significant  advance  in  hos- 
pital observation  of  newborn  infants  was 
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brought  about  by  the  establishment  of  in- 
fant nurseries.  Later,  separate  nursery  fa- 
cilities were  provided  for  prematurely  born 
infants.  The  increased  observation  and  im- 
proved methods  for  care  of  low  birth 
weight  infants  have  been  rewarding.  Con- 
current with  survival  of  more  of  these  high 
risk  infants  has  come  a better  understanding 
of  both  the  pathologic  and  expected  physio- 
logic changes  of  all  newly  born  infants. 

Improvements  in  nursery  facilities  for 
larger  infants  have  not  always  kept  pace 
with  those  for  the  prematurely  born  infant. 
The  establishment  of  “observation”  and 
“isolation”  nurseries  for  infants  with  sus- 
pected or  proven  infections  has  provided 
better  care  for  other  groups  of  infants  at 
high  risk.  Yet,  even  in  the  same  institution, 
the  physical  facilities  and  the  number  and 
training  of  nursing  personnel  provided  for 
larger  infants  are  frequently  inadequate. 

Recently  there  has  been  increasing  inter- 
est in  “recovery  nurseries,”2  or  “intensive 
care  nurseries,”  in  which  all  newly  born 
infants  are  kept  under  close  surveillance 
during  the  first  few  hours  after  birth.  In 
concept,  the  recovery  nursery  is  similar  to 
the  surgical  recovery  room.  Since  few 
surgical  procedures  stress  the  patient  more 
than  the  birth  process,  both  prematurely 
born  and  term  infants  are  observed  care- 
fully for  early  signs  of  distress.  The  size  of 
the  obstetrical  service,  the  availability  of 
nursing  personnel  and  the  physical  plant  of 
the  individual  hospital  must  be  considered 
in  selecting  the  location  for  intensive  ob- 
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servation  of  newborn  infants.  In  smaller 
hospitals  with  limited  nursing  personnel, 
these  important  observations  may  be  effec- 
tively carried  out  in  the  delivery  room  itself. 
Where  nursing  coverage  and  facilities  are 
optimal,  the  area  designated  for  recovery 
observation  should  be  a functioning  part  of 
the  nursery  units  and  should  be  located  near 
the  delivery  room.  This  area  may  be  a sepa- 
rate nursery  or  the  admission  nursery  of 
either  the  newborn  or  premature  unit.  The 
recovery  nursery  should  be  well  equipped, 
well  lighted  and  constantly  staffed  by  spe- 
cially qualified  and  interested  nurses. 
Abramson2  has  described  in  detail  the  design 
and  equipment  for  the  recovery  nursery  of 
a large  hospital. 

The  techniques  selected  for  evaluating 
newly  born  infants  should  facilitate  the  de- 
tection of  difficulties  that  increase  mortality 
during  the  first  24  hours  of  life,  namely, 
anoxia,  abnormal  pulmonary  ventilation  and 
diffusion,  congenital  anomalies,  infections, 
trauma  and  erythroblastosis.3  These  tech- 
niques include  a comprehensive  maternal 
history;  knowledge  of  labor  and  delivery, 
including  signs  of  fetal  distress;  an  imme- 
diate appraisal  of  the  infant  for  depression ; 
a rapid  physical  examination;  and  continu- 
ing observation  from  the  time  of  birth  until 
the  infant  exhibits  the  anticipated  lability 
of  an  adjusted  neonate.1’4 

PRIOR  TO  BIRTH 

As  greater  numbers  of  mothers  and  their 
offspring  survive  complicated  pregnancies, 
the  maternal  obstetrical  history,  the  labor 
history  and  evidences  of  fetal  distress 
assume  increasing  importance  in  evaluation 
of  the  newly  born  infant.  Although  the 
causes  of  many  fetal  and  neonatal  disorders 
are  not  known,  their  relationship  to  certain 
maternal  factors  is  well  documented.5-6 

MATERNAL  HISTORY 

Both  chronic  pre-existing  and  acute  intra- 
partum maternal  infections  may  extend  to 
the  fetus.  Maternal  infections  may  invade 
the  fetus  through  the  placenta  ( e.g .,  hepa- 
titis, herpes  simplex,  variola,  varicella,  rube- 
ola, rubella,  coxsackie  infections,  toxoplas- 

S90 


mosis,  and  cytomegalic  inclusion  disease). 
Local  inflammatory  processes  may  involve 
the  placenta  and  fetal  membranes  as  anoth- 
er source  of  direct  fetal  infection.  Placentitis 
has  significant  association  with  prolonged 
cervical  dilatation  and  with  increased  dura- 
tion of  labor  after  rupture  of  the  mem- 
branes.7 In  an  indirect  manner,  maternal 
infection  may  manifest  itself  in  the  fetus  by 
localization  in  the  placenta  and  interference 
with  fetal  nutrition.  Although  less  well 
understood,  maternal  infections  not  directly 
involving  the  products  of  conception  may 
alter  normal  maternal  and  fetal  health.  The 
incidence  of  manifest  and  silent  maternal 
pyelonephritis  during  pregnancy  is  greater 
than  generally  appreciated.  Kass8  correlates 
significant  bacteriuria  during  pregnancy 
with  an  increased  rate  of  abortion  and  pre- 
mature labor.  Studies  are  currently  in 
progress  to  evaluate  the  effect  of  bacterial 
toxins  on  uterine  irritability  and  their  in- 
fluence on  initiation  of  premature  labor.9 

Toxemias  of  pregnancy,  as  classified  by 
the  American  Committee  on  Maternal  Wel- 
fare, occur  in  six  to  seven  per  cent  of  all 
gestations.10  Acute  toxemia  of  pregnancy  is 
a third  trimester  disease  that,  in  its  severe 
form,  many  cause  stillbirths,  neonatal  deaths 
and  morbidity  in  surviving  infants.  In  the 
offspring  of  mothers  with  severe  toxemia, 
no  characteristic  microscopic  lesion  has  been 
identified ; however,  these  infants  may  show 
evidences  of  interference  with  fetal  oxygena- 
tion including  signs  of  intrauterine  growth 
retardation  and  asphyxia.  In  addition,  in- 
vestigators have  reported  symptomatic 
hypoglycemia  in  a few  infants  born  to 
toxemic  mothers.11-12  Maternal  factors  con- 
tributing to  these  fetal  problems  are  pre- 
mature onset  of  labor,  abruptio  placenta  and 
placental  insufficiency. 

Endocrine  disturbances  during  pregnancy 
may  increase  fetal  loss  or  cause  temporary 
or  permanent  abnormalities  in  the  newborn 
patient.  Although  rare,  congenital  thyrotoxi- 
cosis has  been  reported  in  infants  born  to 
mothers  with  active  thyrotoxicosis  and  to 
mothers  whose  symptomatology  has  been  re- 
lieved by  surgery  or  medications  prior  to 
delivery.13-14-15  Exogenous  hormones  and 
therapeutic  agents  used  in  the  treatment  of 
endocrine  disorders  during  pregnancy  are 
also  of  potential  danger  to  the  fetus. 
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With  the  discovery  of  insulin,  maternal 
diabetes  has  become  a more  frequent  gesta- 
tional complication.  As  many  as  one-third 
of  diabetic  progeny  may  die  during  the  latter 
half  of  pregnancy  or  during  the  early  new- 
born period;  however,  risk  to  the  diabetic 
mother  has  decreased.  In  an  extensive  re- 
view of  the  literature,  Gellis  and  Hsia16 
found  that  only  two  maternal  factors,  i.e. 
the  severity  of  the  maternal  diabetic  state 
and  the  degree  of  control  during  pregnancy, 
appear  to  influence  fetal  death.  In  addition 
to  fragility  and  increased  size  for  gesta- 
tional age,  the  liveborn  infant  of  a diabetic 
mother  is  prone  to  have  cardiopulmonary 
and  neurologic  problems  during  the  first  24 
hours  of  life.16’17 

The  pregnant  cardiac  patient  and  her  in- 
fant now  have  an  improved  prognosis  due 
to  a better  understanding  of  altered  cardio- 
pulmonary physiology  and  its  management 
during  pregnancy.  Nevertheless,  stillbirths, 
spontaneous  abortions  and  premature  labor 
continue  to  occur  in  mothers  with  untreated 
cyanotic  congenital  heart  disease.  Surgical 
problems  may  be  an  additional  complicating 
factor  during  pregnancy,  especially  in  the 
first  and  third  trimesters.18  Since  many 
factors  may  alter  the  normal  physiology  of 
pregnancy,  all  maternal  diseases  and  preg- 
nancy complications  must  be  considered 
prior  to  birth  of  the  infant. 


A 1952  graduate  of  Baylor  University 
College  of  Medicine,  Jacob  L.  Kay,  M.D., 
has  been  certified  by  the  American  Board 
of  Pediatrics.  He  is  presently  Director  of 
the  Newborn  and  Premature  Service  and 
Assistant  Professor  of  Pediatrics  at  the 
University  of  Texas  Southwestern  Medical 
School . 

Doctor  Kay  is  a Felloiv  of  the  American 
Academy  of  Pediatrics  and  a member  of  the 
Southern  Society  for  Pediatric  Research . 

Robert  A.  Beargie,  M.D.,  who  graduated 
from  the  Ohio  State  University  School  of 
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American  Board  of  Pediatrics.  He  is  now 
instructor  in  pediatrics  at  the  Southivestern 
Medical  School,  University  of  Texas. 

Doctor  Beargie  is  a member  of  the  South- 
ern Society  for  Pediatric  Research  and  the 
Society  of  The  Sigma  Xi. 
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LABOR  AND  DELIVERY 

Labor  should  be  observed  continuously 
from  its  onset  to  complete  birth  of  the  pla- 
centa. Consideration  is  given  to  the  duration 
and  strength  of  labor,  maternally  adminis- 
tered drugs  as  well  as  trauma,  cord  prob- 
lems and  other  labor  complications.  Depres- 
sant agents  administered  to  the  mother 
during  the  six  hours  before  delivery  are  a 
potential  threat  to  the  neonate  and  there  is 
increased  incidence  of  neonatal  depression 
when  the  induction-delivery  interval  of 
anesthesia  exceeds  20  to  25  minutes.19  Fol- 
lowing birth,  the  placenta  is  examined  for 
various  forms  of  degeneration,  evidence  of 
hemorrhage  and,  when  indicated,  for  acute 
inflammation. 

FETAL  DISTRESS 

Methods  for  evaluating  the  fetus  prior  to 
birth  are  limited.  Changes  in  the  fetal  heart 
rate  and  passage  of  meconium  before  deliv- 
ery are  considered  the  most  reliable  signs  of 
fetal  distress ; although,  at  the  present  time, 
there  is  lack  of  agreement  as  to  their  signifi- 
cance in  all  situations.  When  the  fetal  heart 
tones  are  first  audible,  the  rate  is  approxi- 
mately 160  per  minute.  Approaching  term, 
there  is  an  increase  in  irregularity  of  the 
fetal  heart  rate  and  a slowing  to  approxi- 
mately 140  per  minute.  During  the  process 
of  birth,  it  is  not  uncommon  for  the  fetal 
heart  rate  to  rise  briefly  to  180  or  more. 

Acute  changes  in  fetal  oxygenation  may 
not  be  reflected  in  immediate  fetal  electro- 
cardiographic changes  ;20  however,  tachy- 
cardia is  usually  considered  to  reflect  acute 
asphyxia  while  bradycardia  indicates  severe 
myocardial  depression.  Hon21  has  proposed 
that  additional  incidences  of  fetal  brady- 
cardia may  be  reflex  in  origin  due  to  vagal 
stimulation.  Experience  with  the  fetal  ECG 
suggests  that  this  research  tool  may  soon 
have  wide  application  in  evaluation  of  the 
intrauterine  environment  of  the  fetus.  By  use 
of  the  fetal  ECG,  life  can  be  detected  as 
early  as  the  eleventh  week  of  gestation ; 
multiple  pregnancies  confirmed  as  early  as 
the  sixteenth  week;  the  presentation  of  the 
fetus  demonstrated ; and  fetal  cardiac 
anomalies  predicted  prior  to  delivery.  The 
ECG  has  been  of  reported  benefit  in  polyhy- 
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dramnios,  premature  labor  and  marked 
maternal  obesity.20’22 

The  combination  of  an  abnormal  fetal 
heart  rate  and  the  passage  of  meconium 
prior  to  delivery  is  associated  with  varying 
perinatal  mortality  rates.23’24'25  The  incidence 
of  meconium  staining  of  the  amniotic  fluid 
at  any  stage  of  labor  is  probably  higher  than 
is  generally  appreciated.  Passage  of  me- 
conium during  labor  in  association  with 
breech  presentations  does  not  have  the  same 
significance  as  staining  of  amniotic  fluid  in 
cephalic  deliveries.  Some  clue  to  the  duration 
of  the  presence  of  meconium  in  the  amniotic 
fluid  may  be  obtained  by  examining  the 
vernix  and  nails  of  the  newborn.  Desmond 
and  co-workers26  found  that  staining  of  the 
nails  occurs  with  four  to  six  hours  of  ex- 
posure to  meconium  stained  amniotic  fluid 
and  staining  of  the  vernix  caseosa  occurs 
after  12  to  14  hours  of  exposure. 

FOLLOWING  BIRTH 

Immediate  and  continuing  appraisal  of  the 
newly  born  infant  is  necessary  to  determine 
the  need  for  resuscitation  and  to  detect  medi- 
cal and  surgical  emergencies  requiring 
direct  action.  This  evaluation  begins  in  the 
delivery  room. 

IMMEDIATE  APPRAISAL 

Several  methods  have  been  suggested  for 
the  immediate  evaluation  of  newborn  in- 


fants. Recently  Miller  and  Calkins27  empha- 
sized that  the  time  interval  between  birth 
and  the  onset  of  spontaneous,  self-sustaining 
respirations  is  increased  in  sick  infants.  In 
1953  the  Apgar  Scoring  System28  was  pro- 
posed and  now  is  in  extensive  use  (table  1). 
This  scoring  system  provides  a rapid  and 
accurate  appraisal  of  the  infant’s  cardio- 
vascular, respiratory  and  central  nervous 
systems  within  60  seconds  from  birth.  Scor- 
ing of  the  infant  begins  immediately  after 
birth.  The  infant’s  heart  rate  is  obtained  by 
feeling  pulsation  at  the  junction  of  the  cord 
and  skin  or  the  heart  rate  may  be  counted 
directly  by  placing  a stethoscope  on  the  in- 
fant’s chest ; reflex  irritability  is  determined 
by  the  infant’s  response  to  suctioning  of  the 
nostrils  and  oropharynx  with  a bulb  syringe 
or  by  gentle  stimulation  of  the  feet;  and 
respiratory  effort,  muscle  tone  and  color 
are  observed  during  routine  handling  of  the 
newly  born  infant  following  delivery.  An 
Apgar  Score  of  ten  indicates  that  the  infant, 
within  60  seconds  of  delivery,  has  cried 
vigorously,  has  assumed  a flexion  attitude, 
has  grimaced  or  cried  in  response  to  stimu- 
lation and  has  good  central  oxygenation.  A 
severely  asphyxiated  infant  with  the  lowest 
possible  Apgar  Score  (0)  will  have  no  heart 
beat,  no  respiratory  effort,  flaccidity,  no 
response  to  stimulation  and  a blue  or  pallid 
color. 

Apgar  and  James29  have  reported  results 
using  this  scoring  system  on  2,715  infants 
born  during  the  period  1952  through  1960. 
Of  the  424  infants  dying  during  the  first 
28  days  of  life,  52  per  cent  had  scores  of 


Table  1.  Apgar  Scoring  Method*  for  Evaluation  of  the  Clinical  Condition  of  Newly  Born  Infants 


Score 


Sign 

0 

1 

2 

Heart  rate 

. Absent 

Slow  (below  100) 

Over  100 

Respiratory  effort 

Absent 

Weak  cry; 
hypoventilation 

Good; 
strong  cry 

Muscle  tone 

Limp 

Some  flexion  of 
extremities 

Well  flexed 

Reflex  irritability 

(response  of  skin  stimulation  to  feet) 

No  response 

Some  motion 

Cry 

Color 

.Blue;  pale 

Body  pink; 
extremities  blue 

Completely  pink 

The  five  signs  of  the  Apgar  scoring  method  are  evaluated  separately  60  seconds  after  complete  birth  of  the 
infant.  Each  sign  is  scored  zero,  one  or  two  according  to  this  schema. 

* Apgar,  V.,  Holaday,  D.  A.,  James,  L.  S.,  Weisbrot,  I.  M.  and 
J.A.M.A.  168:  1985,  1958. 
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zero,  one  or  two  and  16  per  cent  had  scores 
of  eight,  nine  or  ten  at  one  minute  of  age. 
Although  the  Apgar  Score  does  not  provide 
an  absolute  prognosis  for  the  individual  in- 
fant, it  serves  as  an  immediate  index  of  the 
clinical  state  of  the  newly  born  infant.  The 
value  of  the  Apgar  Score  is  greatly  aug- 
mented when  combined  with  cumulative 
observations  made  during  the  first  few  hours 
after  birth. 


RAPID  PHYSICAL  EXAMINATION 

The  next  step  in  evaluation  of  newly  born 
infants  is  a rapid  physical  examination  in 
the  delivery  room  prior  to  transfer  of  the 
infant  to  the  recovery  nursery.  The  primary 
goal  of  this  examination  is  to  detect  dis- 
orders of  major  threat  to  the  infant’s  life 
with  special  emphasis  on  the  discovery  of 
congenital  malformations.  A systematic  ex- 
amination will  allow  detection  of  abnormali- 
ties requiring  direct  action  and  disorders 
requiring  special  observation  or  care  after 
transfer  to  the  nursery,  as  well  as  the  detec- 
tion of  obvious  malformation. 

In  order  to  conduct  an  effective  delivery 
room  examination  and  at  the  same  time 
avert  deterioration  of  the  infant,  this  pro- 
cedure should  be  conducted  in  a rapid  and 
orderly  manner  utilizing  readily  available 
equipment.  Equipment  used  for  resus- 
citation constitutes  adequate  tools  for  detec- 
tion of  malformations  in  the  infant.  These 
pieces  of  equipment  include  oxygen  and  an 
oxygen  mask,  a pharyngeal  airway,  a laryn- 
goscope with  a premature  blade,  a soft 
catheter,  a firm  endotracheal  tube,  a mucus 
trap  and  a stethoscope. 

The  examination  for  malformations 
(figure  1)  proceeds  in  an  orderly  cephalo- 
caudad  sequence.  In  the  supine  position,  the 
infant  is  observed  for  multiple  malforma- 
tions, particularly  those  occurring  in  groups 
( e.g .,  gonadal  dysgenesis,  mongolism).  The 
head  is  observed  for  evidence  of  craniosyn- 
ostosis  and  major  malformations  including 
anencephaly,  microcephaly  and  hydroceph- 
alus. The  ears  are  observed  for  gross  ab- 
normalities and  for  location.  The  general 
characteristics  of  the  facies  are  noted.  In 
this  rapid  evaluation  the  eyes  are  examined, 
specifically  noting  position  and  size.  The 
nares  are  tested  for  obstruction.  Infants 


DELIVERY  ROOM  EVALUATION  FOR  CONGENITAL  MALFORMATIONS 


I HEAD  and  HECK 

C ran i osynostos i s 
Mi crophthalmi a 
Displacement  of  Auricle 
Choanal  atresia 
Cleft  lip  and  palate 
Branchial  vestige 

{ UPPER  EXTREMITIES 
[ CHEST 

J Diaphragmatic  hernia 


( HEART  and  GREAT  VESSELS 

1 ABDOMEN 
< Omphalocele 
( Single  umbilical  artery 


GENITALIA 

Hypospad i as 

HIPS 


LOWER  EXTREMITIES 

Ta 1 i pes 

Po 1 y d acty 1 i sm 

Sy n d acty 1 ism 


(SUPINE) 


) MULTIPLE  MALFORMATIONS 

( Gonadal  Dy sgenes  i s 

( Mongol i sm 

Figure  1 : The  delivery  room  evaluation  for  congenital 
malformations  proceeds  in  an  orderly  cephalo-caudad 
sequence.  A systematic  examination  of  the  newborn 
in  the  supine  and  prone  positions  will  allow  detection 
of  malformations  and  additional  abnormalities  of 
major  threat  to  the  infant’s  life. 

with  complete  bilateral  choanal  atresia  have 
marked  abnormality  of  respiration  during 
the  immediate  Apgar  evaluation;  however, 
infants  with  obstruction  of  only  one  choana 
may  be  without  marked  respiratory  symp- 
toms in  the  early  neonatal  period.  In  order 
to  rule  out  unilateral  obstruction,  partial  or 
complete,  it  is  necessary  that  the  mouth  and 
one  nostril  be  covered  while  testing  air  move- 
ment through  the  other  nostril  using  a 
stethoscope.  The  lips  and  palate  are  ob- 
served grossly  for  clefts.  Additional  obvious 
and  critical  malformations  of  the  head,  face, 
eyes,  ears  and  mouth  will  be  detected  readily 
if  the  infant  is  observed  in  an  orderly  se- 
quence. Due  to  the  short  neck  of  newborn 
infants,  the  chin  should  be  lifted  off  the 
chest  to  check  for  cysts,  branchial  vestiges 
and  other  congenital  defects.  (At  this  point 
in  the  rapid  examination,  the  clavicles  are 
examined  for  evidences  of  fracture.) 

The  upper  extremities  are  observed  by 
comparing  the  size  and  length  of  one  with 
the  other.  The  digits  of  each  hand  are 
counted  to  detect  even  minor  degrees  of 
polydactylism,  syndactylism  and  webbing. 
The  chest  is  observed  for  gross  malforma- 
tion and  asymmetry.  A stethoscope  is  used 
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to  detect  cardiovascular  and  additional  re- 
spiratory system  abnormalities. 

Prior  to  clamping-,  the  umbilical  cord  is 
examined  for  the  presence  of  an  omphalo- 
cele. After  the  cord  has  been  clamped  and 
divided,  the  freshly  cut  ends  are  examined 
for  vascular  abnormalities  and  remnants  of 
the  urachus  and  omphalomesenteric  duct.  A 
high  incidence  of  major  congenital  mal- 
formations has  been  reported  in  infants  with 
absence  of  one  umbilical  artery.30’31  The 
abdominal  examination  also  includes  ob- 
servation for  hernias;  ausculation  for 
peristaltic  sounds;  and  palpation  for  femor- 
al pulsations,  enlarged  structures,  (liver, 
spleen,  kidneys,  bladder)  and  the  presence 
of  abnormal  masses.  Although  hypospadias 
is  a common  malformation  of  the  external 
genitourinary  system,  other  gross  anomalies 
may  be  detected  during  this  examination.  It 
is  our  practice  to  keep  the  male  infant  with 
hypospadias  without  a diaper  until  one  of 
our  staff  has  observed  the  character  and 
size  of  the  voiding  stream  and  location  of 
the  functioning  urethral  meatus. 

The  lower  extremities  are  examined  in  a 
manner  similar  to  that  described  for  the 
upper  extremities.  In  addition,  the  hip  joints 
are  examined  for  complete  luxation  (dis- 
location) and  preluxation.  Complete  luxa- 
tion of  the  hip  joint  is  rare  in  the  newborn 
period  but  it  may  occur  alone  or  in  associa- 
tion with  other  malformations  including 
arthrogryposis  multiplex,  spina  bifida  or 
pes  equinovarus.  The  lower  extremities  are 
observed  for  signs  of  asymmetry  including 
limited  degrees  of  abduction,  leg  shortening 
and  differences  in  skin  folds  of  the  thighs. 
In  infants  with  preluxation,  dislocation  may 
be  produced  by  an  abduction  maneuver.32 

The  infant  is  then  placed  in  a prone 
position  and  examined  for  major  malforma- 
tions along  the  neuraxis.  The  head  is  ob- 
served for  anencephaly,  microcephaly, 
hydrocephalus  and  encephaloceles.  The  head 
and  back  are  examined  carefully  for  closure 
defects.  The  skin,  particularly  in  the  mid- 
line, is  closely  observed  for  the  presence  of 
hemangiomas,  nevi  and  dermal  and  pilonidal 
sinuses.  This  rapid  check  is  completed  by 
examination  of  the  anus.  In  our  institution, 
it  is  the  practice  to  obtain  rectal  tempera- 
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tures  of  our  infants  on  admission  to  the 
recovery  nursery.  In  hospitals  using  axillary 
temperature  recordings,  patency  of  the 
lower  rectum  should  be  assured  by  the 
rectal  insertion  of  a rubber  catheter  to  a 
depth  of  2 centimeters. 

CONTINUING  OBSERVATION 

The  remainder  of  the  recovery  observa- 
tion of  newly  born  infants  is  accomplished 
in  the  recovery  nursery.  Transfer  of  infants 
from  the  delivery  room  to  the  recovery 
nursery  is  controlled  with  continuous  ob- 
servation of  the  infant  during  transfer.  On 
admission  to  the  nursery,  premature  infants 
and  infants  with  obvious  or  suspected  ab- 
normalities are  treated  as  directed  by  the 
physician.  The  apparently  “normal”  newborn 
infant  (that  is,  the  infant  who  has  exhibited 
no  deviations  from  the  anticipated  symp- 
tomatology of  newborn  transition)  is 
placed,  undressed,  in  a heated  incubator 
facing  the  nurse.  In  order  that  the  infant 
may  be  kept  undressed,  the  incubator 
temperature  is  maintained  between  84°  and 
86°  Fahrenheit. 

A Newborn  Distress  Record  (figure  2)  has 
been  developed  at  the  University  of  Okla- 
homa Medical  Center  for  recording  observa- 
tions on  “ill”  infants  and  all  “normal”  new- 
born infants  during  their  immediate  recov- 
ery after  birth.  The  normal  newborn  infant 
is  received  by  the  nursery  nurse  and  identi- 
fication of  the  patient  is  checked  before  he 
is  weighed  and  placed  in  an  incubator  for 
continuing  observation.  During  the  admis- 
sion procedure,  the  incubator  temperature, 
the  infant’s  temperature  and  his  heart  rate 
and  respiratory  rates  are  recorded  and  the 
patient  is  observed  for  cry,  activity,  color 
and  character  of  respirations. 

The  infant  is  under  close  surveillance  by 
the  nurse  during  the  first  four  to  five  hours 
of  life.  The  position  of  the  infant  is  changed 
frequently.  Each  time  he  is  turned  from 
side  to  side,  the  head  is  placed  at  alternat- 
ing ends  of  the  incubator  in  order  that  the 
patient  faces  the  nurse  at  all  times.  The 
incubator  temperature  and  the  infant’s 
temperature  are  checked  at  one  to  two  hour 
intervals. 

If  the  infant’s  condition  is  satisfactory  at 
three  hours  of  age,  he  is  removed  from  the 
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Figure  2:  The  Newborn  Distress  Record  was  developed 
at  the  University  of  Oklahoma  Medical  Center  to  be 
used  for  recording  observations  and  treatments  of 
newly  born  infants  and  infants  during  distress. 

incubator  and  bathed.  The  bath  serves  the 
useful  purpose  of  a test  stimulus.  If  there 
is  no  marked  change  in  the  infant’s  condition 
during  the  bath,  he  is  dressed  and  placed 
on  his  stomach  in  the  incubator  with  his 
face  toward  the  nurse.  The  vital  signs  are 
checked  again  and  the  nurse  observes  for 
respiratory  distress,  color,  cry  and  activity. 
The  incubator  heat  is  turned  off  and  the  lid 
is  opened.  At  this  time  a nursing  note  is 
entered  on  the  Newborn  Distress  Record. 
One  hour  later  the  infant  is  again  checked 
by  the  nurse.  If  there  has  been  no  change 
in  the  infant’s  condition  and  if  his  tempera- 
ture has  remained  stable,  he  is  transferred 
to  a crib  and  the  intensive  recovery  ob- 
servation and  the  Newborn  Distress  Record 
are  discontinued.  The  remainder  of  the 
nursing  notes  are  recorded  on  abbreviated 
nursing  record  forms. 

DISCUSSION 

The  early  detection  of  disorders  in  newly 
born  infants  requires  an  accurate  knowledge 
of  the  normal  characteristics  of  fetal  and 
neonatal  life.  During  the  past  decade  re- 
markable progress  has  been  made  in  the 
attempt  to  define  clinical  and  biological 
normalcy  of  the  fetus  and  the  newborn  pa- 
tient. Birth  and  the  immediate  newborn 
period  are  accompanied  by  many  dynamic 
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changes  and  the  signs  of  disease  are  fre- 
quently difficult  to  differentiate  from  the 
rapidly  changing  signs  that  accompany 
these  physiologic  readjustments.  In  1963 
Desmond  and  co-workers1* 33  tabulated  in- 
formation derived  from  careful  observation 
of  “standard,”  or  normal,  newly  born  in- 
fants. Although  wide  ranges  of  behavior 
were  noted  during  the  first  six  hours  fol- 
lowing delivery,  these  authors  describe  an 
underlying  orderly  pattern  of  clinical 
changes  in  these  infants  which  could  be 
related  to  time  and  other  physiologic  events. 

Due  to  the  characteristic  instability  of  the 
normal  newborn,  several  authors1* 27* 34  have 
stressed  the  need  for  augmenting  the  deliv- 
ery room  appraisal  and  the  physical  exami- 
nation with  continuous  or  serial  observa- 
tions. Lubchenco31  states  that  “knowledgeable 
intuition”  is  based  on  specific  observations. 
At  her  institution,  a list  of  signs  has  been 
compiled  including  minor  deviations  from 
normal  clinical  behavior.  This  “jot  sheet”  is 
used  as  a cumulative  record  of  the  infant’s 
behavior. 

At  the  University  of  Oklahoma  Medical 
Center  the  procedures  selected  for  evalua- 
tion newly  born  infants  include  a com- 
prehensive maternal  history ; continuous 
observation  of  labor  and  delivery ; imme- 
diate appraisal  of  the  newborn  infant  for 
depression;  a rapid  physical  examination; 
and  continuing  observations  after  transfer 
to  the  recovery  nursery.  The  recovery  ob- 
servation of  infants  without  clinical  disease 
has  ranged  from  four  to  five  hours.  These 
procedures  have  been  effective  in  the  early 
detection  of  neonatal  morbidity  and  in 
identifying  infants  with  major  disorders 
leading  to  death  within  the  first  few  days 
of  life.35 

SUMMARY 

Close  cooperation  and  coordination  of 
efforts  by  the  hospital  staff,  both  medical 
and  nonmedical,  are  necessary  to  accom- 
plish the  task  of  early  detection  of  ab- 
normalities in  the  fetus  and  the  newly 
born  infant.  Effective  techniques  for  evalua- 
ting newly  born  infants  include  a compre- 
hensive maternal  history ; knowledge  of 
labor  and  delivery,  including  signs  of  fetal 
distress ; an  immediate  appraisal  of  the 
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infant  for  depression;  a rapid  physical  ex- 
amination, and  continuing  observation  from 
the  time  of  birth  until  the  infant  exhibits 
the  anticipated  lability  of  the  adjusted 
neonate. 
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WHERE  THE  MONEY  GOES 


The  Tax  Foundation,  Inc.  provides  the  following  breakdown  of  Federal  income  taxes 
on  a $6,000  annual  income,  using  the  proposed  1964  national  budget  as  a guide: 


National  Security $362 

Interest 61 

Agriculture  and  Agricultural 

Resources 35 


Veteran’s  Services  and  Benefits  . . 34 

Labor  and  Welfare 34 


Commerce  and  Housing 20 

International  Affairs  and  Finance  . 16 

Natural  Resources 15 

General  Government 13 

Other 10 

Total $600 
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ABSTRACTS 


CEREBRAL  BLOOD  FLOW  ASSESSMENT  WITH  A 
RADIOISOTOPE  METHOD 

Utilizing  radioiodinated  serum  albumin,  the  author 
reports  on  cerebral  blood  flow  as  measured  by  extern- 
ally placed  gamma  ray  detectors.  The  results  are  ex- 
pressed in  arbitrary  units  as  “Flow  Index.” 

In  51  normal  subjects  between  the  ages  of  19  and 
70,  the  mean  flow  index  for  the  left  side  of  the  head 
was  15.7  with  a standard  deviation  of  3.1.  The  right 
side  showed  a flow  index  of  16.8,  standard  deviation 
3.5.  There  was  no  significant  difference  between  normal 
subjects  over  50  and  those  under  50.  Inhalation  of 
five  per  cent  carbon  dioxide  for  five  minutes  produced 
increased  flow  indices.  Thirty  two  patients  with  evi- 
dence of  arteriosclerosis  of  a common  carotid  artery 
or  its  major  branches  were  studied.  Nineteen  had 
cerebral  infarcts.  The  mean  flow  index  on  the  infarcted 
side  was  10.8,  standard  deviation  3.3.  In  all  cases  the 
infarcted  side  was  lower  than  the  normal  side.  Side 
to  side  differences  were  from  2.5  to  10.2.  In  only  two 
of  the  19  was  this  difference  as  low  as  any  found  in 
the  normal  group.  In  the  remaining  13  each  had 
experienced  one  or  more  transient  attacks  of  cerebral 
ischemia  with  hemiparesis.  All  were  intact  neurol- 
ogically  at  the  time  of  the  measurements.  The  flow 
indices  of  the  two  sides  did  not  differ  significantly. 
Measurements  made  on  five  patients  with  arteriovenous 
malformation  showed  marked  elevation  on  the  in- 
volved side. 

Cerebral  Blood  Flow  Assessment  With  a Radioisotope  Method, 
Stephen  W.  Thompson,  M.D.,  Archives  of  Neurology,  Vol.  10: 
12-20,  January,  1964. 


MAGNESIUM  DEFICIENCY  IN  THE  SURGICAL 
PATIENT 

The  author  reports  on  seven  cases  of  post-operative 
magnesium  deficiency.  Symptoms  observed  were 
hyperreflexia,  tremor  with  disorientation  and  con- 
fusion in  most  of  the  cases.  Hallucinations  occurred  in 
three  and  convulsions  in  two.  Hyperacusis  and  bi- 
lateral vertical  nystagmus  were  noted  in  a patient 
with  the  lowest  serum  magnesium.  Cardiovascular 
changes  in  four  patients  consisted  of  tachycardia,  acute 
hypertension  or  both.  The  factors  postulated  by  the 
author  that  contributed  to  the  magnesium  deficiency 
were  fluid  loss,  alcoholism  or  the  infusion  of  alcohol, 
administration  of  calcium,  and  possibly  pre-existing 
dietary  deficiency.  Failure  of  gastro-intestinal  ab- 
sorption was  an  added  factor  in  at  least  one  patient. 
Administration  of  adrenal  steroids  and  the  surgical 
procedure  itself  were  not  believed  to  be  factors.  The 
role  of  potassium  in  magnesium  deficiency  remains 
to  be  defined.  All  of  the  patients  were  receiving  intra- 
venous potassium  therapy.  The  author  suggests  that 
potassium  may  aggravate  magnesium  deficiency  in  a 
manner  analagous  to  its  known  effect  in  producing 
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tetany  m hypocalcemic  and  hypokalemic  patients  in 
whom  potassium  only  is  replaced. 

Magnesium  deficiency  can  be  prevented  by  the 
intake  of  eight  mEq  of  magnesium  a day  in  the  intra- 
venous fluids.  In  situations  of  depletion,  magnesium 
can  be  replaced  by  intra-muscular  or  intravenous 
magnesium  sulphate. 

Magnesium  Deficiency  in  the  Surgical  Patient,  William  O. 
Smith,  M.D.,  The  American  Journal  of  Cardiology,  667-670, 
Nov.,  1963. 

RECENT  PUBLICATIONS 

The  Journal  welcomes  the  opportunity  to  list  current 
publications  by  any  Oklahoma  physician. 

Modification  of  Sunburn  by  Infrared  Rays,  Mark  A. 
Everett,  Charles  K.  Doran,  Howard  D.  Everett,  The 
Journal  of  the  American  Medical  Assoc.,  186:  778- 
779,  1963. 

Pericarditis  with  Effusion  in  Infants  and  Children, 
G.  G.  Cayler,  H.  Taybi,  H.  D.  Riley,  Jr.,  Journal 
Pediatrics,  63:  264,  1963. 

The  Relationship  of  Skin  Resistance  Changes  to  Re- 
ceptivity, R.  D.  Martin,  and  R.  Edelberg,  Journal 
Psychosom.  Res.  7:  173-179,  Jan.,  1964. 

Ability  of  Lupus  Erythematosus  Serum  to  Inactivate 
Bacteriophage  $ X174  Surviving  Treatment  Specific 
Rabbit  Antibody,  B.  U.  Bowman,  Jr.,  R.  A.  Patnode, 
Proc.  Soc.  Exp.  Biol,  and  Med  115  : 338-41,  1964. 

2 — Ketogluconate  Fermentation  by  Streptococcus 

Faecalis,  J.  L.  Goddard  and  J.  R.  Sokatch,  J.  Bact. 
87  : 844-851,  1964. 

Experimental  North  American  Blastomycosis,  Wilford 
E.  Maldonado  and  Frances  G.  Felton,  Amer.  Review 
of  Respiratory  Diseases,  89:  89-94,  1964. 

Canine  Hemophilia,  Establishment  of  a New  Colony, 
James  W.  Hampton,  M.D.,  Robert  M.  Bird,  M.D., 
Archives  of  Pathology,  76  : 464-469,  October,  1963. 

In  Vivo  Incorporation  of  D-Glucosamine-l-C14  into  Acid 
Mucopolysaccharides  of  Rabbit  Liver,  Jerry  C.  Capps, 
and  M.  R.  Shetlar,  Society  for  Exper.  Biology  and 
Medicine,  114:  118-120,  1963. 

Preliminary  observations  on  the  reversal  of  hypovole- 
mia with  intravenous  fat  emulsion,  D.  F.  Flick,  J.  B. 
Scott,  and  R.  Hardin,  U.  S.  Army  Medical  Report,  No. 
595,  Oct.,  1963. 

Determination  of  blood  loss  during  full-mouth  ex- 
traction and  alveoloplasty  by  plasma  volume  studies 
with  I131-tagged  human  albumin,  Michael  N.  Spengos, 
Oral  Surgery,  Oral  Medicine  and  Oral  Pathology,  Vol. 
16:  176-183,  March,  1963. 

Reprints  of  the  above  publications  are  usually  available  on 
request  from  the  senior  author,  c/o  Mrs.  John  Campbell,  Veter- 
ans Administration  Hospital,  921  N.E.  13th  Street,  Oklahoma 
City,  Oklahoma. 
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Physical  Activity  -Its  Preventive  and  Therapeutic  Aspects 

JOHN  NAUGHTON,  M.D. 


The  GRADUAL  REALIZATION  that 
sedentary  men  have  a greater  incidence  of 
clinically  manifest  coronary  heart  disease 
than  their  physically  active  contemporaries 
has  prompted  investigators  to  inspect  the 
physiological,  psychological  and  biochemical 
aspects  of  physical  activity  more  closely. 

Retrospective  evidence  from  clinical  and 
post-mortem  studies  clearly  indicates  that 
regular  physical  activity  has  a role  in  the 
prevention  of  this  disease.  The  mechanism 
of  this  prevention  is  not  understood,  but  it 
is  known  that  the  incidence  of  coronary  heart 
disease  is  lower  in  physically  active  men  re- 
gardless of  their  social  class.  A possible  ex- 
planation might  be  that  these  men  fail  to 
succumb  to  the  “law  of  urbanization”  — 
excessive  caloric  intake  with  decreased  en- 
ergy expenditure.  Some  effects  of  adherence 
to  this  method  of  survival  are  obesity,  hyper- 
cholesterolemia and  chronic  psychological 
and  physiological  fatigue.  Raab  has  coined 
the  term  adrenergic  preponderance  to  de- 
scribe the  features  of  this  physiological  con- 
dition. These  effects  which,  when  found  in 
combination  with  one  another,  predispose  an 
individual  to  a greater  likelihood  of  having- 
coronary  heart  disease,  can  be  reversed  by 
the  institution  of  regular  physical  activity. 

The  accumulation  of  this  type  of  epidemio- 
logical evidence  has  provided  the  stimulus 
for  a therapeutic  appraisal  of  physical  con- 
ditioning. Osier  and  Holmgren  demonstrated 
its  value  in  treating  neurocirculatory 
asthenia  in  past  years.  Recent  studies  have 
attempted  to  elucidate  its  value  in  the  care 
of  patients  who  have  recovered  from  myo- 
cardial infarction.  The  utilization  of  objec- 
tive laboratory  measures  has  made  it  pos- 
sible to  evaluate  patients  before  and  after  a 
period  of  physical  conditioning. 

From  the  Department  of  Medicine  and  the  Neurocardiology 
Research  Program  of  the  University  of  Oklahoma  Medical  Cen- 
ter, Oklahoma  City,  Oklahoma. 

Produced  under  the  auspices  of  the  Professional  Education 
Committee  of  the  Oklahoma  State  Heart  Association. 
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During  the  past  year  18  men  with  well- 
documented  episodes  of  myocardial  infarc- 
tion have  volunteered  for  physical  condition- 
ing programs  in  Oklahoma  County.  The  data 
accumulated  from  periodic  work  capacity 
evaluations  indicate  that  relatively  asymp- 
tomatic patients  without  serious  complica- 
tions (heart  failure,  arrhythmias,  etc.)  from 
the  underlying  disease  process  respond  to 
physical  conditioning  in  the  same  manner  as 
presumably  healthy  men.  Following  training, 
resting  blood  pressure,  pulse  rate  and  serum 
cholesterol  concentration  are  lowered,  work 
is  accomplished  more  efficiently  and  there 
is  an  improved  state  of  well-being. 

It  would  be  premature  to  judge  whether 
such  an  approach  will  alter  the  clinical 
course  of  these  patient’s  underlying  illness. 
Hopefully,  they  will  continue  a long-term 
training  program  that  will  enable  investi- 
gators to  arrive  at  valid  conclusions  ascer- 
taining whether  the  approach  is  beneficial, 
detrimental  or  neither. 

It  can  be  hypothesized,  however,  that  pa- 
tients treated  in  this  manner  might  have 
two  advantages  over  the  sedentarily  treated 
cardiac  patient: 

1)  New  collateralization  of  the  coronary 
artery  circulation  might  be  stimulated 
to  develop.  There  is  evidence  that  ex- 
ercise promotes  the  development  of  col- 
lateral circulation  in  dogs  after  their 
anterior  circumflex  coronary  artery 
has  been  ligated.  Direct  methods  to 
prove  or  disprove  this  in  man  are  not 
yet  satisfactory. 

2)  Treating  patients  as  “normal  individu- 
als who  have  recovered  from  a serious 
illness”  should  promote  a healthy 
psychological  outlook  in  a type  of  pa- 
tient who  is  otherwise  often  pre-dis- 
posed  to  a form  of  “psychological  in- 
validism” charcterized  by  features  of 
depression  and  hypochondriasis.  □ 
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The  Cost  of  Professionalism 

AUSTIN  SMITH,  M.D. 


A PROFESSION  in  the  dictionary  is  de- 
fined as  “ a calling  superior  to  a mere  trade 
or  handicraft.”  It  also  is  defined  as  “a  voca- 
tion,” and  “the  collective  body  of  persons 
engaged  in  such  calling.”  Professional  is 
defined  as  “engaged  in  a profession.”  I 
suppose  that  by  adding  “ism”  to  profes- 
sional we  would  have  not  only  the  word 
professionalism  but  also  could  prepare  our 
own  definition  which  might  mean  “the  act 
of  promoting  the  concepts  of  a profession.” 

Somehow  these  definitions  seem  out  of 
step  with  the  times.  Almost  anyone  can 
shape  his  way  of  life  so  that  it  assumes  the 
element  of  dedication  that  a profession  is 
supposed  to  reflect.  Teachers  are  profes- 
sional people.  So  are  members  of  the  clergy. 
So  are  pharmacists  and  physicians.  So  are 
many  others. 

If  one  defines  a profession  in  the  com- 
monly accepted  terms  he  would  find  a popu- 
lation mix  somewhat  as  follows: 


Physicians 259,000 

Pharmacists 124,000 

Dentists 104,000 

Lawyers 285,000 

Teachers 1,521,600 

Professors  and  instructors  . 177,000 


They  make  up  only  a part  of  the  general 
population  now  considered  to  be  about 
191,000,000.  But  they  make  up  a very  im- 
portant part  of  the  population  because  of 
their  special  training,  their  influence  in 
community  and  educational  affairs  and  the 
respect  they  can  engender  if  they  pursue 
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with  dedication  their  calling.  To  do  so, 
though,  is  not  without  a considerable  cost 
that  involves  more  than  money.  There  is 
the  cost  of  the  basic  education,  of  course,  but 
there  also  is  the  sacrifice  of  earned  income 
while  the  education  is  sought,  and  later  the 
subsequent  sacrifices  sometimes  in  income 
and  certainly  in  time  from  family  and  per- 
sonal affairs.  However,  this  is  part  of  the 
cost  of  professionalism.  When  leadership  is 
possible  and  aggressively  taken  it  cannot  be 
without  some  sacrifice.  And  in  our  country 
there  is  great  need  for  continuing  leader- 
ship by  specially  trained  people,  such  as 
those  in  the  professions,  and  as  has  been  so 
important  in  past  decades  during  the  growth 
of  this  country.  If  the  professions  fail  to 
continue  to  contribute  to  leadership  they, 
like  the  population  as  a whole,  will  become 
subject  to  government  control  such  as  exists 
in  other  countries.  And  I do  mean  control 
by,  and  not  partnership  with. 

During  1964  people  throughout  much  of 
the  world  will  be  paying  homage  to  the 
memory  of  William  Shakespeare,  whose 
400th  birthday  was  honored  recently.  Well, 
another  birthday  should  be  remembered. 
This  year — 1964 — is  the  twenty-first  birth- 
day for  the  withholding  of  income  tax  from 
pay  checks.  It  began  in  1943  with  a five 
per  cent  “Victory”  tax  which  was  imposed 
to  help  siphon  excess  purchasing  power.  In 
the  same  year  the  withholding  rate  was 
boosted  to  20  per  cent.  The  rate  was  reduced 
in  1945  to  18  per  cent,  and  in  1948  to  15 
per  cent.  But  in  1950  it  went  back  up  to  18 
per  cent,  then  set  at  20  per  cent  to  run  to 
1954,  when  it  was  reduced  to  18  per  cent. 
It  is  now  at  14  per  cent. 
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In  addition,  another  birthday  was 
reached  recently.  On  October  3,  1913  — 
about  fifty  years  ago — President  Woodrow 
Wilson  signed  the  Federal  income  tax  law. 
Under  the  provisions  then  corporations  paid 
one  per  cent  and  rich  individuals  as  much 
as  six  per  cent  taxes.  Last  year,  fifty  years 
later,  the  maximums  were  62  per  cent  for 
corporations  and  91-92  per  cent  for  indi- 
viduals. 

What  does  such  taxation  mean?  Many 
things.  Consider  for  example  just  one  part 
of  our  federal  government  and  what  it  pro- 
vides through  money  derived  from  taxes. 
This  year  twenty  million  persons  will  receive 
Social  Security  payments.  An  additional 
million  families  will  receive  an  average  of 
$129.00  per  month  in  aid  to  dependent 
children.  Another  seven  million  are  receiv- 
ing federally  supported  relief  payments. 

To  date,  more  than  7,000  hospitals  and 
health  centers  have  been  built  with  aid  from 
the  Hill-Burton  Act.  Forty  per  cent  of  medi- 
cal research  projects  have  some  federal 
support.  About  500,000  students  have  been 
helped  with  federal  funds  during  the  past 
six  years. 

Such  largesse  is  possible  through  the 
Department  of  Health,  Education  and  Wel- 
fare, an  agency  that  when  assembled  in 
1953  had  39,000  employees  and  a budget  of 
not  quite  two  billion  dollars.  Last  year  it 
had  more  than  80,000  employees  and  a 
budget  of  more  than  five  billion  dollars. 
This  year  there  are  86,000  employees  with 
a budget  of  more  than  six  billion  dollars. 
The  target  for  1965  reflects  more  than 
90,000  jobs  and  seven  and  a half  billion  dol- 
lars. 

The  work  of  the  Department  of  Health, 
Education  and  Welfare  obviously  makes 
possible  additional  political  recognition  for 
many  Congressmen  back  home  as  well  as 
furnishing  control  over  multi-billion  dollar 
industries  such  as  drugs  and  foods.  It 
even  has  a hand  in  the  building  of  sewage 
treatment  plants.  Other  possibilities,  such 
as  air  pollution  control,  are  too  numerous 
to  mention.  I am  not  disputing  the  value  of 
some  of  this  “work” ; I am  merely  directing 
attention  to  the  size  and  breadth  of  activi- 
ties of  only  one  federal  department. 
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Let  me  present  the  role  of  government  in 
our  daily  affairs  in  another  way.  The  popu- 
lation of  this  country  is  now  about  189 
million.  The  gross  national  product  is  not 
quite  600  billion  dollars  with  personal  in- 
come being  more  than  450  billion  after  taxes 
and  compulsory  levies.  Of  this  income,  about 
six  and  one-half  per  cent  is  derived  from 
federal  or  federally  assisted  social  insurance 
and  related  payments,  including  unemploy- 
ment and  disability  compensation.  More 
than  18  million  people  receive  monthly 
checks  under  the  Social  Security  program. 
More  than  five  million  people  receive  free 
surplus  food. 

Why  these  figures?  Simply  to  remind 
members  of  this  audience  that  contrary  to 
what  some  planners  for  our  society  main- 
tain, we  already  have  a social-welfare  pro- 
gram. I am  not  saying  we  should  or  should 
not  have  such  programs,  but  I always  have 
maintained,  and  still  do,  that  we  should 
help  those  who  cannot  help  themselves, 
although  I distinguish  these  from  those  who 
do  not  want  to  help  themselves.  There  is  a 
difference.  I am  merely  reminding  you  of 
what  exists  today.  Some  problems  arising 
today  in  the  health  field  rest  not  on  the 
word  “when”  but  on  “how  much.”  For  it  is 
the  growth  of  legislative  and  regulatory 
control  of  our  way  of  life  that  presents  as 
many  problems  as  those  created  by  tempor- 
arily unmet  needs.  And  you  and  I through 
taxation  are  helping  to  further  the  exten- 
sion of  such  control  on  the  one  hand  as  we 
try  independently  on  the  other  to  erase  the 
needs  of  our  fellowman. 

This  is  part  of  the  cost  of  preserving  the 
concepts  and  the  good  of  professionalism. 

As  I view  the  current  situation,  I find  the 
problems  have  a way  of  multiplying  like 
unicellular  organisms  which  multiply  with- 
out reason  other  than  the  presence  of  satis- 
factory growth  conditions.  Political  am- 
bition, decisions  by  uninformed  government 
personnel,  and  loose  statements  by  members 
of  the  health  professions  can  initiate  diffi- 
culties and  cause  them  to  multiply  almost 
endlessly,  but  these  can  be  overcome  with 
facts,  persuasion  and  persistence.  Time 
works  in  the  favor  of  those  who  are  and 
want  to  be  informed.  But  there  are  too  many 
who  consider  the  perimeter  of  a problem 
rather  than  its  setting.  They  look  at  an 
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isolated  problem  facing  man  rather  than  at 
man  in  his  environment.  And  yet  it  is  man’s 
environment  today  that  is  causing  many  of 
his  problems. 

It  is  impossible  to  single  out  any  one  seg- 
ment of  the  complex  health  picture  and 
treat  it  separately  without  expecting  the 
other  segments  to  be  affected.  Government 
officials,  pharmacists,  physicians,  legis- 
lators, members  of  the  armed  forces,  hos- 
pital administrators,  insurance  planners, 
educators,  name  whom  you  will,  all  are  in- 
volved. And  it  is  impossible  to  confine  a 
widely  publicized  activity  to  one  area;  it 
will  spread  from  the  federal  scene,  to  state, 
to  community,  even  abroad  to  foreign 
shores,  and  then  back  again.  This  is  inevit- 
able when  an  emotionally  charged  issue 
such  as  health  is  involved. 

Recently  I read  an  item  about  the  ma- 
nipulation of  words.  It  concerns  a road  race 
between  an  American  car  and  a Russian 
car.  The  American  car  easily  won  this  two 
car  race.  But  when  it  was  mentioned  in  a 
Communist  newspaper  the  report  was  as 
follows : 

“The  Russian  car  finished  second. 

The  American  car  finished  next  to  last.” 

Sometimes  I wonder  if  we  in  the  health 
field  and  in  private  enterprise  will  ever  win 
the  battle  against  conviction  by  deception. 
I truly  believe  that  all  of  us  should  be  big 
enough  to  admit  our  mistakes  and  in  most 
instances  we  are,  and  yet  day  after  day  the 
press  carries  headlines  that  convict  us  by 
their  wording  without  a chance  for  us  to 
reply  or  receive  equal  treatment.  And  so 
often  headlines  really  do  not  reflect  the 
substance  of  the  articles. 

Failure  to  use  ably  the  knowledge  that 
is  available  today  is  an  inexcusable  fault. 
Even  under  the  most  helpful  circumstances 
today’s  information  may  be  difficult  to 
utilize  because  science  sometimes  outruns 
the  understanding  of  those  who  can  benefit 
the  most  from  its  blessings.  There  are  many 
who  do  not  understand  what  is  new  and  how 
to  use  it  and  so  become  confused.  Thus, 
since  it  is  not  unusual  to  be  afraid  of  that 
which  is  not  understood,  there  is  hesitancy 
to  accept  the  new  and  failure  to  view  it  in 
its  proper  perspective.  If  we  who  are  sup- 
posed to  be  informed  people  in  the  health 
field  do  not  continue  to  learn  and  interpret 
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and  share  we  can  only  blame  ourselves  for 
some  of  the  problems  that  arise  through 
ignorance. 

If  such  symptoms  of  unrest  were  evi- 
dence of  only  carping  criticism  I would 
treat  them  less  seriously  and  try  to  shrug 
them  aside  as  one  brushes  off  mosquitoes 
until  repellents  and  larvacides  are  put  to 
work.  Unfortunately,  though,  this  constant 
drumming  of  a central  theme  has  a hypno- 
tizing effect  and  in  time  many  succumb  to 
the  brandishments  of  the  tune  makers.  De- 
liberate misrepresentation,  careless  and 
thoughtless  repetition,  failure  to  check  on 
alleged  facts,  and  constant  displays  of 
sensationalism  encourage  more  and  more 
public  dependence  on  the  growing  paternal- 
ism of  an  already  greedy  government.  It 
effectively  influences  an  inherent  public 
desire  to  be  babied  and  cuddled  and  led 
from  the  cradle  to  the  grave,  through  all  of 
life’s  opportunities  and  challenges  in  educa- 
tion and  employment,  in  sickness  and  in 
health,  and  in  security  from  salaries,  to 
food,  to  housing.  This  is  evident  in  states 
as  well  as  in  Washington,  in  fact,  through- 
out the  world. 

Increasingly  identified  with  this  growth 
in  government  paternalism  are  the  attempts 
of  government  through  its  legislative  bodies 
and  regulatory  agencies  to  tell  the  profes- 
sions what  to  do,  when  to  do  it  and  how  to 
do  it.  I charge  that  this  is  deliberately  fos- 
tered in  speeches,  hearings  and  even  press 
releases.  A deliberate  choice  of  words  that 
implies  failure  by  a profession  to  understand 
the  new  and  useful,  or  inability  to  make 
judgments,  or  lack  of  knowledge  about  need 
for  certain  treatment  measures  is  being  pur- 
sued persistently,  perniciously  and  effect- 
ively in  many  quarters  in  my  opinion.  At 
the  rate  this  problem  is  developing  it  will  be 
only  a matter  of  time  before  a government 
will  produce  a master  list  of  drugs  designed 
for  the  majority  but  not  for  all  of  those 
who  are  ill,  and  built  on  a premise  of  price 
before  quality.  For  the  life  of  me,  I cannot 
see  the  logic  of  such  insistence  by  those  who 
some  day  in  their  own  illness  might  be 
adversely  affected  by  the  shortcomings  of 
their  earlier  demands. 

Lest  there  be  any  doubt  about  my  belief 
in  a role  for  government,  I want  to  empha- 
size that  I think  it  should  provide  a helping 
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hand — but  not  a dominating  one.  It  should 
be  a pilot,  not  the  captain  of  a ship.  It  should 
be  a member  of  the  team,  not  the  owner,  in 
fact,  in  my  judgment,  not  even  the  manager 
or  coach.  This  does  not  mean  I am  advocat- 
ing constant  criticism  of  government  inter- 
ventions since  sometimes  these  arise  because 
we  who  could  have  helped  stood  by  silently. 
As  an  example,  I cannot  see  the  Food  and 
Drug  Administration  as  the  ultimate  thera- 
peutic advisor,  but  we  are  inviting  it  to 
become  just  that  if  we  do  not  assume  our 
individual  obligations  and  if  we  do  not  in- 
sist that  the  F.D.A.  limit  its  activities  to 
those  it  rightfully  should  pursue.  And  we 
should  insist  that  it  follow  commonly  ac- 
cepted concepts  such  as  the  right  of  appeal. 
So,  in  my  judgment,  government  repre- 
sentatives should  not  tell  the  professions 
how  to  practice,  instead  they  should  merely 
help  insure  dependability  concerning  items 
of  substance  when  the  professional  man 
must  exercise  his  judgment.  Government 
can  offer  guidelines  for  legal  questions, 
but  it  should  not  be  the  source  of  decision 
for  questions  involving  ethics,  etiquette  or 
professional  judgment.  If  professional  peo- 
ple are  not  able  to  face  up  to  these  aspects 
of  our  society  then  there  is  something  wrong 
with  our  training  and  our  philosophy. 

I have  yet  to  see  any  desk-bound  admin- 
istrator or  full-time  politician  who  knows  as 
much  about  the  needs  of  a body  as  does  the 
person  who  attends  that  body  on  an  indi- 
vidual basis  hour  after  hour.  Concern  and 
caution  are  advisable,  of  course,  for  all — 
drug  maker,  drug  prescriber,  drug  dispenser 
and  drug  user.  But  when  lay  judgment  is 
substituted  for  professional  judgment,  when 
the  sick  refuse  to  take  what  is  wisely  pre- 
scribed, when  consumer  representatives  and 
motivation  hunters  try  to  resolve  medical 
problems  without  medical  knowledge,  when 
the  medical  profession  is  notified  of  govern- 
ment interventions  in  drug  use  through  the 
popular  press  rather  than  through  normal 
professional  channels,  when  the  public  re- 
ceives medical  information  about  drug  re- 
actions before  the  profession  is  informed, 
the  already  ailing  members  of  the  public 
will  suffer  even  more.  In  fact,  they  will 
suffer  more  than  any  other  group  since  it 
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will  be  their  own  bodies  which  are  deprived 
of  needed  medical  counseling  and  remedies. 

Again,  so  that  there  is  not  any  uncer- 
tainty about  my  views  on  progress,  I want 
to  make  it  clear  that  I am  in  favor  of 
progress  in  the  health  field  regardless  of 
its  source,  be  it  private  enterprise,  a govern- 
ment or  a foreign  country.  But  I am  opposed 
to  obstacles  and  changes  that  will  hinder 
progress  for  this  country  and  its  people. 
There  may  be  honest  differences  of  opinion 
concerning  what  is  progress  and  what  is 
an  obstacle  and  this  I will  respect. 

This  is  the  time,  then,  for  educational 
leadership  and  public  reassurance  concern- 
ing medical  care,  including  drug  therapy. 
This  is  the  time  to  define  the  basic  issues  so 
that  all  problems  can  be  put  in  their  proper 
perspective.  Otherwise  we  may  become  lost 
in  a maze  of  minor  issues  while  the  major 
areas  serve  as  an  excuse  for  drastic  and 
unwise  changes  in  our  medical  care,  edu- 
cational, business  and  professional  pro- 
grams. Drug  manufacturers  cannot  reas- 
sure the  public  about  some  currently  excit- 
ing accusations  without  being  accused  of 
selfish  interests.  And  when  they  dip  too 
deeply,  even  though  unselfishly,  into  medi- 
cal educational  efforts  they  are  criticized  by 
medical  educators.  Pharmacists  also  are 
hard  pressed  to  assume  leadership  in  reas- 
suring the  public  since  they  too  can  be 
accused  of  selfish  interests.  Obviously 
pharmacists  and  drug  manufacturers  should 
do  what  they  can  in  this  area  of  public  and 
professional  education  and  reassurance,  but 
they  are  limited  in  their  efforts  by  the 
nature  of  their  work.  Industry  has  a role  as 
does  pharmacy,  but  the  most  effective  role 
of  leadership  for  educating  the  public  con- 
cerning health  matters,  may  best  be  left,  I 
believe,  to  the  medical  profession.  It  has,  I 
believe,  a profound  obligation  to  assume 
such  leadership.  However,  it  should  actively 
seek  and  take  the  help  of  allied  members  of 
this  health  team.  It  should  not  operate  alone 
in  health  matters  except  when  it  is  involved 
in  matters  unique  unto  itself.  The  Pharma- 
ceutical Manufacturers  Association,  for  ex- 
ample, is  willing  to  assume  an  even  more 
active  role  than  it  now  holds  but  it  believes 
that  none  of  us  can  wait  too  long.  If  the 
professions  do  not  aggressively  meet  their 
obligations  singly  and  collectively,  the  gov- 
ernment will  do  it  for  them. 
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Security,  like  liberty,  however,  has  never 
come  from  government  but  from  its  sub- 
jects. The  history  of  security,  like  liberty, 
is  a history  of  limitations  of  governmental 
power,  not  the  increase  of  it.  With  the  record 
of  history  behind  us,  it  seems  to  me  that 
the  future  rests  on  this  history  of  the  past, 
the  immediate  being  merely  a bridge  to 
permit  crossing  from  the  past  to  the  future. 
And  as  we  profit  from  our  earlier  lessons 
we  should  be  molding  our  convictions  and 
marshalling  our  forces  to  support  these  con- 
victions. This  may  not  be  easy  at  times  but 
it  is  essential  if  this  country  and  its  possi- 


bilities are  to  continue  to  achieve  world  rec- 
ognition. I beg  those  on  the  health  team  to 
remember  their  responsibilities  as  profes- 
sional people  and  as  citizens  and  then  to  do 
something  about  them  individually  and  col- 
lectively. As  another  person  said  “Don’t 
find  a fault,  find  a remedy.”  And  as  someone 
else  long  ago  pleaded  “Give  us  the  courage 
to  stand  for  something  lest  we  fall  for  any- 
thing.” 

Courage  is  part  of  the  cost  of  subscribing 
to  professionalism.  □ 

1155  Fifteenth  St.,  N.W.,  Washington,  D.C. 


TEST  FOR  DIAGNOSIS  OF  PHEOCHROMOCYTOMA 


A simple  new  test  for  the  diagnosis  of 
pheochromocytoma,  a secreting  tumor  that 
causes  a potentially  curable  form  of  high 
blood  pressure,  has  been  developed  by 
scientists  of  the  Public  Health  Service,  U.S. 
Department  of  Health,  Education  and  Wel- 
fare. The  test  is  safe,  reliable,  and  easy 
enough  to  be  done  in  any  doctor’s  office. 

Doctors  Karl  Engelman  and  Albert 
Sjoerdsma  of  the  National  Heart  Institute* 
report  that  tyramine  injections  produce  a 
much  greater  blood  pressure  rise  (pressor 
response)  in  patients  with  pheochromocy- 
toma than  in  normal  subjects  or  patients 
with  essential  hypertension. 

The  most  reliable  diagnostic  test  for 
pheochromocytoma  is  measurement  of  cate- 
chol amines  and  their  metabolites  in  the 
urine,  but  this  cannot  usually  be  done  as  an 
office  procedure.  The  histamine  pressor  test 
currently  in  clinical  use  is  not  always  accu- 
rate and  may  cause  severe  side  effects.  The 
tyramine  pressor  test,  devised  in  the  NHI 
Experimental  Therapeutics  Branch,  appears 
to  circumvent  these  difficulties. 

The  test  begins  with  injections  of  saline 
(to  insure  that  the  patient’s  blood  pressure 
is  not  responding  to  the  needle  or  psycho- 
logical factors) . After  blood  pressure  has 
stabilized  at  pre-injection  levels,  250  micro- 
grams of  tyramine  is  administered.  If  this 
does  not  raise  blood  pressure  by  20  mm./Hg 
or  more,  the  dose  is  increased  to  500  and,  if 
necessary,  to  1,000  micrograms.  If  any  of 

*The  National  Heart  Institute,  located  at  Bethesda,  Md.. 
is  one  of  the  nine  National  Institutes  of  Health  of  the  Public 
Health  Service,  Department  of  Health,  Education  and  Welfare. 


these  doses  raises  blood  pressure  by  more 
than  20  mm./Hg,  the  patient  probably  has 
pheochromocytoma.  The  diagnosis  should  be 
confirmed  by  tests  for  urinary  catechols  and 
metabolites. 

In  these  studies,  a dosage  of  1,000  micro- 
grams of  tyramine  most  effectively  singled 
out  patients  with  pheochromocytoma  from 
among  normal  or  hypertensive  subjects.  In 
patients  with  pheochromocytoma,  this  dos- 
age raised  blood  pressure  by  an  average  of 
42  mm./Hg.  In  contrast,  the  mean  increase 
was  5 mm./Hg  in  the  hypertensives  and 
only  3 mm./Hg  in  normal  subjects. 

Usually,  blood  pressure  began  to  rise  with- 
in 45  seconds  after  injection,  reached  a peak 
within  one-two  minutes,  and  subsided  with- 
in five-eight  minutes.  The  only  symptom 
noted  by  any  of  the  subjects  was  a transient 
sensation  of  heartbeat  in  those  whose  blood 
pressure  rose  by  more  than  40  mm./Hg.  The 
scientists  observed  no  evidence  of  toxicity 
in  more  than  500  tyramine  injections  in  57 
subjects. 

Tyramine  raises  blood  pressure  by  re- 
leasing norepinephrine  from  tissue  storage 
sites.  This  pressor  response  is  greatly  en- 
hanced in  patients  with  pheochromocytoma 
probably  because  their  tissue  storage  sites 
have  become  extremely  well  stocked,  per- 
haps supersaturated  with  norepinephrine  as 
a result  of  taking  up  the  amine  being  inter- 
mittently or  continuously  discharged  into  the 
blood  by  the  tumor. 

These  findings  were  reported  recently  at 
the  meeting  of  the  American  Federation  for 
Clinical  Research  in  Atlantic  City.  □ 
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The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 

(Formerly  Beverly  Hills  Clinic  and  Sanitarium ) 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Buildings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 


PSYCHIATRY 

A.  J.  Schwenkenberg,  M.D. 

Joseph  L.  Knapp,  M.D. 
Jackson  H.  Speegle,  M.D. 
Fred  H.  Jordan,  M.D. 


PSYCHIATRY 
Joseph  H.  Lindsay,  M.D. 
John  T.  Holbrook,  M.D. 
PSYCHOLOGY 

Traudl  E.  Jordan-Diener,  Ph.D. 
W.  R.  Garretson,  M.  A. 


1353  N.  Westmoreland  Dallas  11,  Texas  FE  1-8331 
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FOR  A RETIREMENT  PLAN 
WITHOUT  WORRIES- 


INVEST  FUNDS  IN  ANTICIPATION  OF  RETIREMENT  IN  A 
MASSACHUSETTS  MUTUAL  PERSONAL  LIFE  INSURANCE  CONTRACT. 

• You  are  relieved  of  investment  worries 

• You  are  provided  death  benefits  in  addition  to  retirement  income. 

• You  can  be  guaranteed  an  income  for  life. 

Supplement  your  OSMA  Group  Insurance  with  this  valuable  individual  coverage. 


WILSON  & WILSON,  INC. 

General  Agent 

1280  First  Nat'l  Bldg.  - Tel.  CE  6-4681 
Oklahoma  City 


METIS  MUTUAL 
LIFE  INSURANCE  COMfiANY 


SPRINGFIELD.  MASSACHUSETTS  - ORGANIZED  1851 


DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Robert  O.  Bowles  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

720  N.W.  50th  St.  P.  O.  Box  18735 
OKLAHOMA  CITY,  OKLAHOMA  73118 
Telephone  Victor  2-1431 


Journal  / August  1964  / Volume  57 


405 


OMPAC-AMPAC  Move  Forward 


Oklahoma  Medical  Political  Ac- 
tion Committee  establishes  per- 
manent Oklahoma  City  headquar- 
ters office,  hire  full-time  staff, 
and  begins  accelerated  educational 
and  fund  raising  activities. 

Mark  Twain  once  commented  that 
“Everybody  talks  about  the  weather 
but  nobody  does  anything  about  it.” 

Until  a few  years  ago,  the  same 
could  be  said  of  the  political  climate. 
Then  the  AFL-CIO  pioneered  the  con- 
cept of  a political  action  commit- 
tee. Designed  to  translate  the  group’s 
political  and  social  ideology  into  the 
practical  form  of  congressional  rep- 
resentation, the  unions’  Committee 
on  Political  Education  (COPE) 
has  been  highly  successful  in  elect- 
ing Congressmen  and  Senators  who 
will  generally  support  organized  la- 
bor’s point  of  view  on  key  national 
issues. 

While  labor  succeeded  in  building  a 
great  liberal  voting  bloc  in  the  na- 
tion’s capitol,  the  political  fortunes 
of  more  conservative  groups  waned. 

The  American  Medical  Association 
came  to  life  in  1961  when  its  House 
of  Delegates  endorsed  the  creation  of 
the  American  Medical  Political  Ac- 
tion Committee  (AMP AC)  and  en- 
couraged the  establishment  of  simi- 
lar committees  at  the  state  level. 

The  Oklahoma  Medical  Politi- 
cal Action  Committee  was  formed  in 
1962  with  the  approval  of  the  Okla- 
homa State  Medical  Association’s 
House  of  Delegates.  Like  AMPAC,  it 
is  a voluntary,  nonprofit,  nonpartisan, 
and  unincorporated  political  action 
committee  organized,  according  to 
its  constitution  and  by-laws: 

1.  To  promote  and  strive  for  the 
improvement  of  government  by  en- 
couraging and  stimulating  physicians 
and  others  to  take  a more  active  and 


effective  part  in  governmental  af- 
fairs. 

2.  To  encourage  physicians  and  oth- 
ers to  understand  the  nature  and  ac- 
tions of  their  government,  as  to  im- 
portant political  issues,  and  as  to 
the  records,  office  holders  and  candi- 
dates for  elective  office. 

3.  To  assist  physicians  and  others 
in  organizing  themselves  for  more  ef- 
fective political  action  and  in  carry- 
ing out  their  civic  responsibilities. 

4.  To  do  any  and  all  things  neces- 
sary or  desirable  for  the  attainment 
of  the  purposes  stated  above. 

How  have  these  organizations  fared 
in  the  rough-and-tumble  political 
world? 

AMPAC  has  emerged  as  a worthy 
contender  in  its  bouts  with  more  ex- 
perienced political  action  commit- 
tees. In  the  1962  national  elections, 
AMPAC  supported  candidates  for  the 
House  of  Representatives  in  30  con- 
gressional districts.  Although  labor’s 
COPE  supported  opposing  candidates 
in  these  districts,  AMPAC-backed 
candidates  won  25  out  of  the  30  seats. 
In  the  five  losing  races,  the  margin 


LEROY  BRIDGES 


of  loss  was  small,  averaging  less 
than  two  per  cent  of  the  vote. 

AMPAC  has  also  made  great  prog- 
ress in  the  field  of  political  educa- 
tion (as  contrasted  to  direct  candi- 
date support);  through  the  produc- 
tion and  distribution  of  educational 
leaflets,  manuals,  newsletters  and 
award-winning  training  films. 

OMPAC’s  progress  has  been  slow, 
but  steady,  and  recent  months  have 
seen  a great  surge  in  interest  on  the 
part  of  Oklahoma  physicians  and 
wives. 

OMPAC  Packs  Pep 

The  prospects  for  OMPAC  have 
never  looked  better. 

A full-time,  well-qualified  executive 
director  has  been  found  and  a mod- 
ern office  has  been  established  at 
4400  North  Lincoln,  Oklahoma  City. 
The  spirit  of  good  citizenship  and 
recognition  of  the  need  for  political 
action  are  catching  on,  and  new 
memberships  from  physicians  and 
their  families  are  being  received  dai- 
ly- 

Executive  Director  Leroy  Bridges 
came  to  OMPAC  from  the  Oklahoma 
Farm  Bureau  where  he  specialized 
for  many  years  in  legislative  and  po- 
litical education  activities.  He  has 
also  worked  at  high  levels  in  major 
political  campaigns  within  the  state, 
and  is  considered  one  of  the  state’s 
outstanding  political  analysts. 

Bridges  says  the  outcome  of  the 
1964  general  elections  will  greatly  in- 
fluence the  future  course  of  health 
legislation,  and  he  points  out  the  need 
for  “the  immediate  enrollment  of 
hundreds  of  doctors  and  wives  as 
volunteers  in  the  cause  of  better 
government.” 

“We  are  a little  late  to  get  roll- 
ing,” he  said,  “but  not  too  late  to  be 
effective  this  year  and  to  greatly  in- 
crease our  stature  and  importance 
in  the  years  to  come.” 

How  OMPAC  Works 

OMPAC  is  controlled  by  a 15-mem- 
ber Board  of  Directors  consisting  of 
two  elected  physicians  from  each  of 
Oklahoma’s  six  congressional  dis- 
tricts, two  physicians’  wives  who  are 
elected  at  large,  and  one  medical 
student.  The  present  state  chair- 
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man  is  William  A.  Matthey,  M.D., 
Lawton. 

The  organization’s  activities  are 
generally  divided  into  two  categories, 
political  education  and  candidate 
support. 

First,  through  education,  OMPAC 
serves  its  members  by  supplying 
such  assistance  as  voting  records,  in- 
formation on  party  organizational 
structure,  a scheduled  publication, 
and  how-to-do-it  materials  on  candi- 
date support,  precinct  action  pro- 
grams, and  voter  registration  drives. 

Secondly,  OMPAC  follows  proven 
campaign  techniques  and  selects  can- 
didates for  support  on  a realistic, 
nonpartisan  basis.  Target  areas  are 
chosen  after  thorough  analysis  at  the 
local  and  congressional  district  lev- 
els; after  consideration  of  the  candi- 
date’s voting  record  and  political 
principles;  and,  after  a complete 
study  of  the  many  factors  that  de- 
termine his  chances  of  winning. 

OMPAC  also  coordinates  its  ef- 
forts with  those  of  other  groups— 
both  medical  and  non-medical  — 
which  are  actively  engaged  in  work- 
ing for  better  government. 

Dues  and  Contributions 

There  are  two  basic  sources  of  fi- 
nancing for  the  Oklahoma  Medical 
Political  Action  Committee. 

Primary  support  must  come  from 
the  dues  of  individual  members.  A 
sustaining  annual  membership  in 
OMPAC  is  $99.00  or  more  per  year, 
and  the  same  type  of  membership 
is  available  at  the  same  price  in 
AMPAC.  The  OMPAC  leadership  is 
encouraging  membership  in  both  the 
state  and  national  political  action  ef- 
forts “since  our  goals  cannot  be 
achieved  if  our  interests  are  confined 
to  the  boundaries  of  Oklahoma.” 

While  it  is  hoped  that  most  physi- 
cians will  select  the  classification  of 
“Sustaining  Member,”  active  mem- 
berships in  OMPAC  and  AMPAC  are 
available  for  contributions  of  $10.00 
to  $98.00  per  year. 

Another  basic  source  of  revenue  is 
the  contributions  of  businesses  and 
corporations  to  the  educational  activ- 
ities of  OMPAC.  The  Federal  Corrupt 
Practices  Act  prohibits  corporations 


from  engaging  in  national  elective 
campaigns,  but  the  law  does  not  pre- 
vent corporate  groups  from  contrib- 
uting to  political  education  activi- 
ties. 

Thus,  OMPAC  leaders  are  hopeful 
that  an  appropriate  portion  of  its 
overhead  and  all  of  its  research  and 
political  education  activities  can  be 
financed  by  contributions  from  busi- 
ness and  industry,  leaving  the  indi- 
vidual dues  funds  free  for  direct  sup- 
port to  political  candidates. 

“OMPAC  is  a responsible  citizen- 
ship organization  which  has  been 
born  out  of  necessity,”  Bridges  says, 
“and  it  is  tailor-made  for  the  physi- 
cian who  wishes  to  do  something 
about  the  ‘political  weather,’  not 
just  complain  about  it.” 

Further  information  about  OMPAC 
can  be  obtained  by  writing  directly 
to  the  Oklahoma  Medical  Political 
Action  Committee,  Suite  75,  4400 
North  Lincoln  Boulevard,  Oklahoma 
City,  Oklahoma.  □ 

Tulsa  Medical  Society 
Awards  Ten  Scholarships 

Ten  scholarships  totaling  $2,500 
were  awarded  recently  to  Tulsa 
County  students  of  medicine,  nursing 
and  medical  record  science  by  the 
Scholarship  Fund  of  the  Tulsa  Coun- 
ty Medical  Society. 

The  winners,  seven  girls  and  three 
boys,  as  announced  by  Doctor  Wil- 
liam M.  Benzing,  Jr.,  President,  are: 

Harrison  Gordon  Butler,  20,  219 
East  19th,  freshman  at  the  Univer- 
sity of  Oklahoma  School  of  Medicine, 
$300;  Judith  Bowman  Myers,  20, 
1436  South  Oswego,  sophomore  at  the 
University  of  Oklahoma  School  of 
Medicine,  $300;  James  M.  Shultz,  21, 
4706  East  40th,  freshman  at  South- 
western Medical  School  of  Dallas, 
$300;  Verne  A.  Smith,  Jr.,  22,  133 
East  43rd  Place,  freshman  at  the 
University  of  Oklahoma  School  of 
Medicine,  $300;  Ann  Tardiff,  20,  1363 
East  43rd,  freshman  at  the  Univer- 
sity of  Oklahoma  School  of  Medicine, 
$300;  Loretta  Faye  Sides,  18,  832 
North  Trenton,  Hillcrest  Medical 
Center  School  of  Nursing,  $200;  Mar- 
line Marie  Lairmore,  18,  3214  South 


New  Haven,  St.  John’s  Hospital 
School  of  Nursing,  $200;  Patricia 
Ann  Kelley,  17,  518  West  Quincy, 
Broken  Arrow,  freshman  at  Okla- 
homa Baptist  University  School  of 
Nursing,  $200;  Betty  Jean  Trammell, 
17,  1207  West  Admiral,  Hillcrest  Med- 
ical Center  School  of  Nursing,  $200; 
and,  Redith  Rae  Kilgore,  20,  1611 
South  Indianapolis,  School  of  Medical 
Record  Science,  Indiana  University 
Medical  Center,  $200. 

The  awards,  first  to  be  made  by 
the  newly-created  trust  fund,  utilize 
a grant  of  $31,500  from  surplus  funds 
of  the  mass  immunization  for  polio- 
myelitis conducted  last  year  by  the 
Tulsa  County  Medical  Society. 

Doctor  Benzing  said  the  winners 
were  selected  from  31  applicants 
with  reference  to  both  need  for  fi- 
nancial assistance  and  previous 
scholarship  records.  The  scholar- 
ships are  limited  to  Tulsa  County 
residents  who  are  now  enrolled  or 
have  been  accepted  for  enrollment 
in  accredited  schools  of  medicine, 
dentistry,  nursing,  medical  tech- 
nology or  allied  medical  sciences. 

Scholarships  will  be  awarded  each 
year.  Present  plans  call  for  distri- 
bution of  $2,500  annually  from  the 
fund. 

Winners  are  being  notified  by  mail 
and  advised  of  the  method  of  pay- 
ment, Doctor  Benzing  said.  He  said 
the  selection  had  been  difficult  due 
to  uniformly  high  scholarship  rec- 
ords and  commendable  objectives  in 
medical  careers  by  all  applicants. 

The  Scholarship  Trust  Fund  of  the 
Tulsa  County  Medical  Society  is  ad- 
ministered by  a Board  of  Trustees 
comprising  Doctor  Benzing,  Doctor 
Francis  W.  Pruitt,  Doctor  Harlan 
Thomas,  Doctor  Walter  E.  Brown 
and  Doctor  Worth  M.  Gross. 

In  addition  to  the  $31,500  used  to 
establish  the  trust  fund,  the  Medical 
Society  also  gave  away  $60,501.27  to 
23  other  charities,  educational  funds, 
youth  organizations  and  civic  institu- 
tions. This  money  represents  all 
surplus  income  from  the  polio  drive, 
which  saw  76  per  cent  of  the  popula- 
tion of  Tulsa  County  immunized 
against  the  disease.  □ 
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Board  of  Trustees 
Proceedings 

Financial  support  for  the  Oklahoma 
Medical  Political  Action  Committee, 
personnel  requirements  for  the 
OSMA  headquarters  office,  and  main- 
tenance of  the  OSMA  building  and 
property  were  agenda  items  receiv- 
ing major  attention  from  the  associa- 
tion’s Board  of  Trustees  at  a special 
meeting  held  on  July  26th  in  Okla- 
homa City. 

Trustees  voted  to  join  other  cor- 
porate groups  in  contributing  to  the 
educational  fund  of  the  Oklahoma 
Medical  Political  Action  Committee. 
A contribution  of  $5,000  was  author- 
ized after  Trustees  were  assured  that 
the  funds  would  not  be  used  in  po- 
litical campaigns,  but  would  be  re- 
stricted to  non-partisan  political  edu- 
cation purposes. 

The  educational  funds  will  be  used 
to  help  maintain  the  central  office 
of  OMPAC  in  Oklahoma  City  and  to 
prepare  and  disseminate  nonpartisan 
political  education  material. 

Trustees  also  encouraged  OMPAC 
to  solicit  voluntary  contributions 
from  individual  members  of  the  Okla- 
homa State  Medical  Association  and 
approved  lending  association  assist- 
ance during  an  intensified  member- 
ship drive. 

On  recommendation  of  the  House  of 
Delegates  (May,  1964),  the  Board  of 
Trustees  also  examined  the  adequacy 
of  the  present  full-time  OSMA  staff 
to  meet  the  demands  of  an  accelerat- 
ed program  of  activities.  Although 
state  and  national  projects  have 
greatly  increased  in  number  and 
complexity  during  the  past  few 
years,  the  size  of  the  association 
staff  has  not  changed  in  twenty 
years. 

Therefore,  the  Trustees  authorized 
the  association’s  Executive  Commit- 
tee “to  interview  applicants  and  to 
use  its  discretion  in  hiring  one  or 
more  employees  to  fulfill  the  re- 
quirements of  the  added  work-load 
at  the  central  office.”  There  are 
presently  six  full-time  employees. 


Recognizing  that  the  OSMA’s 
$100,000  office  building  has  not  re- 
ceived any  major  repairs  or  improve- 
ments since  it  was  built  in  1956,  the 
Trustees  authorized  new  parking  lot 
paving  and  curbing,  interior  painting 
and  plaster  repair,  and  other  items 
to  restore  the  function  and  appear- 
ance of  the  building.  In  addition, 
new  chairs  will  be  purchased  for  the 
main  conference  room.  Estimated  to- 
tal cost  is  $7,000. 

AMA  Dues  Increase  Opposed 

Advised  that  the  AMA  Board  of 
Trustees  is  presently  considering  a 
proposal  to  increase  national  dues, 
the  OSMA  Board  approved  the  fol- 
lowing resolution: 

RESOLUTION 

“WHEREAS,  America’s  health  care 
system  faces  a grave  test  in  the  next 
decade  due  to  trends  in  the  social, 
economic  and  political  development 
of  our  Nation;  and 
WHEREAS,  to  aid  in  meeting  these 
challenges,  a $55  annual  dues  in- 
crease is  being  requested  for  the 
AMA,  and  such  request  will  be  con- 
sidered at  the  1964  Clinical  Session 
of  the  AMA  House  of  Delegates;  and 
WHEREAS,  the  AMA  has  just  com- 
pleted the  implementation  of  a $20 
per  year  dues  increase,  and  now 
has  an  annual  budget  of  $22x/2  mil- 
lions; and 

WHEREAS,  the  significant  increase 
in  question  would  lessen  the  financial 
capabilities  and  inhibit  the  future 
growth  and  effectiveness  of  state  and 
county  medical  societies;  and 
WHEREAS,  state  and  county  soci- 
eties have  less  earned-income  poten- 
tial than  does  a national  organization 
and  are  primarily  financed  through 
membership  dues;  and 
WHEREAS,  the  adverse  effect  of 
a national  dues  increase  of  the  pro- 
posed amount  would  tend  to  central- 
ize the  voice  of  American  medicine; 
and 

WHEREAS,  the  principle  of  cen- 
tralization has  long  been  opposed  by 
the  American  Medical  Association, 
particularly  in  regard  to  Federal 
domination  of  state  responsibilities; 
and 


WHEREAS,  the  most  effective  rap- 
port with  the  public  can  be  achiev- 
ed by  accelerated  public  information 
activities  at  the  state  and  local  lev- 
els; and 

WHEREAS,  the  AMA’s  activities 
are  being  commendably  executed  on 
the  present  budget,  to  the  extent  that 
many  state  and  county  societies  are 
unable,  financially  or  otherwise,  to 
effectively  implement  all  current 
AMA  programs,  much  less  to  under- 
take additional  activities; 

NOW,  THEREFORE,  BE  IT  RE- 
SOLVED, that  the  AMA  House  of 
Delegates  take  positive  action  by 
bolstering  the  financial  capabilities 
of  organized  medicine  where  it  is 
needed  most,  at  the  state  and  county 
medical  societies,  and  to  accomplish 
this  goal; 

BE  IT  FURTHER  RESOLVED, 
that  the  AMA  should  immediately 
call  a conference  with  officers  of 
state  and  county  medical  societies, 
at  which  time  the  short  and  long- 
range  plans  of  organized  medicine 
should  be  outlined  in  detail,  and  an 
appeal  made  for  increasing  the 
wherewithal  of  these  constituent  so- 
cieties to  better  meet  their  obliga- 
tions, including  a raise  in  local  dues 
if  necessary.” 

The  resolution  will  be  presented  to 
the  AMA  House  of  Delegates  on  No- 
vember 29th  in  Miami  Beach,  Flori- 
da. It  will  also  be  circulated  in  ad- 
vance to  other  state  medical  socie- 
ties. 

Welfare  Policy  Stated 

E.  M.  Gullatt,  M.D.,  Trustee  and 
Chairman  of  the  association’s  Public 
Welfare  Committee,  reported  that  a 
Joint  Statement  had  been  prepared 
by  representatives  of  his  committee 
and  representatives  of  the  Oklahoma 
Hospital  Association.  The  statement, 
he  said,  was  designed  to  cover  cer- 
tain recommended  improvements  in 
the  health  care  program  of  the  De- 
partment of  Public  Welfare  and  to 
recommend  payment  formulas  in  the 
event  additional  financing  becomes 
available. 

The  Board  of  Trustees  approved 
the  joint  statement,  which  contains 
hospital,  medical  and  general  recom 
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mendations.  The  statement  will  be 
used  in  negotiations  with  the  Depart- 
ment of  Public  Welfare. 

Recommendations  to  Improve  Hos- 
pitalization Program:  The  following 
recommendations  are  approved  by 
the  medical  and  hospital  associations 
for  the  improvement  of  the  hospital 
portion  of  the  Department  of  Pub- 
lic Welfare’s  health  care  program: 

1.  A maximum  of  40  days  hospital 
care  per  year  should  be  provided, 
with  extensions  up  to  an  additional 
20  days  permissible  “by  report.” 
The  OSMA  Public  Welfare  Commit- 
tee will  volunteer  to  rule  on  requests 
for  extension,  meeting  every  30-60 
days,  or  as  recommended  by  the 
Department  of  Public  Welfare. 

Recipients  should  be  furnished  an- 
nually with  a wallet-size  record  card 
on  which  the  dates  of  admission  and 
discharge  should  be  recorded  by  the 
hospital(s). 

Payment  to  hospitals  should  be  at 
the  “A”  rate  of  pay  as  specified  in 
a succeeding  recommendation. 

Adoption  of  this  recommendation 
means  that  there  will  be  no  limit  on 
the  days  per  admission,  only  the  an- 
nual limit  will  prevail. 

2.  Since  the  recipient  must  share 
the  responsibility  for  careful  use  if 
the  utilization  problem  is  to  be  con- 
trolled, the  incorporation  of  a deduct- 
ible feature  into  the  hospitalization 
portion  of  the  program  is  recom- 
mended, using  either  of  the  following 
alternatives: 

a.  The  recipient  should  be  respon- 
sible for  the  first  $25.00  of  hospital 
costs  per  admission,  but  ability  to 
pay  the  deductible  shall  not  be  a 
condition  of  admission. 

b.  A daily  deductible  of  $2.50  may 
be  billed  directly  to  the  recipient, 
for  a period  not  to  exceed  10  days 
per  admission. 

3.  Hospitals  will  be  reimbursed 
their  current  prime  cost  up  to  the 
established  ceiling  of  the  three  cate- 
gories of  participating  hospitals 
(teaching,  accredited  and  non-accred- 
ited  hospitals). 

a.  Current  prime  cost  is  defined  as 
the  audited  per  diem  cost  (less  de- 
preciation on  building  and  equip- 
ment) for  the  previous  year’s  ac- 


counting period,  allowing  five  per 
cent  increase  over  the  previous 
year’s  prime  cost. 

b.  The  ceilings  for  the  three  cate- 
gories of  hospitals  are  computed  as 
the  weighted  average  current  prime 
cost  on  all  of  the  participating  hos- 
pitals in  that  category  in  the  state. 
Medical  Program  Improvements : 
When  and  if  additional  financing  is 
obtained  for  the  DPW  health  care 
program,  the  following  changes  are 
recommended  in  the  method  of  com- 
pensation for  medical  sendees: 

1.  The  rate  of  payment  for  surgical 
care  should  be  75  per  cent  of  the  cur- 
rent fee  schedule  being  employed  by 
the  Office  of  Dependents  Medical 
Care  in  Oklahoma. 

2.  For  in-patient  medical  care,  the 
rate  of  payment  should  be  $15.00  for 
the  first  day  of  hospitalization  and 
$5.00  per  day  for  the  next  12  days. 

3.  The  present  policy  of  not  pay- 
ing for  medical  care  rendered  to  pa- 
tients readmitted  within  a 90  day 
period  is  to  be  rescinded. 

General  Improvements:  The  medical 
and  hospital  associations  are  also 
recommending  certain  general  im- 
provements : 

1.  All  health  care  vendors  should 
continue  their  joint  educational  ef- 
forts to  conserve  welfare  medical 
care  funds  through  careful  use. 

2.  Hospital  administrators,  Chair- 
men of  Boards  of  Control,  and  Chiefs 
of  Staff  should  be  admonished  by  the 
appropriate  vendor  associations  to 
honor  the  jurat  requiring  complete 
medical  records  to  justify  the  diag- 
nosis for  admission.  Under  the  aus- 
pices of  the  Department  of  Public 
Welfare,  audits  of  records  should  be 
made  by  the  medical  and  hospital  as- 
sociations, as  indicated,  with  gross 
violators  subjected  to  the  possibility 
of  making  restitution  of  funds. 

3.  All  hospitals  will  continue  to  be 
urged  to  establish  utilization  commit- 
tees, within  their  organized  medical 
staffs,  to  review  welfare  admissions 
periodically. 

4.  Under  the  authority  of  the  Pub- 
lic Welfare  Commission,  and  with  the 
advice  and  assistance  of  the  vendor 
associations,  welfare  recipients 
should  be  reminded  annually  of  the 


benefits  to  which  they  are  entitled, 
the  proper  procedure  for  obtaining 
such  benefits,  and  the  necessity  for 
careful  use. 

The  notification  should  be  made  in 
the  form  of  a brochure  to  be  written 
as  concisely  and  clearly  as  possible. 
Emphasis  should  be  placed  upon  the 
necessary  cooperative  spirit  between 
recipients,  the  welfare  department, 
and  vendors  to  insure  maintenance  of 
optimum  benefits  within  the  avail- 
ability of  funds. 

5.  The  life-in-danger  admission  pol- 
icy should  be  maintained,  since  any 
attempt  at  restrictions  would  un- 
doubtedly impose  hardships  against 
deserving  recipients. 

6.  The  Department  of  Public  Wel- 
fare presently  has  excellent  statis- 
tical information  on  the  program  as 
it  has  operated  throughout  the  years. 
However,  the  Professional  Advisory 
Committee  has  been  unable  to  make 
good  use  of  this  information  for  long- 
range  planning  purposes  and  for  cur- 
rent utilization  control,  because  the 
members  of  the  advisory  committee 
are  not  trained  in  statistical  analysis, 
nor  are  they  insurance  experts. 

Therefore,  it  is  recommended  that 
a competent  consultant  actuary  firm 
be  made  available  to  the  committee 
to  assist  in  projecting  utilization  and 
cost  factors,  as  w7ell  as  to  develop 
effective  w7ays  and  means  of  control- 
ling utilization. 

Care  for  Military  Dependents 

Trustees  deferred  action  on  a re- 
quest from  the  Office  of  Dependents’ 
Medical  Care  to  renew  association 
sponsorship  of  the  health  care  pro- 
gram for  the  families  of  service  men. 
The  question  w7ill  be  settled  now  by 
the  OSMA  House  of  Delegates  at 
its  next  session. 

In  a letter  from  O.D.M.C.  director, 
General  H.  W.  Doan,  the  association 
was  asked  to  once  again  join  in  a con- 
tractural  arrangement  with  the  De- 
partment of  Defense  to  provide  cer- 
tain health  care  benefits  for  the  de- 
pendents of  military  servicemen. 
General  Doan  cited  the  present  dif- 
ficulty of  adjudicating  fees  on  unusu- 
al cases  and  further  suggested  that 
the  overall  fee  schedule  could  be 
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improved  with  the  cooperation  of  a 
committee  of  the  medical  associa- 
tion. 

The  medical  association  withdrew 
from  its  previous  contract  with  the 
Office  of  Dependents’  Medical  Care 
at  a special  meeting  of  the  House 
of  Delegates  in  September,  1958.  The 
relationship,  which  had  lasted  since 
December,  1956,  was  terminated  be- 
cause the  government  agency  uni- 
laterally changed  the  concept  of  the 
program  by  forcing  more  dependents 
to  use  military  hospitals  and  by  ma- 
terially adjusting  the  scope  of  pri- 
vate medical  services  to  be  offered. 

Although  the  association  terminat- 
ed its  formal  relationship  with 
O.D.M.C.,  the  House  of  Delegates 
left  it  to  the  individual  physician  as 
to  whether  or  not  he  wished  to  par- 
ticipate in  the  program.  Since  the 
time  the  decision  was  made  in  1958, 
Blue  Cross-Blue  Shield  has  contin- 
ued as  fiscal  administrator  of  the 
program  in  Oklahoma,  but  in  such 
capacity  it  only  processes  routine 
claims.  Disputed  claims  are  referred 
to  O.D.M.C.  for  settlement,  and  no 
adjustments  have  been  made  in 
the  overall  fee  schedule. 

Other  Actions 

The  Board  of  Trustees  also: 

•Approved  the  Audit  Report  for 
fiscal  year  1963-64.  Copies  of  the  au- 
dit have  been  mailed  to  all  members 
of  the  House  of  Delegates. 

•Appointed  an  Appropriations  and 
Auditing  Committee  comprised  of 
Bob  J.  Rutledge,  M.D.;  Lewis  C. 
Taylor,  M.D.;  and  Rex  E.  Kenyon, 
M.D.,  all  of  Oklahoma  City. 

•Authorized  short-term  invest- 
ments of  operating  capital  now  held 
in  a checking  account.  (All  dues  for 
the  entire  year  are  collected  between 
January  and  April,  which  results  in 
a surplus  of  association  funds  at  the 
beginning  of  each  organizational 
year). 

•Approved  the  purchase  of  an  ad- 
vertisement in  the  inaugural  issue 
(August  15th)  of  the  “Oklahoma 
Journal,”  a new  daily  newspaper  in 
Oklahoma  City. 


•Suggested  the  appointment  of  a 
liaison  committee  with  the  State 
Health  Department  to  supervise  the 
conduct  of  a year-round  program  on 
immunization  education. 

•Recommended  that  the  State 
Board  of  Education  provide  for  a 
15-minute  exercise  period  in  the  cur- 
riculum of  public  schools. 

•Authorized  the  OSMA  Council 
on  Public  Health  to  participate  in 
the  development  and  publication  of  a 
bibliography  on  the  subject  of  cig- 
arette smoking  as  a health  hazard. 
To  be  prepared  in  cooperation  with 
other  professional  groups,  govern- 
ment departments,  and  voluntary 
health  agencies,  the  bibliography  of 
reference  material  will  be  used  for 
health  education  purposes. 

•Approved  OSMA  50- Year  Club 
membership  for  F.  P.  Robinson, 
M.D.,  Pond  Creek. 

•Voted  to  continue  OSMA  spon- 
sorship of  the  Essay  Contest  of  the 
Governor’s  Committee  on  Employ- 
ment of  the  Handicapped. 

28  Attend  Meeting 

Trustees  attending  the  July  26th 
meeting  were:  Harlan  Thomas,  M.D., 
Tulsa;  C.  L.  Tefertiller,  M.D.,  Altus; 

C.  M.  Hodgson,  M.D.,  Kingfisher; 

F.  A.  Davis,  M.D.,  Shawnee;  Wylie 

G.  Chesnut,  M.D.,  Miami;  Bob  J. 
Rutledge,  M.D.,  Oklahoma  City;  Mal- 
com  E.  Phelps,  M.D.,  El  Reno; 
Thurman  Shuller,  M.D.,  McAlester; 
Worth  M.  Gross,  M.D.,  Tulsa;  Ed- 
ward K.  Norfleet,  M.D.,  Bristow; 
Avery  B.  Wight,  M.D.,  Enid;  Vernon 

D.  Cushing,  M.D.,  Oklahoma  City; 
L.  B.  Word,  M.D.,  Bartlesville;  J.  B. 
Tolbert,  M.D.,  Mountain  View;  Joe 
L.  Duer,  M.D.,  Woodward;  R.  R. 
Hannas,  M.D.,  Sentinel;  Burdge  F. 
Green,  Jr.,  M.D.,  Stilwell;  C.  B. 
Dawson,  M.D.,  Oklahoma  City; 

E.  M.  Gullatt,  M.D.,  Ada;  C.  Riley 
Strong,  M.D.,  El  Reno;  Wilkie  D. 
Hoover,  M.D.,  Tulsa;  Francis  R. 
First,  M.D.,  Checotah;  G.  B.  Gath- 
ers, M.D.,  Stillwater;  Albert  W. 
Brownlee,  M.D.,  Guthrie;  Samuel 
R.  Turner,  M.D.,  Tulsa;  Lewis  C. 
Taylor,  M.D.,  Oklahoma  City; 
E.  M.  Lusk,  M.D.,  Tulsa;  and  Alpha 
L.  Johnson,  M.D.,  El  Reno.  □ 


Samuel  Goodman 
Memorial  Symposium 
To  Be  Held  in  Tulsa 

St.  John’s  Hospital  of  Tulsa  an- 
nounces the  first  annual  Samuel 
Goodman  Memorial  Symposium  to 
be  held  on  September  18th  and  19th 
in  the  hospital  auditorium. 

The  Samuel  Goodman  Memorial 
Symposium  has  been  made  possible 
by  a perpetual  endowment  fund  es- 
tablished by  friends  and  colleagues 
of  the  late  Doctor  Samuel  Good- 
man. The  endowment  honors  the 
memory  and  services  of  one  of  Tul- 
sa’s outstanding  physicians.  The  an- 
nual symposium  will  perpetuate  Doc- 
tor Goodman’s  great  interest  in  con- 
t'nuing  medical  education  by  provid- 
ing a forum  for  outstanding  authori- 
ties to  present  personally  the  latest 
information  on  pertinent  topics  of 
interest  to  the  practicing  physician. 
There  will  be  no  registration  fees. 

The  first  symposium  will  be  de- 
voted to  the  subject  of  headache. 
Guest  participants  will  be  Doctor 
Arnold  P.  Friedman  of  New  York 
City,  Doctor  Adrian  M.  Ostfeld  of 
the  University  of  Illinois  and  Doc- 
tors Louis  Jolyon  West  and  Stewart 
G.  Wolf,  Jr.,  of  the  University  of 
Oklahoma. 

Program  Announced 

The  program  on  Friday  evening, 
September  18th,  at  7:30  p.m.  will  in- 
clude “Classification  and  Mechan- 
isms of  Headache” — Doctor  Ostfeld; 
“Diagnosis  and  Differential  Diagnosis 
of  Migraine  and  Muscle  Contraction 
Headache”— Doctor  Friedman;  “Psy- 
chiatric Aspects  of  Headache”— Doc- 
tor West;  “Headache  Associated  with 
Organic  Diseases  of  the  Nervous 
System”— Doctor  Wolf. 

Saturday  morning’s  program  which 
will  begin  at  9:30  a.m.  on  September 
19th,  will  feature  “General  Principles 
of  Therapy”— Doctor  Ostfeld;  “Treat- 
ment of  Migraine  with  Emphases  on 
Newer  Drugs”  — Doctor  Friedman; 
“The  Psychiatric  Management  of  the 
Headache  Patient”— Doctor  West  and 
“Treatment  of  Structural  Diseases 
Associated  with  Headache”— Doctor 
Wolf. 
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Retiring  Dean  Honored 


President  Cross,  left,  Dean  Everett  and  Doctor  Starkey,  right,  with 
portrait  alumni  presented  the  School  of  Medicine.  Portrait  of  Dean  Everett 
was  painted  by  Hungarian  artist  Lejos  Markos. 


Interns  and  Residents 
Will  Organize 

This  first  Samuel  Goodman  Me- 
morial Symposium  will  also  mark 
the  establishment  of  the  St.  John’s 
Hospital  Interns  and  Residents  Alum- 
ni Association.  Doctor  Goodman’s 
great  interest  in  the  training  of  young 
physicians  throughout  his  long  tenure 
on  the  staff  of  St.  John’s  Hospital 
has  provided  the  impetus  for  the  cre- 
ation of  the  Alumni  Association. 

Inquiries  pertaining  to  the  Alumni 
Association  may  be  addressed  to 
Doctor  Paul  Grosshart  in  care  of  St. 
John’s  Hospital,  Tulsa,  Oklahoma.  □ 


Oklahoma  Senators 
Visited 

A delegation  of  physicians  and  oth- 
ers made  a special  trip  to  the  na- 
tion’s capitol  for  the  purpose  of  re- 
iterating opposition  to  a health  care 
program  financed  through  the  social 
security  system.  Advised  that  efforts 
would  be  made  in  the  U.S.  Senate  to 
amend  a House-passed  social  security 
bill  by  adding  a health  care  scheme 
to  it,  the  Oklahoma  State  Medical 
Association  reacted  quickly  to  form 
a delegation. 

The  group  left  Oklahoma  City  and 
Tulsa  by  airplane  on  August  4th,  and 
had  an  appointment  with  Senator 
Monroney  on  the  following  day.  Sen- 
ator Edmondson  was  in  Oklahoma 
City,  but  was  also  contacted. 

Oklahoma’s  senators  were  told  that 
the  state  had  no  need  for  additional 
federal  legislation  to  provide  health 
care  for  the  aged,  since  the  state’s 
Kerr-Mills  plan  already  offered  a 
comprehensive  medical,  hospital, 
nursing  home  and  home  care  pro- 
gram for  nearly  fifty  per  cent  of  the 
entire  over-65  population.  Further, 
they  were  advised  of  the  concern 
Oklahoma  employers  had  for  the 
ever-increasing  social  security  tax- 
burden. 

OSMA  opposition  to  social  security 
coverage  of  doctors  was  also  stressed. 

The  delegation  consisted  of  Harlan 
Thomas,  M.D.,  Tulsa,  OSMA  presi- 


Mark  R.  Everett,  Ph.D.,  D.Sc., 
was  lauded  for  his  contribution  to 
medical  education  at  a banquet 
medical  alumni  gave  in  his  honor 
preceding  his  July  1st  retirement 
from  the  position  of  dean  and  direc- 
tor of  the  University  of  Oklahoma 
Medical  Center. 

“Doctor  Everett’s  influence  during 
the  40  years  as  professor  of  biochem- 
istry and  17  years  as  dean  . . . has 
touched  the  lives  of  hundreds  of 
physicians,”  said  Wayne  A.  Starkey, 
M.D.,  Altus,  toastmaster  for  the 


dent;  Rex  E.  Kenyon,  M.D.,  Okla- 
homa City,  Chairman  of  the  associ- 
ation’s Council  on  Public  Policy;  Mal- 
com  E.  Phelps,  M.D.,  El  Reno,  Dele- 
gate to  the  AMA;  E.  M.  Gullatt, 
M.D.,  Ada,  Chairman  of  the  OSMA 
Public  Welfare  Committee;  C.  M. 
Bielstein,  M.D.,  Oklahoma  City, 
Chairman  of  the  Department  of  Pub- 
lic Welfare’s  Professional  Advisory 
Committee;  Maxwell  A.  Johnson, 
M.D.,  Tulsa,  President-Elect  of  t h e 
Tulsa  County  Medical  Society;  Ter- 
rell Covington,  Jr.,  M.D.,  Tulsa; 
Harold  Belknap,  Norman,  Publisher 
of  the  Norman  Transcript;  0.  B. 


event  June  4th  in  the  Skirvin  Hotel, 
Oklahoma  City. 

A highlight  was  the  unveiling  of 
a portrait  of  the  dean  which  the 
Alumni  Association  of  the  School 
of  Medicine  commissioned  as  a gift 
to  the  school.  It  hangs  in  the  Medical 
Center  Library. 

After  a European  vacation,  Doctor 
Everett  will  return  to  the  Medical 
Center  in  late  summer  as  regents 
professor  of  the  medical  sciences  and 
dean  emeritus.  □ 


Campbell,  Vinita,  Editor  of  the  Vi- 
nita  Daily  Journal;  Ralph  Bethel, 
Tulsa,  vice-president  of  Oklahoma 
Blue  Cross-Blue  Shield;  Don  Oxford, 
D.D.S.,  Midwest  City,  Chairman  of 
the  Oklahoma  State  Dental  Associa- 
tion’s Legislative  Committee;  James 
Henry,  Oklahoma  City,  Administrator 
of  Baptist  Memorial  Hospital  and 
member  of  the  Oklahoma  Hospital 
Association’s  Legislative  Commit- 
tee; Don  Blair,  Oklahoma  City,  Ex- 
ecutive Secretary  of  the  OSMA;  and 
Jack  Spears,  Tulsa,  Executive  Secre- 
tary of  the  Tulsa  County  Medical  So- 
ciety. □ 
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OSMA  To  Host  Six-State 
Conference  on  Aging 
And  Long-Term  Care 

Oklahoma  City  will  play  host  to  a 
six-state  Regional  Conference  on 
Aging  and  Long-Term  Care.  The 
event  to  be  held  in  Oklahoma  City’s 
Skirvin  Tower  Hotel,  October  15th- 
16th,  1964,  is  sponsored  by  the  Ameri- 
can Medical  Association  in  coopera- 
tion with  the  Oklahoma  State  Med- 
ical Association. 

The  purpose  of  the  conference  is 
to  stimulate  joint  action  at  state  and 
local  levels  between  medicine  and 
other  groups  with  interest  and  knowl- 
edge in  the  fields  of  aging  and  chron- 
ic illness.  Discussion  will  focus  on 
two  major  areas: 

1.  Action  to  meet  the  needs  of 
older  people  in  such  areas  as  em- 
ployment, health  maintenance,  adult 
education,  service  to  the  community 
and  preparation  for  later  years. 

2.  New  developments  in  facilities 
and  programs  for  care  of  long-term 
patients  of  all  ages,  and  ways  of 
financing  long-term  care. 

The  six  states  involved  in  the  re- 
gional meeting  include  Oklahoma, 
Arkansas,  Missouri,  Kansas,  Texas 
and  Louisiana.  Representatives  of 
health  agencies  and  professions  are 
being  invited.  Moreover,  numerous 
other  organizations  are  being  en- 
couraged to  send  representatives  to 
the  October  event.  They  include  such 
groups  as  agriculture,  business,  la- 
bor, churches,  schools,  women’s  or- 
ganizations, service  clubs,  retired 
persons  organizations,  communica- 
tions media,  members  of  the  state 
legislature  and  elected  state,  county 
and  local  officials. 

The  Chairman  for  the  conference 
has  been  named.  He  is  Frederick  C. 
Swartz,  M.D.,  of  Lansing,  Michigan, 
who  serves  as  Chairman  of  the 
AMA’s  Committee  on  Aging.  Doctor 
Swartz’s  Committee  on  Aging  has 
drafted  its  tentative  outline  for  the 
October  program.  And  already,  a 
number  of  notable  speakers  have  ac- 
cepted featured  spots  on  the  pro- 
gram. 

The  tentative  outline  of  the  Oc- 


tober 15th-16th  conference  program 
is  as  follows: 

Thursday,  October  15th 

9:15  a.m.  WELCOME 
9:27a.m.  AGING  AND  LONG- 
TERM CARE 

9:40  a.m.  A FORMULA  FOR  FUL- 
FILLMENT 

(15-minute  address  on  avenues 
to  meaningful  living  for  older 
people) 

10:00  a.m.  MEETING  THE  CHAL- 
LENGE 

(Symposium:  15-minute  pres- 

entations) 

In  Education 
In  Employment 
In  Community  Service 
10:50  a.m.  FIVE-MINUTE  BREAK 
10:55  a.m.  In  Health  Maintenance 
In  Preparation  for  Aging 
11:30  a.m.  FLOOR  DISCUSSION 
12:00  a.m.  OPEN  LUNCH 
1:40  p.m.  NEEDS  OF  THE  LONG- 
TERM PATIENT 

2:00  p.m.  NEW  DIRECTIONS  IN 
HOME  CENTERED  CARE 
(Symposium:  15-minute  pres- 

entations) 

A Coordinated  Hospital-Nursing 
Home  Care  Program 
Home  Care:  A Community  Ap- 
proach 

Dental  Care  for  the  Long-Term 
Patient 

New  Applications  in  Home- 
maker Service 

3:15  p.m.  FIVE-MINUTE  BREAK 
3:20  p.m.  IMPROVING  NURSING 
HOME  CARE 

3:37  p.m.  KERR  - MILLS  IN  FI- 
NANCING OF  LONG-TERM 
CARE 

(Description  of  successful  state 
OAA-MAA  program) 

3:54  p.m.  AREA-WIDE  PLANNING 
FOR  LONG-TERM  CARE 
4:12  p.m.  COMMUNITY  ACTION 
IN  LONG-TERM  CARE 
Friday,  October  16th 
9:10  a.m.  REHABILITATION  FOR 
LONG-TERM  PATIENTS 
9:27  a.m.  HEALTH  INSURANCE 
FINANCING  OF  LONG-TERM 
CARE 

9:45  a.m.  BLUEPRINT  FOR  COM- 
MUNITY ACTION 

10:15-12:15  CONCURRENT  DISCUS- 
SION GROUPS  ON: 


Adult  Education  and  Prepara- 
tion for  Later  Years 
Employment  and  Community 
Service  for  Older  People 
Health  Maintenance  and  Re 
habilitation  Programs 
Home-Centered  Care 
Community  and  Area -Wide 
Planning 

Others  related  to  Areas  of 
Conference 

12:30  p.m.  BANQUET 
2:00  p.m.  ADJOURNMENT  OF 
CONFERENCE 

2:15-5:30  Meeting  of  AMA  Commit- 
tee on  Aging  with  Chairmen  of 
State  Medical  Association  Com- 
mittees on  Aging 
Among  the  speakers  who  have  con- 
firmed their  participation  in  the  Con- 
ference are:  AMA  President  Norman 
A.  Welch,  M.D.  who  will  deliver  the 
Banquet  Address  on  Friday  noon; 
Dean  W.  Roberts,  M.D.,  Executive 
Director  of  the  National  Commission 
on  Community  Health  Services, 
Bethesda,  Maryland,  who  will  give 
the  talk  on  “Blueprint  For  Com- 
munity Action”  on  Friday  morning; 
A.  B.  Halverson,  Vice-President,  Oc- 
cidental Life  Insurance  Company  of 
California,  (Los  Angeles),  will  give 
the  talk  on  “Health  Insurance  Fi- 
nancing Long-Term  Care”  on  Friday 
morning;  W.  E.  Beaumont,  Jr.,  Pres- 
ident of  the  American  Nursing  Home 
Association,  Little  Rock,  Arkansas, 
who  will  talk  on  “Improving  Nursing 
Home  Care”  on  Thursday  afternoon; 
Charles  Donnelly,  D.D.S.,  Dental 
Consultant  to  the  U.S.  Public  Health 
Service  in  Washington,  D.C.,  whose 
subject  is  “Dental  Care  For  the 
Long-Term  Patient,”  Thursday  after- 
noon; and  Charles  C.  Edwards,  M.D., 
Assistant  Director  of  the  AMA’s  Di- 
vision of  Environmental  Medicine 
and  Medical  Services,  who  will  talk 
on  “Area-Wide  Planning  for  Long- 
Term  Care,”  also  on  Thursday  after- 
noon. 

The  Oklahoma  State  Medical  As- 
sociation’s Council  on  Public  Health 
is  working  cooperatively  with  the 
AMA  by  supplying  up-to-date  mail- 
ing lists  and  assisting  in  making 
physical  arrangements  for  the  two- 
day  conference.  The  Council  on 
Public  Health’s  Chairman.  Hayden 
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H.  Donahue,  M.D.,  says,  “Inasmuch 
as  the  bulk  of  attendance  to  the  Con- 
ference must  naturally  come  from 
organizations  in  Oklahoma,  I’m  ex- 
tremely hopeful  that  all  Oklahoma 
physicians  will  make  plans  to  ah 
tend  the  conference.  Not  as  a ges- 
ture of  courtesy  to  the  AMA,  but 
because  of  the  need  for  physicians 
to  share  in  the  expanding  advances 
of  knowledge  where  care  and  treat- 
ment in  the  fields  of  aging  and 
chronic  illness  are  concerned.”  □ 

Crash  Injury  Program 
Selects  New  Study  Area 

On  July  14th,  1963,  the  Board  of 
Trustees  of  the  Oklahoma  State  Med- 
ical Association  endorsed  an  Automo- 
tive Crash  Injury  Research  pro- 
gram sponsored  by  Cornell  Aeronau- 
tical Laboratory,  Inc.  of  Cornell  Uni- 
versity in  cooperation  with  the  Okla- 
homa State  Highway  Patrol,  the 
Oklahoma  State  Department  of 
Health,  and  the  Oklahoma  Hospital 
Association. 

The  research  study,  which  official- 
ly began  January  1st,  1964,  is  sched- 
uled to  last  two  and  one-half  years 
from  the  date  of  inception.  Taking 
two  Oklahoma  Highway  Patrol  Dis- 
tricts in  a given  six-month  period  of 
time  and  concentrating  the  study  on 
the  counties  confined  within  the  dis- 
tricts, the  first  six-month  area  study 
was  completed  on  June  30th. 

The  “second”  six-month  phase  of 
the  program  in  Oklahoma  began  July 
1st,  1964,  and  concentrates  on  the  fol- 
lowing counties:  Atoka,  Bryan,  Car- 
ter, Choctaw,  Coal,  Garvin,  John- 
ston, Love,  Marshall,  McCurtain, 
Murray,  Pontotoc,  Pushmataha,  Bea- 
ver, Cimarron,  Ellis,  Harper  and 
Texas. 

The  purpose  of  the  Automotive 
Crash  Injury  Research  program  is  to 
obtain  reliable  data  on  the  frequen- 
cy, nature,  and  specific  causes  of  in- 
jury to  occupants  of  passenger  cars 
and  trucks  involved  in  accidents. 
Medical  data  submitted  by  physicians 
treating  accident  victims  is  matched 
with  information  on  injury  causes  and 
accident  data  supplied  by  state  pa- 
trol officers  and  is  submitted  to  Cor- 


nell University,  Buffalo,  New  York, 
for  analysis  and  statistical  tabulation. 

The  OSMA  Council  on  Public 
Health,  under  whose  jurisdiction  the 
research  activity  is  coordinated,  has 
been  informed  that  data  already  col- 
lected from  other  cooperating  states 
has  served  to  guide  automobile  man- 
ufacturers in  making  important  de- 
sign changes,  first  introduced  in  1956 
model  passenger  cars,  specifically 
engineered  to  provide  protection  dur- 
ing accidents.  Reliable  information 
being  obtained  on  the  degree  of  pro- 
tection offered  by  seat  belts,  improv- 
ed door  latches,  energy-absorbing 
steering  wheels,  padding,  etc.  is  most 
encouraging,  the  Council  reports. 

These  studies,  moreover,  are  pro- 
ducing medical  statistics  which 
promise  to  implement  treatment  of 
auto  crash  victims  through  more 
definitive  knowledge  of  the  nature 
and  scope  of  the  problem.  The  Trau- 
ma Committee  of  the  American  Col- 
lege of  Surgeons  has  expressed  great 
enthusiasm  for  this  project. 

According  to  Hayden  H.  Donohue, 
M.D.,  Chairman  of  the  OSMA  Coun- 
cil on  Public  Health,  here’s  how  the 
study  is  conducted  where  the  physi- 
cian is  concerned.  Whenever  someone 
is  injured  or  killed  in  an  accident  in- 
volving a passenger  car  or  truck, 
the  state  patrolman  investigating  the 
accident  will  bring  to  the  hospital,  or 
private  physician  treating  the  vic- 
tim, a special  medical  report  form 
provided  by  Cornell  inscribed  with 
the  patient’s  name.  The  attending 
physician  will  be  requested  to  com- 
plete the  form  by  recording  specific 
information  on  the  extent  and  nature 
of  all  injuries,  no  matter  how  minor. 

“Prompt  submission  of  medical  re- 
ports will  play  an  important  part  in 
the  prevention  of  deaths  or  injur- 
ies resulting  from  auto  accidents  in 
the  future,”  Doctor  Donahue  said. 
The  chairman  urges  earnest  partici- 
pation in  this  effort  aimed  at  solv- 
ing one  of  the  nation’s  foremost  epi- 
demiological problems. 

The  Executive  Committee  of  the 
OSMA,  as  well  as  legal  counsel  of 
the  association,  after  reviewing  the 
entire  project  and  related  laws  of 
Oklahoma,  have  endorsed  physician- 


DEATHS 

JAMES  L.  PATTERSON,  M.D. 

1884-1964 

James  L.  Patterson,  M.D.,  80,  who 
retired  June  1st  after  58  years  of  ac- 
tive practice,  died  July  3rd  in  Dun- 
can. 

Born  in  Union  Star,  Missouri  in 
1884,  Doctor  Patterson  graduated 
from  Ensworth  Medical  College  in 
St.  Joseph,  Missouri  in  1906.  During 
World  War  I,  he  served  with  the 
medical  corps. 

Doctor  Patterson  had  received  dual 
honors  from  the  Oklahoma  State 
Medical  Association.  Recognizing 
his  loyalty  to  the  profession,  he  was 
presented  a Fifty-Year  Pin  in  1956 
and  an  Honorary-Life  Membership 
in  1962.  □ 

LEO  L.  SMITH,  M.D. 

1893-1964 

An  Oklahoma  City  physician  since 
1929,  Leo  L.  Smith,  M.D.,  died  July 
11,  1964. 

A native  of  St.  Marys,  Ohio,  Doc- 
tor Smith  graduated  from  the  Uni- 
versity of  Maryland  School  of  Medi- 
cine in  Baltimore  in  1917.  Following 
residency  training,  he  practiced  in 
Sapulpa,  Avant  and  Duncan,  Okla- 
homa before  coming  to  Oklahoma 
City. 

During  World  War  I,  Doctor  Smith 
served  with  the  medical  corps.  □ 

SILAS  G.  HAMM,  M.D. 

1877-1964 

Silas  G.  Hamm,  M.D.,  who  began 
his  medical  practice  in  Haskell,  Okla- 
homa and  retired  there  in  1959,  died 
in  Muskogee  on  July  4th,  1964. 

The  87-year-old  physician  was  born 
in  Yellville,  Arkansas  and  graduated 
from  Memphis  Hospital  Medical  Col- 
lege in  1912. 

Recognizing  his  years  of  service 
which  had  been  conducted  with  dig- 
nity and  honor  to  the  profession,  the 
Oklahoma  State  Medical  Association 
had  presented  Doctor  Hamm  with 
an  Honorary-Life  Membership  and  a 
Fifty-Year-Pin  in  1963.  □ 

participation  in  the  research  study 
from  a professional  liability  stand- 
point. □ 
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Miscellaneous  Advertisements 


BIG  SAVINGS  on  “Returned-To- 
New”  and  surplus  equipment.  Re- 
conditioned, refinished,  guaranteed, 
X-Ray,  examining  tables,  autoclaves, 
ultrasonics,  diathermies,  or  tables, 
or  lights,  and  more.  Largest  stock  in 
the  Southwest.  WANTED  : Used 
Equipment.  TeX-RAY  Co.,  3305  Bry- 
an, Dallas.  (Open  to  the  profession 
Wednesdays,  Thursdays,  9-5.  Other 
hours  by  arrangement.) 


FOR  RENT:  Three-room  air-con- 
ditioned suite  in  clinic  with  two 
general  practitioners  and  a prescrip- 
tion shop.  Mrs.  L.  C.  Northrup,  1828 
East  32nd  Place,  Tulsa,  Oklahoma. 


PHYSICIAN  needed  for  Locum 
Tenens,  Tulsa,  August  8th-23rd.  Pedi- 
atrician or  general  practitioner  will 
fill  the  bill.  Write  Key  H,  The  Journ- 
al, Oklahoma  State  Medical  Associa- 
tion, P.O.  Box  18696,  Oklahoma  City. 


GENERAL  practice  established  ten 
years;  grosses  over  $70,000.00  per 
year.  Building  leased,  complete  of- 
fice, laboratory  and  x-ray  equipment. 
Liberal  terms.  Leaving  to  specialize, 
will  stay  to  introduce  until  December. 
Contact  Key  T,  The  Journal,  Okla- 
homa State  Medical  Association,  P.O. 
Box  18696,  Oklahoma  City. 


OPENING  for  board  certified  or 
eligible  surgeon,  and  ophthalmologist 
in  well-established  medical  clinic. 
Salary  open,  plus  profit-sharing  in- 
come. Contact  Hansford  Counts,  163 
Herring,  Elk  City,  Oklahoma,  CA- 
5-1139. 

FOR  SALE:  X-Ray  Patrician  200 
MA  with  all  accessories  except  mo- 
tor drive.  Attractive,  well  cared 
for,  and  efficient  machine,  two  years 
old.  Discount  of  50  per  cent  off  1961 
price.  $1,000  down,  will  finance  bal- 
ance, including  installation,  if  de- 
sired. Contact  Key  A,  The  Journal, 
Oklahoma  State  Medical  Association, 
P.O.  Box  18696,  Oklahoma  City. 


WESTOAKS  PROFESSIONAL  CENTER 

In  the  new  Westoaks  Village  Shopping  Center—  N.W.  10th  and  Rockwell  Ave. 

Attractive  office  space  completed  to  your  specifications  in  Oklahoma  City's  most  successful 
new  center.  Space  available  from  400  to  1500  square  feet.  R.  M.  Webber,  JA  5-0443. 


LOCUM  TENENS.  Physician 
awaiting  entrance  into  the  Navy  de- 
sires locum  tenens  employment  from 
August  15th  to  September  1st.  Con- 
tact Dan  E.  Chesnut,  M.D.,  225  North 
3rd,  Okemah,  Telephone  MA  3-0867. 

EXCELLENT  opportunity  for  one 
or  two  general  practitioners  to  buy 
or  lease  complete  new  office  and 
equipment,  including  x-ray.  Clinic 
located  in  Barnsdall,  Oklahoma,  with 
established  practice  of  five  years 
with  far  above  average  gross  and 
net.  Collection  of  95  per  cent  of  ac- 
counts. One  other  M.D.  established 
here,  age  about  75,  without  facilities. 
Also,  lovely  two-story  home  just 
renovated  for  extreme  comfort  and 
beauty.  Contact  Ed  A.  Brashear, 
M.D.,  511  West  Main,  Barnsdall, 
Oklahoma. 


FOR  RENT  or  lease,  4609  North 
Classen  Blvd.,  Oklahoma  City,  2,417 
square  feet,  ultra  modern,  ultra 
spacious  physician’s  office,  including 
large  reception  room,  secretarial  of- 
fice, two  private  offices,  three  ex- 
amining rooms,  laboratory,  x-ray 
and  dark  room  and  fallout  shelter; 
generous  parking  (approximately 
5,000  square  feet),  ample  air  condi- 
tioning and  heating.  Call  Mrs.  Paul 
WI  2-7760  or  Clyde  H.  Hale,  Jr., 
CE  2-7128. 

GRADUATE  of  the  University  of 
Nebraska  School  of  Medicine,  now 
completing  third-year  residency  in 
dermatology,  wishes  location  in  Okla- 
homa. Contact  Orval  P.  Nesselbush, 
M.D.,  3053  South  83rd  Street,  Mil- 
waukee, Wisconsin. 


GENERAL  surgeon  to  take  over 
long-established  practice  in  Okla- 
homa town  of  10,000  people.  Lab- 
oratory and  office  equipment  for 
sale  or  lease.  Contact  Key  R,  The 
Journal,  Oklahoma  State  Medical 
Association,  P.O.  Box  18696,  Okla- 
homa City. 


IDEAL  opening  for  young  doctor 
in  well  established  medical  clinic, 
sharing  reception  room  and  equip- 
ment with  three  other  doctors.  Won- 
derful location  on  North  May  Ave- 
nue, Oklahoma  City.  Contact  Frank 
D.  Thompson,  3115  N.  Pennsylvania, 
Oklahoma  City,  JA  5-5700  or  JA  4- 
9552. 
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The  theme  for  1964-65  is  “Preserving  Our 
Medical  Legacy/’  and  Tulsa  county  has  set 
the  pace.  A 71-page  booklet  including  a 
growth  graph  has  been  compiled  by  the  his- 
torian, Mrs.  Robert  E.  Dillman. 

From  its  1931  organization  of  fifty-four 
members  the  Tulsa  group  had  grown  to  151 
by  the  end  of  the  war.  During  the  years 
1947-50  the  Philanthropic  committee  became 
more  active.  An  incubator  was  purchased 
for  the  Salvation  Army  home  obstetric  de- 
partment and  the  needs  of  all  the  children 
in  the  charity  wards  of  Hillcrest  and  St. 
Johns  were  aided  with  personal  calls  and 
gifts.  As  a group,  the  Tulsa  Auxiliary  was 
instrumental  in  getting  the  City  Commis- 
sioners to  pass  a rabies  inoculation  ordinance 
in  1948.  Another  project  voted  that  year 
was  an  annual  donation  to  the  Hillcrest  Polio 
Building  Fund  for  a glassed-in  warm  pool 
for  the  polio  patients. 

Tulsa  sponsored  an  informative  tea  at 
Philbrook  Museum,  on  April  16,  1949,  in 
the  interest  of  the  Oklahoma  Medical  Re- 
search Foundation.  Work  in  public  relations 
was  accomplished  by  stuffing  envelopes  for 
the  T.B.  Seal  Drive  and  assisting  the  P.T.A. 
in  the  chest  screening  of  all  students  at  Cen- 
tral High  School.  Cancer  kits  were  distrib- 
uted to  the  Public  Library,  Tulsa  University, 
the  High  Schools,  and  to  members  of  the 
auxiliary.  Members  worked  in  the  Red  Cross 
Drive  for  membership  and  in  their  blood- 
bank  program. 

The  Tulsa  County  Auxiliary  continued  its 
drive  for  “Hygeia”  subscriptions  and  placed 
free  copies  in  the  public  schools. 

Nurse  recruitment  became  a project  of  the 
Auxiliary  and  each  year  assistance  has  been 
given  to  the  organization  of  the  “Girls  In 
White.”  In  1949  a nursing  scholarship  fund 
was  set  up  at  St.  Johns  Hospital. 

By  1950  the  Auxiliary  had  grown  to  176 
active  members  and  the  meeting  places  had 
to  be  moved  from  homes  to  clubs.  The  pro- 
grams continued  to  be  educational.  Added 
to  its  other  philanthropic  projects,  was  the 
work  of  stuffing  45,000  envelopes  for  the 
Heart  Association. 

An  outstanding  feature  of  the  year  1957 
was  the  correlation  of  all  committee  work. 
A series  of  visits  to  nearby  towns  and  coun- 
ties to  call  upon  all  local  doctors’  families. 
At  the  same  time  the  courtesy  committee 
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called  upon  new  Tulsa  doctors’  families  and 
honorary  members.  The  result  of  this  ex- 
cellent teamwork  was  noteworthy.  The  ac- 
tice  membership  grew  to  204. 

The  Nurse  Recruitment  and  Nurse  Loan 
Fund  Committee  began  sponsoring  teas  each 
year  for  high  school  seniors  interested  in 
nursing.  “Hygeia”  magazine  was  changed 
to  “Today’s  Health”  and  the  Tulsa  Auxiliary 
placed  copies  in  all  the  public  school  libraries, 
and  more  than  one  hundred  subscriptions 
were  sold  to  members. 

In  1953  the  need  for  nurses  became  more 
urgent,  so  the  Medical  Auxiliary  helped  or- 
ganize “Future  Nurses  of  America  Clubs” 
in  the  Tulsa  High  Schools.  Also  contribu- 
tions were  made  to  the  State  Nurses  Loan 
Fund. 

As  the  years  went  along  the  Tulsa  Aux- 
iliary expanded  its  educational  and  philan- 
thropic activities.  A study  club  was  formed 
in  1954  to  study  the  Constitution  of  the 
United  States  and  the  Washington  News- 
letters were  reviewed.  The  Public  Policy 
Committee  participated  in  all  fund  drives  of 
Health  and  Civic  Organizations  in  Tulsa. 
Members  also  worked  in  the  County  Medi- 
cal Society  booth  at  the  State  Fair. 

When  the  need  to  be  prepared  for  civilian 
defense  of  our  country  became  apparent,  the 
Tulsa  group  formed  a Civil  Defense  Com- 
mittee which  attended  training  courses  dur- 
ing the  year.  The  committee  has  continued 
to  work  with  the  P.T.A.  in  maintaining  a 
first  aid  station  in  the  larger  high  schools. 

In  1957  Tulsa  took  up  the  cause  of 
A.M.E.F.  by  contributing  the  proceeds  of  a 
book  review  tea.  The  auxiliary  devoted 
more  and  more  time  to  serving  the  health 
and  welfare  needs  of  Tulsa.  As  the  need 
arose,  new  committees  were  formed  and  the 
organization  grew  to  319  members.  It  is  in- 
teresting to  note  that  out  of  the  total  mem- 
bership, 130  members  are  serving  as  of- 
ficers, chairmen,  committee  members,  or 
meeting  hostesses.  Seven  members  have 
served  as  president  of  the  State  organiza- 
tion. □ 
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A five-year  extension  in  the  Hill-Burton  hos- 
pital construction  program  is  expected  to  re- 
ceive both  House  and  Senate  approval  before 
Congress  adjourns  for  the  Democratic  Con- 
vention. The  pending  legislation  calls  for 
$1.3  billion  in  grants  over  a five  year  period 
for  building  and  modernizing  hospitals, 
health  centers,  nursing  homes,  diagnostic 
centers  and  rehabilitation  institutions.  The 
original  Hill-Burton  program  expired  June 
30th. 

Some  $160  million  is  provided  for  modern- 
izing existing  structures,  and  an  additional 
$530  million  may  be  converted  to  such  use 
at  the  option  of  participating  states. 

Hospital  labor  costs  have  increased  545  per 
cent  since  World  War  II,  according  to  a re- 
cent annual  survey  by  the  American  Hospital 
Association.  As  a result  of  increased  wage 
costs,  the  daily  per  patient  cost  has  risen 
from  $9.39  in  1946  to  $38.91  in  1963,  an  in- 
crease of  314  per  cent.  The  report  says  high- 
er labor  expense  has  resulted  from  the  need 
for  skilled  help  brought  about  by  advanced 
medical  technology,  the  efforts  of  hospitals 
to  bring  their  wage  scales  and  hours  on  a 
par  with  business  and  industry,  and  a higher 
employee  to  patient  ratio.  Where  241  em- 
ployees were  needed  last  year  to  care  for 
every  100  patients,  the  ratio  was  only  148 
to  100  in  1946. 


Fourteen  Senators  boost  Krebiozen.  The  De- 
partment of  Health,  Education  and  Welfare 
has  been  asked  by  a group  of  U.S.  Senators 
to  permit  interstate  shipment  of  the  contro- 
versial cancer  drug,  Krebiozen.  HEW  ban- 
ned shipment  of  the  preparation  last  year 
as  a result  of  its  opinion  that  Krebiozen  was 
ineffective  and  because  the  manufacturers 
did  not  comply  with  regulations  governing 
investigational  drugs. 

The  Association  of  American  Medical  Col- 
leges predicts  a tremendous  shortage  in 
medical  school  output  by  1971  unless  exist- 
ing schools  increase  capacity  or  new  schools 
are  built.  In  the  fall  of  1963,  8,754  first  year 
students  were  enrolled,  but  it  is  estimated 
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that  11,700  first  year  students  will  be  needed 
in  1971  to  meet  the  demand  of  an  expanding 
population.  Commitments  have  been  made 
to  establish  twelve  new  schools  with  an  ag- 
gregate first  year  capacity  of  800  students, 
still  2,200  places  short  of  the  optimum  ob- 
jective. New  two-year  schools  are  planned 
for  the  University  of  New  Mexico,  Rutgers 
University,  Michigan  State  University,  Uni- 
versity of  Hawaii  and  Brown  University. 
Four-year  courses  are  planned  for  the  Uni- 
versity of  Arizona,  University  of  California 
(at  San  Diego),  University  of  Connecticut, 
Pennsylvania  State  University,  University  of 
Massachusetts,  Mount  Sinai  Hospital,  New 
York,  and  the  University  of  Texas  (at  San 
Antonio) . 

Have  a knotty  referral  problem?  Physicians 
with  patients  needing  specialized  services  or 
equipment,  home  or  institutional  care,  or 
who  have  financial  problems  in  meeting  the 
costs  of  illness,  may  find  relief  by  contacting 
the  State  Health  Department’s  new  State 
Information  and  Referral  Service  (SIRS). 
The  service  maintains  a central  index  of 
health  and  welfare  resources  and  services, 
both  public  and  private. 

Be  on  the  lookout  for  Corine  Fern  Buckner 

(alias  Diane  Twitched,  and  many  others). 
She’s  wanted  by  the  FBI.  Frequently  posing 
as  a nurse,  physician  or  physician’s  wife,  she 
opens  checking  accounts  at  banks  with  a 
cash  deposit,  then  later  deposits  fictitious 
checks  in  large  amounts.  Substantial  with- 
drawals are  made  prior  to  the  return  of  the 
fraudulent  deposits. 

MEETINGS 

October  13-18  American  Association  of  Med- 
ical Assistants,  Sheraton-Okla- 
homa,  Oklahoma  City 

October  15-16  AMA  Conference  on  Aging 
and  Long  Term  Care,  Skirvin 
Hotel,  Oklahoma  City 

October  26,  27  and  28  Oklahoma  City  Clinical 
Society.  Sheraton  - Oklahoma, 
Oklahoma  City 

November  13-14  American  Cancer  Society, 
Oklahoma  Division,  Inc.,  Skirvin 
Hotel,  Oklahoma  City 

November  29-December  2 American  Medical 
Association,  Miami  Beach,  Flor- 
ida 
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The  Edge  of  Indigence 

Should  A MAN  do  without  television  to 
pay  for  medical  care?  Should  he  give  up 
weekends  at  the  lake  to  pay  for  hospitaliza- 
tion? Should  he  forego  new  clothes  to  buy 
medicines?  A decision  on  how  to  answer 
such  questions  is  not  easy  for  many  people. 

Adequate  food,  clothing,  shelter,  education 
and  medical  care  are  considered  essentials 
of  life  in  the  United  States.  Somewhere  be- 
yond these  basic  necessities  there  are  lux- 
uries but  no  one  agrees  on  just  where  they 
begin. 

Remember  the  story  about  the  ant  and 
the  grasshopper?  The  ant  worked  all  sum- 
mer while  the  grasshopper  lived  it  up.  When 
winter  came  the  grasshopper  starved  in  the 
snow  but  the  ant  lived  comfortably  in  his 
home  built  and  stocked  during  the  warm, 
sunny  days. 

According  to  the  same  pattern,  one  may 
be  bankrupted  by  a simple  appendectomy 
through  loss  of  work,  lack  of  savings  or  the 
mountain  of  other  bills  accumulated  before 
his  illness  began.  Another  man  with  the  same 
income  may  weather  a long,  complicated  ill- 
ness because  he  has  lived  within  his  means 
and  planned  for  a few  bad  days  along  the 
way. 

All  men  are  not  created  equal  either  in 
brains  or  the  capacity  for  work,  in  ambition 
or  perseverance,  so  it  is  clearly  impossible 
to  make  laws  that  will  produce  genuine 
equality  among  them.  It  follows  then,  es- 
pecially in  a free  society,  that  family  in- 
comes and  accomplishments  range  from  very 
little  to  very  much.  Both  extremes  of  the 
economic  scale  have  no  trouble  securing  ade- 
quate medical  care  in  the  United  States  but 
among  those  with  average  incomes  the  ability 
to  pay  for  medical  care  often  depends  on 
a person’s  sense  of  obligation  to  his  fellows 
as  well  as  his  industry,  foresight  or  even 
pride. 

Medical  poverty  has  an  indistinct,  uncer- 
tain boundary.  Between  frank  indigence  and 
obvious  solvency  there  is  a broad,  gray  terri- 
tory composed  of  people  whose  motivation 
to  make  their  own  way  or  to  be  supported 
is  determined  largely  by  individual  neces- 
sity, their  particular  sense  of  responsibility 
and  the  example  set  by  others.  At  the  edge 
of  this  hazy  area  there  are  always  opportun- 
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ists  who  can  smell  a hand-out  miles  away. 
These  folks  scream  for  help  as  soon  as  they 
see  it  given  to  their  neighbors  whose  plight 
is  little  worse  than  their  own.  Near  these 
vociferous  free-loaders  there  are  others  who 
are  only  a little  more  timid,  and  then  oth- 
ers, and  others  and  others.  Why  work  after 
the  twenty-year  fires  have  burned  down? 
Large  sections  of  many  communities  set  an 
enticing,  treacherous  example  of  the  good 
life  without  work  or  taxes  sponsored  by  the 
pork  barrel  philosophy  of  certain  elected 
public  officials. 

Compensated  irresponsibility  is  as  con- 
tagious as  measles  and  it  spreads  like  can- 
cer. An  innate  dislike  for  work  lurks  con- 
stantly beneath  the  surface  of  every  man’s 
consciousness.  By  the  mere  failure  to  repress 
this  laziness  a man  may  stop  working  oc- 
casionally but  if  his  shiftlessness  is  actually 
encouraged  by  a steady  supply  of  life’s  neces- 
sities he  may  become  a hopeless  parasite. 
The  “No  Work,  No  Food”  law  of  Nature  was 
known  to  prehistoric  men  and  it  has  been 
proved  repeatedly  by  countless  tribes  and 
nations.  It  cannot  be  repealed  by  modern 
legislative  action. 

If  the  present  private,  State  and  National 
facilities  for  indigent  medical  care  are  in- 
adequate, how  much  more  is  needed?  Who 
is  wise  enough  to  define  the  boundaries  with- 
out taking  into  account  each  individual’s 
concept  of  personal  responsibility? 

If  one  group  requires  “free”  medical  care, 
why  should  not  an  adjacent  group  be  given 
food?  If  food  for  these  people  is  justified, 
why  isn’t  the  next  group  entitled  to  housing, 
or  transportation  or  clothing? 

Initiative  and  self-reliance  can  be  encour- 
aged among  a nation’s  citizens  but  men  can- 
not pass  laws  to  insure  its  presence  nor  can 
they  formulate  a set  of  rules  wThich  will 
separate  a nation  into  two  groups,  the  sup- 
porters and  the  dependents,  the  workers  and 
the  drones.  The  extremes  are  relatively  sta- 
tionary but  where  dependence  and  independ- 
ence merge  the  tide  will  run  with  our  na- 
tional conscience. 
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editorial 

Every  able  bodied  American  should  work 
to  the  best  of  his  ability  sustained  by  the 
understanding  that  he  is  an  integral  part 
of  this  nation  whose  strength  is  the  sum 
of  every  individual  effort.  A dwindling 
group  of  working  people  cannot  sustain  an 
idle  majority  very  long. 

A United  States  President  once  said,  “Ask 
not  what  your  country  can  do  for  you,  rath- 
er ask  what  you  can  do  for  your  country.” 
Or  to  paraphrase  another  American,  “Re- 
sponsible we  can  stand  united,  dependent  we 
may  fall  apart.” 

Ogden  Nash,  thirty  years  ago,  put  it  this 
way: 

“The  less  you  earn, 

The  more  you’re  given ; 

The  less  you  lead, 

The  more  you’re  driven.” 

C.  B.  Daivson,  M.D.  □ 

Medical  Evidence 

For  the  Disability  Decision 

Oklahoma  PHYSICIANS  each  year  fur- 
nish about  16,000  medical  reports  on  behalf 
of  8,000  patients  who  apply  for  social  se- 
curity disability  benefits.  About  half  of 
those  who  apply  are  found  “disabled”  and 
join  the  12,000  Oklahoma  workers  who,  with 
their  dependents,  are  currently  receiving 
over  $17,000,000  a year  in  benefit  payments. 

The  reports  which  physicians  submit  are 
crucial  in  deciding  whether  or  not  patients 
can  receive  these  benefits.  Unfortunately,  a 
great  many  of  these  reports  do  not  give 
enough  clinical  findings  to  permit  a determi- 
nation as  to  whether  the  patient  is  disabled 
within  the  meaning  of  the  law.  That  is  why 
second  contacts  are  often  made  to  obtain 
complete  reporting  of  clinical  data.  What  is 
needed  is  a report  containing  a complete  his- 
tory, physical  examination  and  supporting 
laboratory  data.  Where  inconsistencies  which 
cannot  be  reconciled  appear  in  the  record,  or 
where  highly  technical  information  is  need- 
ed, such  as  a patient’s  capacity  to  consume 
oxygen  at  a specified  rate,  evidence  may  be 
obtained  from  an  independent  source. 

To  qualify  for  disability  benefits,  the  pa- 
tient must  have  a medically  determinable 
physical  or  mental  impairment  which  pre- 

416 


vents  him  from  doing  any  substantial  work. 
The  impairment  must  have  lasted  six  months, 
and  must  be  expected  to  continue  for  a long 
and  indefinite  time,  despite  therapy. 

The  social  security  disability  program  is 
not  operated  entirely  by  the  Federal  Gov- 
ernment. The  Federal  Government  has  con- 
tracts with  State  Government  agencies  to 
make  disability  determinations.  For  resi- 
dents of  Oklahoma,  the  disability  decision  is 
made  by  a unit  of  the  Department  of  Public 
Welfare  in  Oklahoma  City.  In  the  State 
agency,  the  disability  decision  is  made  by  a 
two-man  team : A physician,  and  a layman 
trained  in  evaluating  the  vocational  aspects 
of  disability.  The  team  decides  whether  the 
evidence  shows  the  applicant  is  sufficiently 
disabled  to  prevent  him  from  engaging  in 
substantial  work  within  the  foreseeable  fu- 
ture. 

WHAT  EVIDENCE  IS  NEEDED 

Since  the  evaluating  physician  in  the  State 
agency  does  not  examine  the  claimant  per- 
sonally, he  must  depend  solely  on  the  writ- 
ten record  provided  by  his  colleagues  to  reach 
a determination.  Thus,  the  quality  of  his 
decision  rests  to  a large  degree  on  the  qual- 
ity of  their  reports. 

The  attending  physician’s  clinical  findings 
are  of  paramount  importance.  All  of  the  ap- 
plicant’s impairments  should  be  carefully 
described,  the  symptoms  produced  carefully 
elicited  and  reported,  and  supporting  labora- 
tory data  given  in  detail.  The  examining 
doctor’s  diagnostic,  prognostic  and  function- 
al opinions  are  needed  together  with  all  the 
clinical  and  laboratory  findings  upon  which 
such  opinions  are  based.  The  facts  must  be 
in  the  record  which  stands  as  a document 
supporting  a Government  decision  on  a citi- 
zen’s rights. 

A symptom  such  as  dyspnea  aptly  illus- 
trates the  kinds  of  questions  that  come  to 
the  mind  of  the  physician  evaluating  ability 
to  work  in  a patient.  When  was  it  first  no- 
ticed? Is  it  persistent  or  intermittent  ? Is  it 
progressive?  How  does  it  relate  to  exercise 
and  other  activities  ? What  type  of  treatment 
was  provided?  Has  it  responded  to  treat- 
ment? If  the  reporting  doctor  wishes,  he 
may  furnish  this  information  in  a narrative 
statement  using  his  own  stationery  instead 
of  the  medical  report  form. 
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Frequently  evidence  not  supplied  on  initial 
report  is  available  in  the  treating  physician’s 
records  and,  through  a second  contact,  is  ob- 
tained from  him.  This,  however,  takes  up 
the  physician’s  time,  and,  of  course,  delays 
the  decision  on  the  patient’s  case.  The  treat- 
ing physician  who  understands  what  is  need- 
ed can  supply  the  necessary  information  on 
his  initial  report,  save  his  own  time  and 
speed  the  decision  on  his  patient’s  claim — 
C.  W.  Robinson , M.D.,  Supervisor,  Disability 
Determinations  Unit,  and  N.  Price  Ely,  M.D., 
Assistant  Supervisor,  Disability  Determina- 
tion Unit.  □ 

Mutual  Aid 

The  FREE  FOR  ALL  Club,  an  entirely 
imaginary  charitable  organization,  began 
its  annual  fund  raising  drive  last  week  with 
a formal  dinner  dance  in  the  Plush  Room 
at  the  Wiltbrier  Hotel.  The  gala  affair  was 
attended  by  nearly  everybody  who  is  any- 
body (with  money)  and  the  guest  of  honor 
was  the  richest  man  in  town  who  got  the 
party  off  to  a good  start  with  a very  gen- 
erous, tax-deductible  contribution. 

The  brilliant  event  was  built  around  the 
inspirational  theme  of  “Come  As  You  Are” 
so  the  women  wore  as  many  expensive  things 
as  their  frames  could  carry  while  all  the 
men  stuffed  their  tuxedo  pockets  with  cer- 
tified analyses  of  their  net  worth  and  suc- 
cessful business  ventures.  The  evening  was 
highlighted  by  an  elegant  dinner  featuring 
caviar  and  pheasant  under  glass  served  by 
candlelight  to  the  music  of  gypsy  violins. 
An  orchestra  imported  from  Australia  kept 
the  dancers  swaying  until  dawn. 

After  consulting  an  accountant,  the  finance 
committee  proudly  reported  that  contribu- 
tions had  exceeded  expenditures.  The  charity 
ball  was  a complete  success. 

The  Free  For  All  Club  was  founded  many 
years  ago  by  a travelling  team  of  profession- 
al fund  raisers  who  understood  the  exag- 
gerated charm  of  avarice  and  affluence  when 
group  self-indulgence  can  be  practiced  in 
the  name  of  charity.  All  money  collected  by 
Free  For  All  is  given  to  needy  families  after 
paying  the  usual  operating  expenses  includ- 
ing stationery,  postage,  office  rent,  adver- 
tising, secretarial  help  and  other  miscellan- 
eous items  that  are  essential  for  successful 


projects.  Last  year  a grand  total  of  $43.25 
was  raised  by  the  group,  and  as  required  by 
their  constitution,  the  entire  amount  was 
changed  into  nickels  which  volunteers 
dropped  into  sidewalk  kettles  before  Christ- 
mas. There  is  a movement  afoot  this  year  to 
amend  the  constitution  so  dimes  can  be  used 
to  compensate  for  the  decreased  purchasing 
power  of  money  but  in  spite  of  the  time  sav- 
ing aspect  of  this  idea  most  members  still 
prefer  nickels  because  they  are  larger  and 
make  more  noise.  An  emergency  breakfast 
meeting  has  been  scheduled  aboard  a yacht 
in  the  Caribbean  before  bringing  the  matter 
to  a vote. 

It  has  been  suggested  that  the  emphasis 
on  luxury  for  members  of  some  charitable 
organizations  arises  from  a need  for  reassur- 
ance to  the  members’  unconscious  minds  that 
they  themselves  are  not  poor.  According  to 
this  view  the  anxious  donors  profit  by  a 
transient  feeling  of  security  while  the  indif- 
ferent objects  of  their  charity  receive  an- 
other kind  of  benefit. 

Perhaps  The  Club  is  not  entirely  useless 
after  all. — C.  B.  Dawson,  M.D.  □ 

About  Medicare 

By  THE  TIME  this  issue  of  the  Journal 
is  received  and  read,  the  Medicare  proposal 
will  have  been  acted  on  by  the  U.S.  Congress. 

At  this  writing,  medical  associations  and 
other  groups  and  individuals  are  desperately 
trying  to  withstand  the  mounting  pressure 
of  the  national  administration  for  immediate 
passage  of  a watered-down  version  of  the 
social  security  health  care  bill. 

Win  or  lose,  the  response  against  this  po- 
litically-inspired measure  has  been  most 
gratifying.  Oklahoma  newspaper  editors, 
businessmen,  allied  professional  people,  and 
others  have  voluntarily  joined  with  the  med- 
ical profession  in  trying  to  protect  the  nation 
from  another  backward  step  and  more  mone- 
tary waste. 

For  five  years  we  have  struggled.  We  have 
told  our  story  and  the  vast  majority  of  peo- 
ple have  agreed.  It  is  clear  that  few  persons 
actually  want  Medicare,  but  these  few  hold 
high  positions  in  government  or  have  great 
influence  upon  members  of  Congress. 

Representative  government  is  on  trial. 
May  the  maj  ority  win ! □ 
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Now  is  the  time  for 
the  profession  to  take  a 
good  look  at  a new  ne- 
cessity that  is  creeping  in 
on  us — Areawide  Plan- 
ing Councils  for  Medical 
Service.  Certain  groups 
are  rapidly  forming  these 
councils,  and  this  de- 
mands our  study  of  the 
origin  of  the  idea,  the  need  for  such  councils, 
the  benefit  to  be  derived  and,  last  but  not 
least,  the  future  role  that  this  activity  may 
play  in  the  practice  of  medicine. 

Areawide  planning  is  not  a new  idea 
brought  on  by  some  sudden  discovery  of 
need.  Five  years  ago,  in  1959,  four  regional 
meetings  were  held  over  the  United  States 
under  the  auspices  of  the  American  Hospital 
Association  and  the  U.S.  Public  Health  Serv- 
ice. The  product  of  these  conferences  was  a 
booklet  entitled,  “Principles  of  Planning  the 
Future  Hospital  System.”  This  study  is  rec- 
ommended as  good  reading,  even  for  those 
who  may  feel  it  is  beyond  their  areas  of  in- 
terest. The  A.H.A.  - U.S.  P.H.S.  plan  is  now 
being  followed  to  the  letter. 

We  are  constantly  bombarded  with  the 
information  that  there  are  great  numbers  of 
empty  beds  in  some  areas.  These  figures  are 
quoted  as  absolute  proof  of  the  lack  of  need 
of  new  construction.  However,  one  thousand 
beds  that  are  not  available  to  the  public  with- 
out first  changing  doctors  or  choosing  a dif- 
ferent hospital  are  not,  in  my  opinion,  sur- 
plus beds. 

The  planners  must  realize  that  bed  count 
is  only  a small  part  of  the  problem  of  med- 
ical and  hospital  care.  Statistics  based  on 
the  “patient  to  bed”  ratio  theory  are  very 
misleading  and  often  serve  only  the  purposes 
of  those  being  protected  or  benefitted.  There 
are  discrepancies  between  the  figures  re- 
leased by  the  special  interest  groups  and  the 


local  Chambers  of  Commerce.  Are  motives 
served  by  statistics? 

Other  factors  affect  the  problem,  such 
as  the  number  of  available  doctors,  the  num- 
ber of  beds  available  to  all  the  public,  the 
types  of  doctors  in  the  area,  the  beds  avail- 
able to  all  the  area  doctors,  etc. 

We  hear  much  about  the  cost  of  empty 
beds,  but  little  is  said  about  why  they  are 
empty.  Should  we  force  a patient  to  occupy 
a bed  that  he  doesn’t  choose  just  because  it 
may  cost  a little  more?  I don’t  believe  that 
even  members  of  the  planning  councils  would 
like  for  this  philosophy  to  be  imposed  upon 
them  personally. 

Does  it  enhance  economy  to  stifle  compe- 
tition? Not  in  my  opinion.  Some  suggest 
that  “service  contracts”  might  have  more 
unfavorable  influence  on  costs  than  has  been 
brought  to  light. 

How  does  all  of  this  concern  us,  as  med- 
ical doctors?  Well,  we  are  told  that  we  are 
responsible  for  all  medical  services  given  to 
the  public.  Discussions  of  medical  costs 
usually  include  our  fees,  hospital  costs,  drug 
costs,  and  the  costs  of  many  other  services. 
But  medical  costs  are  discussed  in  one  man- 
ner, and  medical  services  in  another.  When 
it  comes  to  medical  services,  the  results  are 
usually  more  important  to  the  patient  then 
the  cost. 

So,  since  the  profession  has  responsibility 
for  all  medical  services,  it  appears  that  we 
should  logically  have  a major  voice  in  the 
formulation  and  operation  of  any  group  try- 
ing to  regulate  the  future  manner  of  provid- 
ing the  services.  Or,  perhaps  non-medical 
groups  would  like  to  assume  full  responsi- 
bility to  satisfy  the  demands  of  the  public 
for  medical  services. 

The  recent  action  in  Tulsa  indicates  that 
the  latter  approach  may  be  true.  A new 
planning  council  has  been  formed  with  only 
one  representative  of  the  medical  society 
(Continued  on  Page  437) 
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Residual  Carcinoma  in  Situ 


PHILIP  J.  MAGUIRE,  M.D. 

Is  cold-knife  conization 
adequate  therapy  for 
carcinoma-in-situ  of  the  cervix? 

Carcinoma  in  situ  of  the  cervix  is 

being-  diagnosed  with  increasing  frequency. 
This  is  due  primarily  to  the  widespread  use 
of  cervical  cytological  study  in  the  routine 
physical  examination  of  women. 

It  has  been  well  documented  that  a signifi- 
cant proportion  of  the  untreated  cases  of 
cervical  carcinoma  in  situ  will  progress  to 
invasive  cancer.  Numerous  studies  have 
shown  that  this  process  usually  requires 
from  ten  to  thirteen  years  which  agrees  with 
the  fact  that  most  invasive  cancers  of  the 
cervix  are  found  in  an  age  range  approxi- 
mately ten  years  older  than  that  of  carci- 
noma in  situ.  Since  carcinoma  in  situ  occurs 
in  a younger  age  group  the  problem  of  con- 
servation of  the  uterus  for  childbearing  may 
become  a consideration  in  treatment. 

The  cervical  cell  types  may  range  from 
normal  to  slightly  anaplastic,  to  clearly  ana- 
plastic, to  carcinoma  in  situ  and  to  invasive 
cancer.  A positive  cervical  cytology  indi- 
cates the  need  for  further  diagnostic  study. 
Less  than  ten  per  cent  of  those  women  with 
positive  cytological  smears  fail  to  show  car- 
cinoma in  situ  on  biopsy  and  one-half  of  this 
number  may  develop  an  obvious  lesion  later.2 

After  a positive  cervical  cytology  is 
found,  further  study  is  necessary  to  confirm 
the  diagnosis.  For  example,  other  conditions 

From  the  Department  of  Obstetrics  and  Gynecology,  St.  An- 
thony Hospital,  Oklahoma  City,  Oklahoma. 


which  produce  abnormal  cytology  are 
chronic  cervicitis,  atypical  squamous  meta- 
plasia and  mycotic  or  fungal  vaginitis.  The 
diagnosis  of  carcinoma  in  situ  may  be 
proved  by  biopsy  of  suspicious  visible  areas 
or  those  areas  which  fail  to  stain  with  iodine. 
It  is  even  better  to  do  a cold-knife  conization 
because  it  is  possible  for  invasive  cancer  to 
be  adjacent  to  carcinoma  in  situ. 

A properly  executed  conization  removes 
the  squamo-columnar  junction,  much  of  the 
endocervical  canal  and  a sizable  part  of  the 
portio  vaginalis.  Since  these  are  the  areas 
where  carcinoma  in  situ  is  most  likely  to 
occur  it  would  seem  that  adequate  cervical 
conization  should  be  a therapeutic  as  well 
as  a diagnostic  procedure. 

The  purpose  of  this  study  is  to  determine 
the  frequency  with  which  residual  carcinoma 
in  situ  was  found  following  cold-knife  coni- 
zation of  the  cervix. 

MATERIAL  FOR  STUDY 

The  records  at  St.  Anthony  Hospital  in 
Oklahoma  City  from  January,  1956,  to  De- 
cember, 1962,  inclusive,  contain  157  cases 
of  carcinoma  in  situ  and  807  cases  of  in- 
vasive cancer  of  the  cervix  (table  1).  Of 
these  157  cases  of  carcinoma  in  situ,  133 
were  treated  by  cold-knife  conization  fol- 
lowed by  hysterectomy.  It  is  significant  that 
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Table  1.  Cervical  Carcinoma  1956-1962 

STAGE 


Year 

0 

i 

II 

in 

IV 

Unclass- 

ified 

Total 

Invasive 

1956 

5 

5 

12 

2 

11 

5 

35 

1957 

10 

12 

8 

7 

14 

6 

47 

1958 

25 

12 

13 

5 

24 

9 

63 

1959 

18 

12 

14 

6 

12 

10 

54 

1960 

30 

11 

13 

6 

8 

2 

40 

1961 

47 

7 

7 

7 

6 

2 

29 

1962 

22 

10 

14 

7 

6 

2 

39 

— 

— 

— 

— 

— 

— 

— 

157 

69 

81 

40 

71 

36 

307 

during  the  period  of  this  study  there  was  a 
steady  increase  in  the  number  of  cases  of 
carcinoma  in  situ  found  annually  while  the 
number  of  cases  of  invasive  cancer  remained 
relatively  constant. 

The  methods  leading  to  a diagnosis  of 
carcinoma  in  situ  are  listed  in  table  2.  Those 
listed  under  “Biopsy”  had  no  record  of  cer- 
vical cytological  study  while  those  listed 
under  “Cytology”  had  positive  cytological 
studies  and  later  were  biopsied  or  had  coni- 
zation. We  should  emphasize  the  high  per- 
centage of  Class  III  cytologies  which  later 
were  shown  to  be  carcinoma  in  situ. 

A breakdown  of  this  series  of  157  women 
by  age  groups  indicates  the  preponderance 
of  younger  patients:  43  per  cent  were  be- 
tween the  ages  of  31  and  40  while  15  per 
cent  were  between  the  ages  of  20  and  30. 

DISCUSSION 

Forty-three  per  cent  of  the  women  who 
had  cold-knife  conization  of  the  cervix  were 
found  to  have  residual  carcinoma  in  situ  on 
histologic  examination  of  the  surgical  speci- 
men following  hysterectomy  (table  3).  In 
this  series  the  incidence  of  residual  carci- 
noma in  situ  was  approximately  the  same 
whether  by  the  abdominal  or  vaginal  sur- 
gical approach. 

It  is  well  established  that  carcinoma  in 
situ  may  be  a multicentric  lesion ; however, 


Table  2.  Primary  Method  Leading  to  Diagnosis 


Incidental  Following  Hysterectomy 

13 

Conization  for  other  Reasons 

5 

“Suspicious” 

15 

Biopsy 

19 

Cytology 

Class  II 

0 

III 

52 

IV 

50 

V 

3 
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Table  3.  Residual  Carcinoma  in  situ 

Vaginal  Abdominal 

Hysterectomy  Hysterectomy 
Percent-  Percent- 


Residual 

No. 

16 

age 

12 

No. 

41 

age 

30.8 

Total  % 

43% 

No  Residual 

22 

16 

54 

40.0 

57% 

an  incidence  of  43  per  cent  of  residual  car- 
cinoma in  situ  in  this  series  is  ten  to  20  per 
cent  higher  than  most  reported  series.4 
Moore,  et  al. 3 found  residual  carcinoma  in 
situ  in  only  three  of  46  cases  where  apparent 
microscopic  clearance  of  the  lesion  was 
shown,  yet  their  overall  rate  for  residual 
carcinoma  was  30  per  cent.  These  data  sug- 
gest that  we  should  re-evaluate  our  methods 
of  cervical  conization. 

Our  series  indicates  that  cervical  coniza- 
tion is  not  adequate  treatment  for  carcinoma 
in  situ.  In  fact,  43  per  cent  of  this  series  had 
residual  carcinoma.  Three  women  in  whom 
conization  showed  only  carcinoma  in  situ 
were  found  to  have  invasive  cancer  after 
hysterectomy. 

Follow-up  study  of  women  in  whom  cer- 
vical conization  is  considered  the  definitive 
treatment  for  carcinoma  in  situ  of  the  cer- 
vix requires  very  close  doctor-patient  co- 
operation and  even  this  is  hazardous  since 
a significant  number  of  these  women  even- 
tually will  develop  recurrent  carcinoma  in 
situ  or  invasive  carcinoma  of  the  cervix.  In 
younger  women  who  are  anxious  to  bear 
children,  this  price  may  not  be  unreasonable. 

In  general,  hysterectomy  with  removal  of 
a wide  vaginal  cuff  should  remain  the  treat- 
ment of  choice  for  carcinoma  in  situ  of  the 
cervix. 

SUMMARY 

A study  of  133  cases  of  cold-knife  coniza- 
tion of  the  cervix  with  a diagnosis  of  carci- 
noma in  situ  is  presented.  This  study  re- 
vealed that  43  per  cent  of  these  patients  had 
residual  lesions  in  the  uterus  or  vaginal  cuff 
following  hysterectomy.  □ 
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The  Mechanism  of 
Endotoxin  Shock 


LERNER  B.  HINSHAW,  Ph.D. 
CHARLES  M.  BRAKE,  M.D. 


The  folloiving  mechanistic  review  of 
endotoxin  shock  suggests  a more  logical 
employment  of  time-proven  methods 
in  combatting  the  shock  state. 


This  LABORATORY  has  been  concerned 
with  the  adverse  biological  effects  of  lethal 
injections  of  endotoxin.  A large  number  of 
hemodynamic  parameters  has  been  measured 
and  evaluated  during  the  post-endotoxin 
course  in  the  dog  and  primate.23'31- 41- 42>  52 
Ebert  and  Abernathy11  have  pointed  out  the 
increasing  importance  of  endotoxin  shock  in 
clinical  medicine.  Circulatory  failure,  or 
shock,  characterized  by  hypotension  and  di- 
minished blood  flow,  may  occur  with  almost 
every  specific  infectious  process.  A great 
variety  of  clinical  settings  seem  to  be  more 
often  accompanied  by  shock.  Successful 
therapy  of  any  condition  would  be  immense- 
ly supported  by  an  understanding  of  the 
basic  reactions  to  insult.  The  underlying 
purpose  of  the  following  mechanistic  review 
of  endotoxin  shock  is  to  suggest  a more 
logical  employment  of  time-proven  methods 
in  combatting  the  shock  state.  It  will  be 
pointed  out  that  the  mechanism  of  endotoxin 
shock  appears  to  be  exceedingly  complex 
and  much  diversity  of  view  exists  concern- 


ing the  basic  underlying  factors.  This  re- 
view will  explore  the  significance  of  these 
differences  and  will  suggest  possible  path- 
ways for  the  action  of  endotoxin,  resulting 
in  irreversible  shock. 

I.  Elemental  requirements  for  the  initial 
response  to  endotoxin.  Previous  studies  in 
this  laboratory  have  focused  attention  on  the 
action  of  endotoxin  on  organ  systems  in  the 
dog.23- 24- 26>  27- 29'31- 41- 57  Experiments  have  been 
carried  out  in  which  isolated  perfused  lungs 
and  legs  were  studied  in  terms  of  the  vas- 
cular effects  of  endotoxin.  Figure  1 illus- 
trates the  results  from  these  studies.  It  was 
found  that  when  the  isolated  dog  lung  was 
perfused  with  gelatin  or  dextran  rather  than 
blood,  no  vascular  response  to  endotoxin  was 
observed.24  A temporary  constrictor  response 
occurred  in  some  instances  when  plasma, 
free  of  formed  elements  was  used  as  the 
perfusate.  Experiments  were  then  carried 
out  on  the  pump-oxygenator  and  pump-lung 
perfused  dog  leg.  In  this  preparation  it  was 
found  that  only  a small  transient  vascular 
response  occurred  following  endotoxin  in- 
jection: small  vein  pressure  and  leg  weight 
increased  slightly.30  Subsequently  it  was  ob- 
served that  when  a dog  was  included  in  the 
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Figure  1.  Intermediary  reactions  in  the  vascular 
response  to  endotoxin. 


Journal  / September  1964  / Volume  57 


421 


Shock  / HINSHAW,  BRAKE 

perfusion  circuit  with  an  isolated  leg  of  a 
second  animal,  intravenous  injection  of  en- 
dotoxin resulted  in  marked  sustained  vas- 
cular responses  in  the  leg.  The  responses, 
involving  both  pre-capillary  and  post-capil- 
lary vascular  segments,  persisted  during  the 
entire  post-endotoxin  period.30  The  charac- 
teristics of  the  responses  were  both  hista- 
mine and  adrenergic-like. 

These  previous  studies  with  endotoxin 
suggest  that  certain  blood  constituents  to- 
gether with  some  specified  region,  organ,  or 
mass  of  tissue  are  required  to  elicit  and  sus- 
tain vascular  responses  of  large  magnitude. 
The  responses  appear  to  have  an  important 
role  in  the  development  of  irreversible  shock 
because  of  their  persistent  nature,  perverse 
influence  on  peripheral  vascular  hemody- 
namics and  similarities  to  known  vascular 
actions  of  endogenously  released  vasoactive 
agents.  The  following  analysis  has  been 
carried  out  to  ascertain  possible  roles  of 
vasoactive  agents  in  the  development  of  ir- 
reversible endotoxin  shock. 

II.  Role  of  vasoactive  agents  in  the  early 
response  to  endotoxin.  Intravenous  lethal  in- 
jections of  endotoxin  in  the  dog  result  in  an 
early  release  of  histamine-like  and  cate- 
cholamine-like agents  which  have  marked  ef- 
fects on  the  peripheral  vasculature.23’31’41’42'57 
The  initial  vascular  responses  may  be  con- 
sidered from  the  standpoint  of  their  first 
appearance  after  endotoxin:  The  injection 
of  endotoxin  itself  produces  only  negligible 
viscosity  effects  within  the  first  several 
seconds. 

Initial  renal  vasoconstriction  in  the  iso- 
lated perfused  kidney  may  be  observed  with- 
in five  seconds  following  intra-arterial  injec- 
tion of  endotoxin.26  Vasoconstriction  of  the 
intact  kidney  has  been  reported  within  15-35 
seconds  after  an  intravenous  lethal  injec- 
tion of  endotoxin  in  the  dog23  and  may  occur 
in  the  absence  of  systemic  hypotension.  The 
pulmonary  vascular  response  usually  de- 
velops more  slowly  after  an  initial  delay 
of  up  to  90  seconds,24’ 41  suggesting  the  occur- 
rence of  intermediate  reactions  in  blood  or 
lung  tissue.  Vascular  responses  of  a dog- 
pump  perfused  foreleg  are  of  interest  inas- 
much as  a regular  sequence  of  events  is  or- 
dinarily observed : An  initial  decrease  in  leg 
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resistance  may  occur  coincident  with  in- 
creases in  venous  segment  resistance  and  leg 
weight30’46  and  a marked  fall  in  systemic- 
arterial  pressure  of  the  dog.  This  initial 
response  is  largely  histamine-like  in  charac- 
ter and  is  considered  responsible  for  the 
marked  decrease  in  systemic  arterial  pres- 
sure,45 due  to  hepatic,45- 48>  60  and  splanch- 
nic31- 47  venous  constrictions  and  a subsequent 
decrease  in  venous  return.28’ 60  The  apparent 
difference  in  the  early  response  of  the  kid- 
ney23 and  foreleg30  may  be  due  to  a direct 
action  of  endotoxin  on  the  kidney.29 

Systemic  hypotension  appears  to  be  the 
primary  stimulus  for  release  of  catechola- 
mine-like agents,  elaborated  into  the  blood 
within  ten  minutes  after  endotoxin  in  the 
dog.30- 52  The  release  of  these  agents  is  indi- 
cated by  marked  increases  in  segmental  re- 
sistances in  the  isolated  denervated  foreleg 
receiving  a continuous  flow  of  blood  from  a 
shocked  animal.30  The  greatly  depressed 
systemic  arterial  pressure  shows  a gradual 
partial  recovery  within  fifteen  minutes  after 
endotoxin.28- 45>  60  The  recovery  is  primarily 
due  to  the  partial  restoration  of  venous  re- 
turn28 and  release  of  catecholamine-like 
agents.30’ 32’ 47 

This  preliminary  sequence  of  events  brings 
to  a close  the  initial  vascular  response  to 
endotoxin  in  the  dog.  The  role  of  histamine 
during  this  phase  of  shock  has  been  derived 
from  two  main  avenues  of  research  in  the 
dog  and  primate.  Histamine  is  rapidly  re- 
leased after  endotoxin  in  both  the  dog33’34 
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and  monkey,27  and  provides  the  primary  es- 
sential stimulus  for  catecholamine  release30’ 52 
by  virture  of  its  role  in  the  development  of 
systemic  hypotension.21’ 32  The  administra- 
tion of  a histamine  releasing  agent  (48/80) 
prior  to  the  injection  of  endotoxin  greatly 
alters  the  usual  vascular  response  to  endo- 
toxin: Only  a gradual  fall  in  systemic  ar- 
terial pressure  is  observed  because  of  a de- 
creased rate  of  hepato-splanchnic  pooling.32 
If  48/80  is  given  after  endotoxin,  the  char- 
acteristic responses  to  48/80  are  also  modi- 
fied.32 These  observations  suggest  a common 
underlying  mechanism  for  the  vascular  ac- 
tions of  48/80  and  endotoxin  on  the  hepato- 
splanchnic  circulation. 

The  pulmonary  vascular  response  to  en- 
dotoxin is  reproduced  by  histamine  injec- 
tion,14-41’42 particularly  in  regard  to  changes 
in  venous  segment  resistance.  Vascular  re- 
sponses of  both  dog  and  perfused  foreleg  to 
endotoxin  may  be  reproduced  by  histamine 
infusion.21- 32  The  local  vasodilatation,  pro- 
duced by  histamine  is  ultimately  replaced 
by  vasoconstriction  due  to  catecholamine- 
like agents  released  in  response  to  systemic 
arterial  hypotension.  Infusions  or  injections 
of  both  histamine  and  endotoxin  in  small 
sublethal  amounts  decrease  renal  vascular 
resistance.26-29-32  This  decrease  is  also  pro- 
duced by  administration  of  pyrogenic  inulin.3 

Portal  venous  pressure  elevation  and 
hepato-splanchnic  pooling  in  response  to  in- 
travenous injections  of  histamine4  or  endo- 
toxin4’ 39  are  adequately  blocked  by  phenoxy- 
benzamine  in  the  dog.  This  observation  lends 
strong  support  for  the  early  release  of  his- 


tamine after  endotoxin  and  its  important 
role  in  the  development  of  pooling  and  sys- 
temic hypotension.  Recent  studies2-56  corrobo- 
rate the  role  of  histamine  in  endotoxin  shock : 
Significant  beneficial  effetcs  of  antihista- 
minics  were  observed  in  dogs.  Phenoxyben- 
zamine  blocks  the  vascular  constrictor  re- 
sponses to  epinephrine.  Catecholamine  re- 
lease, however,  does  not  appear  to  produce 
early  pooling  and  the  precipitous  fall  in  sys- 
temic arterial  pressure  in  the  dog,  since  these 
agents  are  released  subsequent  to  the  devel- 
opment of  hypotension.30- 32 

Responses  of  the  dog  and  monkey  to  in- 
jected histamine  are  markedly  different. 
However,  within  each  species,  responses  to 
these  agents  are  remarkably  similar  in  cer- 
tain respects,  as  illustrated  in  table  I. 

A recent  study4  has  brought  attention  to 
important  differences  in  regard  to  the  pro- 
tective actions  of  antihistaminic  agents : 
Methapyriline  and  diphenhydramine  in  the 
dog  effectively  block  portal  venous  pressure 
elevation  to  injected  histamine  and  prevent 
hepato-splanchnic  pooling.  The  degree  of 
portal  venous  pressure  elevation  and  pooling 
are  unaltered  however,  when  endotoxin  is 
given  after  the  antihistaminic  agents.  At 
face  value,  these  results  appear  to  offer  sub- 
stantial evidence  against  the  participation 
of  histamine  and  its  subsequent  action  on 
the  hepato-splanchnic  bed.  Phenoxybenza- 
mine,  however,  has  proven  to  be  a very  ef- 
fective antihistaminic  agent.4  This  agent 
may  be  more  beneficial  than  other  antihista- 
minics  in  obliterating  the  characteristic  ac- 
tion of  histamine  released  in  close  proximity 


RESPONSES  OF  DOG  AND  MONKEY  TO  HISTAMINE  AND  ENDOTOXIN 


Measurement  Dog  Monkey 


Histamine 

Endotoxin 

Histamine 

Endotoxin 

Systemic  arterial  blood 
pressure 

Marked 

decrease 

Marked 

decrease 

Modest 

decrease 

Gradual 

decrease 

Portal  vein  pressure 

Marked 

increase 

Marked 

increase 

Negligible 

increase 

Negligible 

increase 

Hematocrit 

Marked 

increase 

Marked 

increase 

No  change 
or 

decrease 

No  change 
or 

decrease 

Table  I 


Journal  / September  1964  / Volume  57 


423 


Shock  / HINSHAW,  BRAKE 

to  the  site  of  action,  i.e.,  the  hepatic  venules. 
It  is  of  interest  that  phenoxybenzamine 
blocks  only  the  venous  response  to  injected 
histamine  while  the  arterial  response  is  un- 
diminished.4 

Endotoxin  and  the  histamine  releaser 
48/80,  have  some  individualized  vascular  ef- 
fects when  administered  one  after  the  other.32 
When  48/80  is  injected  intravenously  in  the 
dog  one  hour  after  endotoxin,  there  is  a 
progressive  drop  in  total  peripheral  resist- 
ance (TPR)  and  an  increase  in  portal  venous 
pressure.  Results  show  a fundamental  dif- 
ference in  the  systemic  arterial  blood  re- 
sponse of  suckling  pups  to  endotoxin  and 
48/80.  The  effect  of  endotoxin  on  the  im- 
mature dog  resembles  the  action  of  endo- 
toxin after  injection  of  48/80  in  the  adult 
in  that  systemic  arterial  pressures  decline 
gradually  in  contrast  to  the  precipitous  fall 
observed  in  adult  dugs.,  Pups,  on  the  other 
hand,  are  very  sensitive  to  48/80,  respond- 
ing with  a rapid  fall  in  arterial  pressure.32 

Histamine  release  early  after  endotoxin 
should  result  in  a decrease  in  total  peripheral 
resistance  (TPR)  in  endotoxin  treated  ani- 
mals.6 The  TPR,  however,  is  relatively  con- 
stant during  the  first  several  minutes  after 
endotoxin  in  the  perfused  dog.28' 60  Histamine 
injection  in  contrast,  elicits  a marked  drop 
in  TPR.4  If  histamine  is  liberated  shortly 
after  endotoxin  and  prior  to  catecholamine 
release,  its  characteristic  effect  on  TPR  is 
notably  absent.  At  face  value,  it  thus  ap- 
pears that  an  early  role  of  histamine  in 
eliciting  arteriolar  dilatation  in  the  dog  is 
questionable,  although  regional  decreases  in 
resistance  may  occur.30  It  is  possible  that  the 
highest  concentration  of  histamine  is  at  the 
site  of  the  hepatic  venules,  and  that  the 
initial  circulating  level  of  histamine  is  in- 
effective in  eliciting  a generalized  decrease 
in  total  peripheral  resistance.  Constrictor 
agents9- 40’ 52’ 56  also  may  be  simultaneously 
released  with  histamine  so  that  the  TPR 
does  not  change  appreciably  in  the  early 
phase  of  shock. 

These  observations  suggest  that  the  vas- 
cular response  to  endotoxin  is  exceedingly 
complex.  Although  the  actions  of  histamine 
and  endotoxin  are  distinctly  similar  in  cer- 
tain instances,  unexplainable  differences 
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clearly  exist.  To  account  for  the  differences 
in  the  vascular  actions  of  endotoxin  and  48/ 
80,  it  is  possible  that  each  agent  liberates 
histamine  at  different  rates  from  varying 
storage  sites,  that  both  cause  the  elaboration 
of  vasoactive  agents  other  than  histamine, 
and  each  has  its  own  peculiar  direct  effects.32 

III.  The  development  of  irreversible  shock. 
Dogs  administered  a lethal  injection  of  endo- 
toxin ultimately  show  a deterioration  follow- 
ing a period  of  partial  recovery,  as  described 
in  the  previous  section.  The  onset  of  deterior- 
ation represents  the  beginning  of  the  period 
of  irreversibility  and  is  terminated  by  death 
within  three  to  24  hours.  The  development 
of  progressive  systemic  hypotension  in  the 
dog  is  accounted  for  on  the  basis  of  decreases 
in  total  peripheral  resistance13’ 25’ 28  and  car- 
diac output.25’28-60 

Mean  systemic  arterial  blood  pressure  is 
the  product  of  total  peripheral  resistance 
and  cardiac  output.  The  following  schema 
has  been  developed  to  explain  the  various 
hemodynamic  alterations  influencing  vas- 
cular resistance  and  cardiac  output,  result- 
ing in  irreversible  systemic  hypotension. 
These  relationships  have  been  obtained  from 
experiments  on  the  dog.  Increases  in  intra- 
vascular and  extravascular  pooling  progres- 
sively decrease  venous  return  both  in  the 
early  and  later  stages  of  endotoxin 
shock.4- 28' 30’ 60  This  is  brought  about  largely 
by  the  combined  effects  of  generalized 
venous  constriction  and  increased  respon- 
siveness of  the  post-capillary  segment  to  cir- 
culating pressor  agents.30’  31> 62  Decreases  in 
responsiveness  to  pressor  agents,30  increases 
in  responsiveness  to  depressor  agents,30  and 
a delayed  progressive  peripheral  vasodilata- 
tion of  pre-capillary  vascular  segments  com- 
bine to  give  a decrease  in  total  peripheral 
resistance.  It  is  thus  seen  that  the  net  effect 
of  a variety  of  perverse  pre-capillary  and 
post-capillary  vascular  responses  is  irrever- 
sible systemic  hypotension.  Histamine-like 
agents  appear  to  bring  about  detrimental 
effects  in  both  pre-capillary  and  post-capil- 
lary segments  because  of  their  influence  on 
peripheral  resistance  and  pooling.4’ 6’ 32  A 
profound  perversity  is  seen  with  epine- 
phrine, which  assumes  a histamine-like 
character,  particularly  in  regard  to  the  post- 
capillary segment30- 31  resulting  in  progres- 
sive pooling.  A drop  in  vascular  resistance 
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INTRAVENOUS  INJECTION 


Figure  2.  Schema  illustrating  the  effects  of  endo- 
toxin on  pre-capillary  and  post-capillary  vascular  seg- 
ments. 

is  due  to  decreased  responsiveness  of  pre- 
capillary vessels  to  circulating  pressor 
agents.30 

Figure  2 summarizes  the  role  of  pre-capil- 
lary and  post-capillary  vascular  segments  in 
the  early  and  delayed  response  to  endotoxin. 
The  net  effects  of  these  changes  are  de- 
creases in  peripheral  resistance  and  cardiac 
output.  The  product  of  these  quantities  is 
irreversible  system  in  hypotension. 

IV  The  significance  of  species  differences 
in  the  response  to  endotoxin. 

The  discussion  in  the  present  paper  has 
largely  been  concerned  with  findings  in  the 
dog.  Interesting  implications  have  arisen  as 
a result  of  recent  publications  on  two  species 
of  monkeys  given  lethal  injections  of  endo- 
toxin.27’42 The  initial  vascular  response  of 
the  monkey  is  remarkably  dissimilar  to  that 
of  the  dog:  A gradual  fall  is  systemic  arte- 
rial pressure  is  observed,  even  with  over- 
whelming doses  of  endotoxin;  there  is  no 
pooling  in  the  hepato-splanchnic  bed  and 
apparently  no  loss  of  circulating  blood  to 
extra-vascular  compartments.  The  monkey, 
however,  dies  following  gradually  develop- 
ing systemic  hypotension  in  much  the  same 
manner  as  the  eviscerated  dog.45  Possible 
similarities  in  the  post-endotoxin  response 
of  man  and  monkey  have  been  suggested.27 
Because  of  the  relative  phylogenetic  proxim- 
ity of  monkey  to  man,  findings  in  the  mon- 
key which  appear  to  be  in  conflict  with  those 
in  the  dog  cannot  be  ignored.  The  gross  dif- 


ferences in  the  dog  and  monkey  bring  to 
question  the  relevance  of  data  on  dogs  in 
relation  to  man,  particularly  in  regard  to  the 
role  of  the  hepato-splanchnic  bed.43’ 44- 57 
A variety  of  parameters  has  been  meas- 
ured during  the  post-endotoxin  period  in  the 
dog  and  monkey  and  the  results  of  these  are 
shown  in  Table  II.  Findings  suggest  that 
irreversible  shock  in  the  monkey  is  not 
caused  by  hepato-splanchnic  pooling  in 
either  intravascular  or  extravascular  com- 
partments. The  role  of  the  central  nervous 
system  in  the  monkey  has  not  been  assayed, 
but  nervous  factors  may  perform  a predomi- 
nant role  in  the  development  of  peripheral 
vasodilatation.55’ 59  There  is  evidence  of  the 
combined  actions  of  vasoactive  agents  in 
producing  progressive  peripheral  vasodila- 
tation and  some  degree  of  intravascular 
pooling  in  peripheral  regions.  These  may 
account  for  the  development  of  irreversible 
shock  in  the  monkey.15’ 16>  27>  42 

V Cardiovascular  factors  to  be  considered 
in  the  response  to  endotoxin. 

Figure  3 is  a schema  to  show  the  possible 
influences  of  the  geometric  (vessel  radius) 
component  of  resistance  and  blood  flow  (V) 
on  systemic  arterial  pressure.  The  drop  in 
pressure  (AP)  in  the  systemic  circuit 
(aortic-right  atrial  pressure)  is  directly  pro- 
portional to  the  cardiac  output  (V)  and  in- 
versely related  to  the  fourth  power  of  net 
vessel  radius. 

THE  EFFECT  OF  ENDOTOXIN  IN  THE  DOG  AND 
MONKEY 


Post-endotoxin 

measurement 

Dog 

Monkey 

Systemic  arterial 
pressure 

Rapid  drop 

Gradual  decline 

Cardiac  output 

Decrease 

Decrease 

Venous  return 

Decrease 

Decrease  (?) 

Total  peripheral 
resistance 

Variable; 

decrease 

Decrease 

Portal  vein  pressure 

Marked  early 
increase 

Negligible  increase 

Visceral  pooling 

Extensive 

Absent 

Visceral  lesions 

Extensive 

Absent  or  minimal 

Foreleg  vascular 
resistance 

Decrease  to 
sustained  rise 

Decrease;  increase 

Foreleg  venous 
segment  resistance 

Sustained  Rise 

Decrease;  increase 

Heart  rate 

Early  decrease 

Variable 

Hematocrit 

Marked  increase 

No  change  or  fall 

Plasma  Hemolysis 

Extensive 

Absent 

White  cell  count 

Marked  decrease 

Marked  decrease 

Table  II 
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POISEUILLE'S  LAW:  AP=  (V)(-^-)  = K(-^) 
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Figure  3.  The  ultimate  effects  of  endotoxin  on  sys- 
temic arterial  pressure  as  a result  of  changes  in  vessel 
radius  and  cardiac  output 

Vessel  diameter.  Possible  factors  influenc- 
ing vessel  diameter  are  shown  in  the  right 
portion  of  the  figure.  Active  changes  due 
to  elaboration  of  dilator  and  constrictor 
agents  were  considered  in  section  II  above. 
Of  importance  in  this  regard,  is  recent 
work55  that  sensitization  of  the  carotid  sinus 
apparatus  in  shock  may  result  in  reflex 
systemic  hypotension.  The  elaboration  of 
catecholamines  in  endotoxin  shock  may 
stimulate  the  pressoreceptors  of  the  carotid 
sinus,  causing  them  to  discharge  impulses  at 
higher  than  normal  rates.  Topical  applica- 
tion of  catecholamines  to  the  carotid  sinus 
region  is  known  to  stimulate  the  carotid 
sinus  pressoreceptors.22  These  influences 
may  account  for  the  decrease  in  peripheral 
resistance  reported  in  endotoxin  shock.  The 
precise  role  of  the  central  nervous  system 
in  endotoxin  shock  is  unknown.  Its  role  in 
early  hepato-splanchnic  pooling  is  relatively 
unimportant61  but  it  appears  to  be  an  essen- 
tial component  in  the  release  of  catechol- 
amines from  the  adrenal  medulla12  and  in 
the  development  of  bradycardia54  during  the 
early  hypotensive  period.  Cholinergic-like 
effects  of  endotoxin  in  the  dog  have  been 
observed58  and  the  release  of  acetycholine 
would  explain  a number  of  cardiovascular 
alterations  produced  by  endotoxin.35  A pos- 
sible pathological  role  of  the  central  nervous 
system  in  promoting  the  development  of  ir- 
reversible shock  must  await  further  investi- 
gation. 
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These  previous  factors  may  perform 
crucial  roles  in  the  development  of  active 
changes  in  vessel  radius.  At  least  two  physi- 
cal factors  not  necessarily  involving  neuro- 
humoral  components,  must  also  be  consid- 
ered: (a)  Critical  closing  pressures  (CCP) 
have  been  reported  in  various  vascular 
beds5- 49  though  not  observed  in  oth- 
ers.17- 36>  37>  38  The  sudden  possible  obliteration 
of  blood  flow  in  regional  beds  due  to  critical 
closing  at  low  systemic  arterial  pressures 
should  be  evaluated,  (b)  The  passive  geo- 
metric factor  of  resistance  at  low  cardiac 
outputs  will  result  in  a higher  than  normal 
peripheral  resistance,  since  at  low  flows, 
resistance  increases  as  a function  of  passive 
decreases  in  vessel  diameter.18’ 51  This  factor 
has  been  evaluated  in  endotoxin  shock.25’ 56 

Blood  flow : The  influence  of  decreased 
venous  return  on  arterial  blood  pressure  in 
endotoxin  shock  has  been  previously  dis- 
cussed. Marked  bradycardia  commonly  ob- 
served in  endotoxin  shock  may  also  influ- 
ence cardiac  output.  Involvement  of  the  caro- 
tid sinus  mechanism  described  above55  may 
account  for  the  appearance  of  bradycardia. 
A decreased  heart  rate,  however,  is  not  ob- 
served in  the  monkey.27  Possible  direct 
effects  of  endotoxin  on  cardiac  integrity 
have  been  studied  by  several  investi- 
gators1- 7- 8-  n> 13>  20>  45>  50  during  hemorrhagic 
hypotension  and  endotoxin  shock.  In  gen- 
eral, only  indirect  effects  resulting  from  low 
blood  flow  and  diminished  tissue  perfusion 
appear  to  damage  cardiac  tissue.1 

SUMMARY 

A review  of  work  carried  out  on  dogs  and 
monkeys  has  described  the  roles  of  vaso- 
active agents  released  by  endotoxin.  The 
intravascular  introduction  of  lethal  injec- 
tions elicits  a series  of  complex  responses 
involving  certain  blood  constituents  and  tis- 
sues. A histamine-like  response  occurs  im- 
mediately after  injection  of  endotoxin  in 
the  dog.  This  results  in  a rapid  fall  in  sys- 
temic arterial  pressure  due  to  a decrease  in 
venous  return.  Histamine  appears  to  be  a 
trigger  device  in  the  early  response  to  endo- 
toxin, resulting  in  the  release  of  catechol- 
amines following  the  development  of  sys- 
temic hypotension.  Data  have  been  presented 
regarding  the  role  of  histamine  in  endotoxin 
shock.  Responses  of  dog  and  monkey  to  his- 
tamine and  endotoxin  are  grossly  different, 
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but  within  a given  species  show  definite 
similarities.  Findings  suggest  that  the  ef- 
fects of  circulating  vasoactive  agents  are 
important  in  the  development  of  irreversible 
shock.  Perverse  vascular  responses  to  hista- 
mine and  catecholamine-like  agents  enhance 
the  development  of  irreversibility.  Responses 
in  the  dog  are  altered  so  that  there  is  net 
dilatation  in  pre-capillary  vascular  segments 
and  net  constriction  in  post-capillary  seg- 
ments. The  ultimate  effect  of  this  perver- 
sity of  responses  is  a tendency  for  a drop  in 
total  peripheral  resistance  and  a progressive 
decrease  in  cardiac  output  (venous  return), 
leading  to  the  progressive  development  of 
systemic  hypotension.  The  response  of  the 
monkey  to  endotoxin  is  in  marked  contrast 
to  that  of  the  dog.  Irreversible  shock  in  the 
monkey  is  not  caused  by  hepato-splanchnic 
pooling.  Gross  differences  between  the  dog 
and  monkey  in  response  to  endotoxin  im- 
plies phylogenetic  variability,  thus  creating 
difficulties  in  comparing  data  from  the  dog 
with  the  suspected  responses  of  man. 

An  analysis  of  the  geometrical  components 
of  Poiseuilles’  Law  has  suggested  both  ac- 
tive and  passive  changes  in  vessel  radius, 
leading  to  a decrease  in  vascular  resistance. 
Total  peripheral  resistance  under  conditions 
of  low  cardiac  output,  must  be  considered 
in  the  light  of  both  passive  and  active 
changes  in  vessel  diameter.  Results  from  a 
number  of  investigations  indicate  that  the 
primary  cause  of  a decrease  in  cardiac  out- 
put in  endotoxin  shock  is  a progressive  de- 
crease in  venous  return.  There  is  insufficient 
evidence  for  a direct  action  of  endotoxin  on 
the  heart.  □ 
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AN  INTERESTING  CAUSE  OF  HEART  FAILURE 

The  subject  of  this  report  developed  large  heman- 
giomas in  the  sixth  month  of  her  pregnancy.  These 
occurred  rather  suddenly  and  were  described  as  large, 
pulsating,  soft  and  spongy.  They  ranged  in  size  from 
1.5  cm  to  nine  cm  and  there  was  a thrill  and  audible 
bruit  associated  with  them.  The  patient  developed 
heart  failure.  Digitalis  and  pressure  over  the  heman- 
giomas were  used  in  treatment.  One  week  following 
delivery  all  tumors  seemed  to  be  rapidly  regressing 
and  a month  later  scarcely  a trace  of  the  lesions  re- 
mained. Three  members  of  the  patient’s  immediate 
family  showed  various  types  of  vascular  nevi. 

EDITOR’S  NOTE:  This  is  an  extremely  interesting 
case  of  a patient  developing  significant  arterio-venous 
fistulae  under  the  influence  of  pregnancy. 

Cardiac  Failure  Due  to  Endocrine  Dependent  Heman- 
giomas, O’tar  T.  Norwood,  M.D.,  and  Mark  A.  Everett, 
M.D.,  Archives  of  Dermatology,  89:  759-760,  May,  1964. 

MEDICAL  STUDENT  ATTITUDES  TOWARD  FOUR 
MEDICAL  SPECIALTIES 

This  study  was  designed  to  explore  the  medical 
student’s  stereotypes,  or  trait  characterizations,  of 
four  medical  specialties:  surgery,  internal  medicine, 
psychiatry  and  general  practice.  It  differed  from 
previous  work  in  that  it  also  examined  (a)  pre-clinical 
and  clinical  differences  in  stereotyping;  (b)  differences 
between  the  specialty  characterizations  of  students 
who  plan  to  enter  and  students  who  do  not  plan  to 
enter  one  of  the  four  specialties;  and  (c)  students’ 
self-trait  characterizations  according  to  their  planned 
specialties. 

A questionnaire  developed  by  the  World  Federation 
for  Mental  Health  was  given  to  343  students  attending 
the  University  of  Oklahoma  School  of  Medicine.  Analy- 
sis of  the  data  so  obtained  revealed  that  medical 
students  in  both  pre-clinical  and  clinical  years  show 
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considerable  agreement  in  their  perceptions  of  traits 
salient  to  the  four  specialties.  Of  considerable  interest 
was  the  implication  that  although  students  entering  a 
particular  specialty  emphasize  the  positive  traits  of 
their  specialty,  their  stereotype  does  not  differ  greatly 
from  the  stereotype  of  students  not  selecting  that 
specialty.  It  was  also  learned  that  characterizations  of 
medical  specialties  as  seen  by  pre-clinical  students  are 
not  based  on  naive  or  distorted  perceptions,  but  are 
in  fact  very  similar  to  the  specialty  characterizations 
of  clinical  students  electing  these  specialties.  This 
article  should  be  read  in  its  entirety  by  anyone  inter- 
ested in  the  medical  student’s  evaluation  of  the  various 
specialties.  It  is  interesting  to  note  in  particular,  the 
rather  high  regard  they  hold  for  the  general  prac- 
titioner. 

John  G.  Bruhn,  Ph.D.  and  Oscar  A.  Parsons,  Ph.D., 
Journal  of  Medical  Education,  39:  40-49,  1964. 

RECENT  PUBLICATIONS 
The  Journal  welcomes  the  opportunity  to  list  current 
publications  by  any  Oklahoma  physician. 

Central  Nervous  System  Effects  of  Chronic  Exposure 
to  Organophosptate  Insecticides,  J.  Robert  Dille, 
M.D.,  and  Paul  W.  Smith,  Ph.D.,  Aerospace  Medicine, 
Vol.  35,  No.  5,  May,  1964. 

Diagnosis  of  Disorders  of  the  Ureterovesical  Junction, 
Wm.  L.  Parry,  M.D.  New  York  State  Journal  of 
Medicine,  64:  6,  744-747,  Mar.  15,  1964. 

The  Behavioral  Science  Correlation  Clinic  as  a Teach- 
ing Device,  A.  Paredes,  J.  Med.  Education,  39:  58-64. 
1964. 

Antihelminthic  Therapy:  A Simplified  Approach,  Ev- 
erett C.  Bracken,  Southern  Medical  Journal,  57:  227- 
30,  Feb.,  1964. 

Reprints  of  the  above  publications  are  usually  available  on 
request  from  the  senior  author,  c/o  Mrs.  Joan  Campbell,  Veter- 
ans Administration  Hospital,  921  N.E.  13th  Street,  Oklahoma 
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Oklahoma  State  Medical  Association 


Asymmetry  of  Radial  Artery 
Pulsations  in  A Young  Woman 
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Instructor  in  Medicine 


Occlusive  VASCULAR  disease  is  usual- 
ly encountered  in  middle-aged  and  older 
populations.  The  clinical  manifestations  may 
be  expressed  in  various  forms  such  as  coro- 
nary artery  disease,  cerebral  insufficiency  or 
intermittent  claudication.  Its  occurrence  in 
young  individuals  often  presents  a problem 
in  differential  diagnosis  and  management. 
The  following  report  illustrates  such  a prob- 
lem in  a young  woman. 

CASE  REPORT 

C.  L.  was  a 24-year-old  white  woman  with 
a chief  complaint  of  numbness  in  her  right 
arm  for  six  months.  This  sensation  was  pre- 
cipitated by  ironing.  Five  or  six  years  earlier 
weak  pulses  had  been  detected  in  the  right 
arm  and  the  patient  was  told  that  she  had 
unequal  blood  pressure  recordings.  Her  only 
pregnancy,  at  age  21,  was  complicated  by 
pre-eclampsia.  There  was  no  history  of 
trauma,  sustained  hypertension,  diabetes 
mellitus  or  ergotism. 

From  the  Department  of  Medicine  and  the  Neurocardiology 
Research  Program  of  the  University  of  Oklahoma  Medical 
Center,  Oklahoma  City,  Oklahoma. 
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Physical  examination  revealed  a healthy 
appearing  white  woman.  Blood  pressures 
were  80/50,  right  arm;  110/80,  left  arm; 
and  110/80,  both  legs.  The  right  brachial 
artery  pulsation  was  weak  and  the  right  ra- 
dial artery  was  not  palpated.  The  remainder 
of  the  peripheral  pulsations  were  strong  and 
synchronous.  There  was  regular  sinus 
rhythm  with  P2>A2  and  normal  heart  size. 
A grade  iii/vi  systolic  ejection  murmur  was 
heard  in  the  second  right  intercostal  space, 
over  the  base  of  the  neck  and  over  the  right 
shoulder.  The  murmur  did  not  radiate  to  the 
back.  The  upper  extremities  were  warm, 
symmetrical  and  strong. 

Laboratory  studies,  including  ECG  and 
chest  roentgenogram  were  normal.  Retro- 
grade arterial  catheterization  revealed  a 
gradient  in  systolic  pressure  across  the  right 
subclavian  artery.  The  systolic  pressure  was 
112  mm  Hg  in  the  axillary  artery,  98  mm  Hg 
in  the  subclavian  artery  and  180  mm  Hg  in 
the  aorta.  Angiograms  demonstrated  nar- 
rowing of  the  distal  portion  of  the  right  sub- 
clavian artery  from  the  scalene  muscle  to 
2.0  cm  past  the  outer  margin  of  the  first  rib. 
There  was  reflux  filling  of  collateral  ves- 
sels. The  axillary  artery  appeared  normal. 
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A representative  angiogram  demonstrates  the  nar- 
rowed segment  of  the  right  subclavian  artery  extending 
from  the  scalene  muscle  to  a point  2.0  cm  distal  to 
the  first  rib.  Reflux  filling  of  collateral  vessels  proximal 
to  the  site  of  the  occlusion  is  seen.  The  right  axillary 
artery  appears  normal. 

DISCUSSION 

These  diagnostic  procedures  demonstrated 
that  the  patient  had  occlusive  vascular  dis- 
ease of  unknown  etiology.  This  lesion  un- 
doubtedly accounted  for  this  patient’s  asym- 
metrical pulsations  and  blood  pressures  and 
for  the  hemodynamic  murmur. 

Innumerable  possibilities  could  have 
caused  the  occlusion.  The  most  likely  diag- 
nosis is  that  she  has  a localized  area  of  ar- 
terial thrombosis.  The  lesion  could  be  sec- 
ondary to  trauma,  localized  infection  or  par- 
turition. Her  history  did  not  aid  in  defining 
a specific  etiology.  Other  possibilities  to  be 
considered  in  the  differential  diagnosis  are 
thromboangiitis  obliterans,  polyarteritis  no- 
dosa, ergotism,  systemic  lupus  erythema- 
tosus and  pulseless  disease  (Takayasu’s) . 

The  necessity  of  making  a definitive  diag- 
nosis of  either  thromboangiitis  obliterans  or 
arteriosclerosis  obliterans  has  been  ques- 
tioned in  recent  years.  A review  of  268  cases 
of  occlusive  peripheral  vascular  disease  by 
McPherson  demonstrated  the  validity  of  such 
a differentiation.  All  of  these  patients  were 
45  years  of  age  or  less.  Those  diagnosed  as 
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thromboangiitis  obliterans  had  incidents 
of  peripheral  vascular  ischemia  complicated 
by  ulceration  and  gangrene  which  necessi- 
tated amputation;  their  life  expectancy  was 
comparable  to  a normal,  healthy  population. 
In  contrast  to  this  group  the  patients  with 
arteriosclerosis  obliterans  had  no  episodes 
of  pheripheral  ischemia,  but  they  had  a defi- 
nitely shortened  life  expectancy  often  com- 
plicated by  myocardial  infarction.  This  clin- 
ical study  lends  credence  to  those  patholog- 
ical studies  that  indicate  thromboangiitis 
obliterans  is  a different  disease  from  ar- 
teriosclerosis obliterans. 

This  occlusive  lesion  demonstrates  how 
Bernoulli’s  principle  manifests  itself  clinic- 
ally. In  1726,  he  wrote,  “Where  the  velocity 
of  flow  is  greatest,  the  lateral  pressure 
against  the  wall  is  least.”  This  law  states 
that  the  total  energy,  i.e.,  pressure  energy 
plus  kinetic  energy,  remains  constant.  The 
velocity  of  blood  increases  when  a blood  ves- 
sel’s lumen  is  narrowed.  Since  the  total  en- 
ergy must  remain  constant  the  lateral  pres- 
sure will  be  reduced  by  a factor  equal  to  the 
kinetic  energy  of  flow.  The  gradual  reduc- 
tion in  lateral  pressure  promotes  further  oc- 
clusion of  the  vessel.  Only  when  the  pressure 
reaches  zero  will  reopening  or  recanalization 
be  promoted.  The  Bernoulli  principle  applies 
to  any  atherosclerotic  occlusive  process, 
whether  it  be  in  the  subclavian  artery  or  in 
the  coronary  arteries. 

The  clinical  management  of  this  patient’s 
condition  is  supportive  and  symptomatic. 
Adequate  collateralization  has  prevented 
vascular  insufficiency  in  her  right  arm.  She 
should  be  evaluated  periodically  for  claudi- 
cation, vascular  lesions  in  other  sites  and  for 
evidences  of  other  systemic  disease. 

Patients  with  occlusive  vascular  disease 
should  be  advised  to  stop  smoking.  Proper 
care  of  the  nails  and  feet  should  be  stressed 
in  an  attempt  to  prevent  unnecessary  com- 
plications in  an  area  of  diminished  arterial 
blood  supply.  While  their  course  is  asympto- 
matic and  uncomplicated  they  should  be  en- 
couraged to  live  a normal  life.  With  the  ex- 
ception of  maintaining  a normal  caloric  in- 
take, dietary  manipulation  is  probably  of  no 
value  in  this  group  of  diseases.  □ 
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Oklahoma  State  Medical  Association 


America’s  favorite  winter  playground 
becomes  the  classroom  for  America’s 
practicing  physicians  — offering  you  in 
four  days  a comprehensive,  compact  post- 
graduate course  in  the  most  recent  develop- 
ments in  medical  science. 


Plan  to  attend  — register  now  — and  be  on 
hand  in  Miami  Beach’s  modern,  air-conditioned  Audi- 
torium and  Exposition  Hall  convenient  to  all  the 
luxurious  seashore  hotels. 

BREAKFAST  ROUNDTABLE  DISCUSSION:  Carcinoma  of  the 
Thyroid  • Rectal  Polyps  • Cosmetic  Surgery  • Peptic  Ulcer 
Treatment  • Problems  of  Terminal  Illness  • Comprehensive 
Health  Appraisal.  SCIENTIFIC  SESSIONS:  Rehabilitation  of  the 
Handicapped  • Iatrogenic  Diseases  • Hypertension  • Pulmonary 
Emphysema  • Nuclear  Medicine  • Public  Health  • Aviation  Medicine 
• Depressive  States  • Cardiac  Arrhythmias  • Advanced  Breast  Cancer 
• Gastrointestinal  Diseases  • Autoimmune  Diseases  • Pyelonephritis  • 
Vascular  Occlusive  Diseases.  THREE-SESSION  COURSE  IN  OBSTETRICS  FOR 
THE  GP  • CLOSED  CIRCUIT  TELEVISION  • MOTION  PICTURE  PREMIERES  • 275 
SCIENTIFIC  AND  INDUSTRIAL  EXHIBITS 


The  complete  scientific  program,  plus  forms  for  advance  registration  and  hotel  accommodations,  will  be  featured  in  JAMA  October  26 

DON’T  MISS  THE  WINTER’S  BIGGEST  MEDICAL  MEETING 
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Regional,  National  Meetings  Scheduled 
For  Oklahoma  City  Next  Month 


Oklahoma  City  will  play  host  in 
October  to  two  important  meetings 
of  national  interest. 

First,  a two-day  Regional  Confer- 
ence on  Aging  and  Long  Term  Care 
will  be  sponsored  jointly  by  the 
American  Medical  Association  and 
the  Oklahoma  State  Medical  Asso- 
ciation. 

This  conference  will  be  conducted 
simultaneously  with  another  major 
medical  meeting,  further  adding 
stature  to  Oklahoma  City’s  claim  as 
one  of  the  nation’s  leading  conven- 
tion sites — the  eighth  annual  meeting 
of  the  American  Association  of  Med- 
ical Assistants. 

Both  conferences  were  struck  by 
the  tragic  September  3rd  death  of 
the  featured  speaker,  Norman  A. 
Welch,  M.D.,  President  of  the  Ameri- 
can Medical  Association  from  Boston, 
Massachusetts.  Doctor  Welch,  who 
died  of  a stroke  in  Wyoming,  was 
scheduled  to  address  luncheons  at 
both  events  and,  while  in  Oklahoma, 
was  to  be  entertained  by  officers  of 
the  OSMA  and  Blue  Cross-Blue 
Shield. 

He  will  be  replaced  on  the  pro- 
grams by  Doctor  Donovan  Ward, 
new  president  of  the  AMA. 

Conference  on  Aging 

Oklahoma  City’s  Skirvin  Hotel  will 
be  the  site  of  the  AMA’s  Confer- 
ence on  Aging,  October  15th  and  16th, 
when  representatives  of  Oklahoma, 
Arkansas,  Missouri,  Kansas,  Texas 
and  Louisiana  will  gather  to  discuss 
the  needs  of  older  people  in  such 
areas  as  employment,  health  main- 
tenance, adult  education,  service  to 
the  community  and  preparation  for 
later  years.  In  addition,  conference 
participants  will  review  new  devel- 
opments in  facilities  and  programs 


for  care  of  long-term  patients  of  all 
ages,  and  ways  of  financing  long- 
term care. 

The  purpose  of  the  conference  is  to 
stimulate  joint  action  at  state  and  lo- 
cal levels  between  medicine  and 
other  groups  with  interest  and  knowl- 
edge in  the  fields  of  aging  and  chron- 
ic illness. 

Conferees  will  represent  health 
agencies  and  professions,  and  other 
groups  such  as  agriculture,  business, 
labor,  churches,  schools,  women’s  or- 
ganizations, service  clubs,  retired 
person’s  organizations,  communica- 
tions media,  and  elected  state  and 
county  officials. 

Oklahomans  to  Participate 

OSMA  President  Harlan  Thomas, 
M.D.,  Tulsa,  will  introduce  Doctor 
Ward  at  the  Saturday  luncheon  ban- 
quet which  concludes  the  two-day 
conference. 

Other  Oklahomans  slated  to  appear 
on  the  program  are  Albert  J.  Glass, 
M.D.,  Director  of  the  Oklahoma 
State  Department  of  Mental  Health, 
Hayden  H.  Donahue,  M.D.,  Chairman 
of  the  OSMA’s  Council  on  Public 
Health,  and  The  Reverend  Joseph 
Shackford,  of  Oklahoma  City’s  St. 
Luke’s  Methodist  Church. 

Oklahoma  City  Mayor  George  Shirk 
will  welcome  conferees  to  Oklahoma 
City. 

According  to  Doctor  Donahue,  all 
Oklahoma  physicians  should  consider 
the  meeting  a command  perform- 
ance. “As  physicians,  we  have  very 
definite  responsibilities  of  leadership 
in  the  health  climate  of  our  com- 
munities, and  the  conference  will  pro- 
vide us  with  a roundup  of  the  latest 
developments  in  the  important 
areas  of  aging,  chronic  illness  and 


long-term  care.  I am  hopeful  that 
several  hundred  Oklahoma  physicians 
will  turn  out  for  the  meeting.” 

Other  headliner  speakers  include 
Dean  W.  Roberts,  M.D.,  Executive 
Director  of  the  National  Commission 
on  Community  Health  Services,  Beth- 
esda,  Maryland;  A.  B.  Halverson, 
Vice-President,  Occidental  Life  In- 
surance Company,  Los  Angeles;  W. 
E.  Beaumont,  Jr.,  President  of  the 
American  Nursing  Home  Association, 
Little  Rock;  and  Charles  Donnelly, 
D.D.S.,  Dental  Consultant  to  the  U.S. 
Public  Health  Service. 

Medical  Assistants  Meeting 

The  role  of  the  medical  assistant 
in  emergencies,  a certification  work- 
shop and  talks  by  Doctor  Ward  of 
the  American  Medical  Association 
and  Henry  Bellmon,  governor  of 
Oklahoma,  will  highlight  the  eighth 
annual  convention  of  the  American 
Association  of  Medical  Assistants 
October  13th-18th  in  Oklahoma  City. 

More  than  700  physicians’  aides  are 
expected  to  attend  the  meeting  at 
the  Sheraton-Oklahoma  Hotel,  ac- 
cording to  Mrs.  Judy  Coleman,  Dal- 
las, president. 

The  officers  of  the  Oklahoma  State 
Medical  Assistants  Society  have  ex- 
tended a special  invitation  to  all 
Oklahoma  physicians  and/or  their 
office  assistants  to  attend  the  con- 
vention. 

“We  need  you  and  we  want  you  to 
join  us,  to  observe  our  business  ses- 
sions as  well  as  to  participate  in  the 
education  programs,”  said  Miss  Ger- 
ry Schwarz,  Oklahoma  City,  chair- 
man of  the  national  convention.  Mrs. 
Veronica  O’Brien,  Oklahoma  City, 
President  of  the  Oklahoma  group, 
said,  “Our  intent  is  to  help  provide 
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for  our  self-improvement,  and  help 
us  become  more  efficient  em- 
ployees.” 

Registration  fee  is  $30.00.  For  more 
information,  medical  assistants  may 
write  to  Mrs.  Stella  Thurnau,  AAMA 
Executive  Secretary,  510  North  Dear- 
born Street,  Chicago,  Illinois,  60610. 

The  convention  officially  opens 
Wednesday,  October  14th,  when  the 
House  of  Delegates,  AAMA’s  policy- 
making body,  convenes  for  a two-day 
session. 

A leadership  symposium  on  the  du- 
ties, responsibilities  and  legal  aspects 
of  the  medical  assistant  in  a clinic, 
solo  practice  or  community  emergen- 
cies will  be  a feature  of  the  general 
session  Friday,  October  16th.  Doctor 
Harlan  Thomas,  President  of  the 
Oklahoma  State  Medical  Associa- 
tion, will  join  Governor  Henry  Bell- 
mon  in  welcoming  conference  partic- 
ipants. 

Participants  of  the  opening  sym- 
posium will  be:  Robert  F.  McCool, 
M.D.,  Clarion,  Iowa;  Robert  S.  War- 
ner, M.D.,  Coatesville,  Pennsylvania; 
Mr.  Hilton  E.  Vilen,  secretary,  Dis- 
aster Committee,  Mayo  Clinic,  Ro- 
chester, Minnesota,  and  Mr.  Richard 
Bergen,  Law  Department,  American 
Medical  Association,  Chicago.  This 
symposium  is  sponsored  by  Wyeth 
Laboratories. 


AMA  President,  Doctor  Norman  Welch, 
Dies  of  Stroke  in  Wyoming 


Norman  A.  Welch,  M.D.,  popular 
new  President  of  the  American  Med- 
ical Association,  died  September  3rd 
in  Jackson,  Wyoming,  almost  twenty- 
four  hours  after  suffering  a massive 
cerebral  hemorrhage. 

The  internist  from  Boston,  Massa- 
chusetts, was  chosen  president-elect 
of  the  AMA  by  acclamation  in  1963 
and  was  installed  as  president  at  the 
San  Francisco  meeting  in  June,  1964. 
He  had  been  a member  of  the  AMA 
House  of  Delegates  since  1951,  and 
served  as  speaker  from  1959  until  his 
selection  as  president-elect. 

Doctor  Welch  was  born  July  10th, 
1902,  in  Brockton,  Massachusetts, 


and  graduated  from  Tufts’  Medical 
School  in  1926. 

From  1933-54,  he  was  instructor  in 
medicine  at  the  Boston  University 
School  of  Medicine,  and  from  1943-57, 
he  was  clinical  professor  of  medicine 
at  Tufts  and  physician-in-chief  at 
Carney  Hospital,  Boston. 

He  had  been  president  of  the  Mas- 
sachusetts Medical  Service  (Blue 
Shield)  since  1950  and  was  chairman 
of  the  National  Blue  Shield  Commis- 
sion from  1955-58.  In  addition,  he  was 
a past-president  of  the  Council  of  the 
New  England  Medical  Society. 

Doctor  Welch  is  survived  by  his 
wife,  four  daughters  and  one  son. 


An  educational  program  is  slated 
for  the  Saturday  morning  session. 
Donald  L.  Cooper,  M.D.,  director, 
Oklahoma  State  University  Hospital 
and  Clinic,  will  pose  the  question, 
‘‘What  Is  Fitness?”  Milford  O. 
Rouse,  M.D.,  speaker,  AMA  House  of 
Delegates,  will  discuss  ‘‘Medical  De- 
mocracy in  Action,”  and  Elvin  M. 
Amen,  M.D.,  Bartlesville,  Oklahoma, 
will  speak  on  ‘‘Communist  Weapons 
in  the  Continuing  Cold  War.” 

AMA  President  Ward  will  be  lunch- 
eon speaker  for  that  day. 

Two  workshops  will  be  held  Satur- 
day afternoon:  ‘‘Certification  for 

Medical  Assistants,”  moderated  by 
Mrs.  Mary  Kinn,  Santa  Ana,  Califor- 
nia, chairman,  AAMA  Certifying 
Board;  and  “Problem-Solving  Clin- 
ics,” conducted  by  Mrs.  Maran  Lit- 
tle, Cedar  Rapids,  Iowa,  chairman 
AAMA  Education  Committee. 

Mrs.  Rose  Merritt,  Savannah,  Geor- 
gia, will  be  installed  as  president  of 
the  12,000-member  organization  at  the 
Saturday  banquet.  Guest  speaker  will 
be  G.  Robert  Gadberry,  vice-presi- 
dent, Fourth  National  Bank  and  Trust 
Company,  Wichita,  Kansas. 

Convention  social  activities  include 
a chuck  wagon  dinner,  the  Presi- 
dent’s luncheon,  a special  tour  of 
Oklahoma  City,  and  a Sunday  break- 
fast. The  convention  ends  Sunday, 
October  18th.  □ 


Speakers  Named 
For  Oklahoma  City 
Clinical  Society 

The  Oklahoma  City  Clinical  So- 
ciety w:ll  open  its  thirty-fourth  an- 
nual three-day  conference  at  the 
Sheraton-Oklahoma  Hotel  on  October 
26th,  1964. 

An  outstanding  program  of  post- 
graduate teaching  which  includes 
lectures  and  discussions  by  fifteen 
distinguished  speakers  selected  from 
various  medical  teaching  centers 
throughout  the  nation,  has  been  ar- 
ranged. 

In  addition  to  the  general  as- 
semblies, there  will  be  specialty  lec- 
tures wh;ch  will  be  held  in  adjacent 
classrooms  and  the  subject  matter 
will  not  interfere  with  the  current 
lectures  before  the  general  assembly; 
breakfast  meetings  to  be  held  on 
Tuesday  morning  at  7:30  a.m.  in  the 
specialties  of  surgery,  medicine  and 
orthopedics ; round-table  luncheon 
meetings  for  the  medical  and  sur- 
gical groups;  and  a clinical  patho- 
logic conference. 

On  Monday  evening  there  will  be 
specialty  group  dinners  honoring  the 
guest  speakers.  Members  and  asso- 
ciate members  may  attend  the  group 
dinner  of  their  choice. 

The  annual  banquet  honoring  guest 
speakers  and  associate  members  and 
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their  wives  will  be  held  on  Tuesday 
evening  in  the  Persian  Room  of  the 
Skirvin  Tower  Hotel.  This  is  the  one 
meeting  of  the  conference  to  which 
physicians  may  take  their  wives  and 
guests.  Associate  members  and  their 
wives  will  receive  complimentary 
tickets.  Special  musical  entertain- 
ment will  be  provided  following  the 
dinner. 

A fine  program  of  entertainment 
is  being  planned  for  the  wives  of  at- 
tending physicians,  which  will  include 
a style  show  and  luncheon. 

Speakers  Listed 

Those  appearing  on  the  program 
will  be:  George  N.  Austin,  M.D., 
(Orthopedic),  University  of  Missouri 
Medical  Center,  Columbia,  Missouri; 
Rudolf  L.  Baer,  M.D.,  (Derma- 
tology), New  York  University  School 
of  Medicine,  New  York  City;  Oliver 
H.  Beahrs,  M.D.,  (Surgery),  Gradu- 
ate School,  University  of  Minnesota, 
Rochester,  Minnesota;  Herschel  P. 
Bentley,  Jr.,  M.D.,  (Pediatrics),  Med- 
ical College  of  Alabama,  Birming- 
ham; Maxwell  G.  Berry,  M.D.,  (Med- 
icine), University  of  Kansas  School 
of  Medicine,  Kansas  City,  Kansas; 
John  Scott  Dunbar,  M.D.,  (Radiol- 
ogy), McGill  University  Faculty  of 
Medicine,  Montreal,  Canada;  Robert 
R.  Franklin,  M.D.,  (Obstetrics),  Bay- 
lor University  College  of  Medicine, 
Houston; 

Stanley  R.  Friesen,  M.D.,  (Sur- 
gery), University  of  Kansas  School  of 
Medicine,  Kansas  City,  Kansas;  Miles 
A.  Galin,  M.D.,  (Ophthalmology), 
Cornell  University  Medical  College, 
New  York  City;  John  S.  Garvin, 
M.D.,  (Neurology),  University  of  Illi- 
nois College  of  Medicine,  Chicago; 
John  B.  Hazard,  M.D.,  (Pathology), 
Western  Reserve  University  School 
of  Medicine,  Cleveland,  Ohio;  Blaine 
E.  McLaughlin,  M.D.,  (Psychiatry), 
Woman’s  Medical  College  of  Penn- 
sylvania, Philadelphia;  Bruce  Proc- 
tor, M.D.,  (Otolaryngology),  Univer- 
sity of  Michigan  Medical  School,  Ann 
Arbor;  Humbert  L.  Riva,  M.D.,  (Gy- 
necology), Seton  Hall  College  of  Med- 
icine, Jersey  City,  New  Jersey;  and, 
Oliver  G.  Stonington,  M.D.,  (Urol- 
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ogy),  University  of  Colorado  School 
of  Medicine,  Denver. 

Eighteen  hours  credit  for  the  con- 
ference has  been  approved  by  the 
American  Academy  of  General  Prac- 
tice. 

A registration  fee  of  $25.00  covers 
all  events  for  the  meeting.  Advance 
registration  may  be  mailed  to  the 
Oklahoma  City  Clinical  Society,  2809 
Northwest  Expressway,  Oklahoma 
City,  Oklahoma.  □ 


OSMA  Awards  Medical 
School  Scholarships 

Joe  L.  Duer,  M.D.,  Woodward, 
past-president  of  the  association  and 
current  chairman  of  the  Fina  icial 
Aid  to  Education  Committee,  appear- 
ed at  September  3rd  indoctrination 
ceremonies  for  the  freshman  class 
at  the  University  of  Oklahoma  School 
of  Medicine  and  presented  OSMA 
scholarships  to  five  academically  out- 
standing students. 

Recipients  of  the  medical  associa- 
tions $500.00  awards  were:  Raymond 
L.  Cornelison,  Jr.,  Oklahoma  City, 
Sherman  B.  Lawton,  Norman,  Sidney 
R.  Matthews,  Wilson,  Alan  D.  Mene- 
fee,  Ada,  and  Gary  E.  Moore,  Wells- 
ton. 

Mr.  Cornelison  is  the  son  of  Mr. 
and  Mrs.  R.  L.  Cornelison,  Oklahoma 
City.  He  is  a graduate  of  Oklahoma 
City  Northwest  Classen  High  School 
and  completed  his  premedical  educa- 
tion at  Oklahoma  City  University. 

Mr.  Lawton  received  his  high 
school  education  at  Norman  and 
graduated  this  spring  from  the  Uni- 
versity of  Oklahoma.  He  resides  in 
Norman  with  his  parents,  Professor 
and  Mrs.  Sherman  P.  Lawton. 

Mr.  Matthews,  a graduate  of  Lone 
Grove  High  School  and  Northwestern 
State  College  of  Louisiana,  resides 
with  his  parents,  Mr.  and  Mrs.  Cecil 
Matthews,  in  Wilson,  Oklahoma. 

Mr.  Menefee  is  the  son  of  Mr.  and 
Mrs.  Bill  H.  Menefee,  Ada.  He  was 
educated  at  Ada  High  School  and 
East  Central  State  College  in  Ada. 

Mr.  Moore  graduated  from  Wells- 
ton  High  School  and  Oklahoma  City 
University.  His  parents  are  Mr.  and 
Mrs.  James  M.  Moore  of  Wellston. 

Oklahoma 


The  scholarship  awards  were  actu- 
ally announced  early  in  the  year  by 
J.  Hoyle  Carlock,  M.D.,  Ardmore, 
who  was  then  chairman  of  the  OSMA 
Financial  Aid  to  Education  Commit- 
tee. The  current  committee  is  com- 
prised of  Doctors  Carlock  and  Duer, 
and  Doctors  Rex  E.  Kenyon,  Oklaho- 
ma City,  Harlan  Thomas,  Tulsa,  and 
Clinton  Gallaher,  Shawnee. 

OSMA’s  financial  assistance  pro- 
gram for  medical  students  at  the 
University  of  Oklahoma  School  of 
Medicine  consists  of  scholarships, 
loans,  and  non-refundable  grants- in- 
aid. Funds  are  raised  each  year 
through  the  earmarking  of  $5.00  from 
the  annual  OSMA  dues  of  each  mem- 
ber of  the  association. 

The  scholarship  portion  of  the  as- 
sistance program  is  specifically  aim- 
ed at  attracting  Oklahoma’s  top  pre- 
medical students  to  the  O.U.  school, 
and,  in  addition,  provides  for  official 
recognition  of  academic  achievement 
by  the  state’s  physicians.  All  first- 
year  students  with  “B”  averages  or 
better  are  eligible  to  apply  for  OSMA 
scholarships  through  the  Associate 
Dean  of  Student  Affairs,  Doctor 
Philip  Smith.  Applicants  are 
screened  and  awards  made  on  the 
basis  of  overall  undergraduate  grade 
averages,  averages  in  the  required 
science  courses,  and  medical  school 
entrance  examination  scores. 

OSMA  loans  are  based  upon  the  ec- 
onomic need  of  the  students  who 
make  application  through  Doctor 
Smith.  Since  the  association’s  House 
of  Delegates  authorized  the  program 
in  1961,  twenty-six  loans  have  been 
granted  in  the  aggregate  amount  of 
$8,400.  The  balance  in  the  loan  pro- 
gram at  the  present  time  is  $8,955.12, 
but  a large  number  of  applications 
will  be  considered  by  the  committee 
on  September  13th. 

The  loans  bear  only  two  per  cent 
simple  interest,  and  such  interest 
does  not  accrue  until  after  the  stu- 
dent has  finished  his  medical  train- 
ing. 

Grants-in-aid  are  available  to  stu- 
dents to  help  them  meet  short-term 
financial  emergencies.  Re-payment  is 
encouraged  but  is  not  mandatory.  □ 

State  Medical  Association 


Professional  Liability 
Conferences  Planned 

In  an  effort  to  stem  the  tide  of 
unmeritorious  professional  liability 
claims  against  Oklahoma  physicians, 
the  OSMA  Council  on  Insurance  has 
announced  the  tentative  scheduling  of 
fourteen  district  meetings  throughout 
the  state. 

According  to  Council  Chairman 
Dave  B.  Lhevine,  M.D.,  Tulsa,  the 
meetings  are  designed  to  increase  the 
physicians’  awareness  of  professional 
liability  pitfalls  and  to  educate  them 
in  medico-legal  matters  of  a prevent- 
ative nature. 

Meeting  sites  are  being  arranged 
on  the  basis  of  OSMA  Trustee  Dis- 
tricts. Trustee  Districts  to  be  cover- 
ed and  the  cities  selected  within 
the  districts  are:  District  I — Vinita 
and  Bartlesville;  District  II  — Pon- 
ca City;  District  III  — Enid;  Dis- 
trict VI  — Oklahoma  City;  District 
VII  — Norman  and  Shawnee;  Dis- 
trict VIII  — Tulsa;  District  IX  — 
Muskogee;  District  X — McAlester 
and  Poteau;  District  XII  — Ada  and 
Ardmore;  District  XIII  — Lawton. 

Physicians  in  the  suggested  meet- 
ing sites  are  now  being  contacted 
and  asked  to  assist  in  local  planning 
and  promotion. 

Claims  Up 

The  malpractice  claims  picture  in 
Oklahoma  and  elsewhere  has  taken 
an  unfavorable  trend  during  the  past 
few  years.  Due  to  a high  incidence 
rate  of  claims  and  resultant  defense 
costs  and  losses,  insurance  premium 
rates  in  the  state  have  been  raised 
in  1963  and  1964,  a situation  which 
demands  the  attention  of  physicians, 
hospitals,  defense  attorneys  and  in- 
surance companies.  Many  of  the 
claims  are  medically  defensible,  but 
too  often  the  position  of  the  defend- 
ent  has  been  weakened  through  poor 
medical  records  and  other  factors 
which  bear  directly  on  the  legal  de- 
fense. 

Through  the  use  of  defense  attor- 
neys, insurance  agents  and  claims  ad- 
justers as  speakers,  Doctor  Lhev- 
ine hopes  the  district  meetings  will 


stamp  out  medico-legal  naivete  and 
result  in  saving  Oklahoma  physicians 
from  unnecessary  professional  lia- 
bility costs  and  embarrassment. 

Good  Cooperation 

“The  insurance  company  which 
protects  the  majority  of  Oklahoma 
physicians,  St.  Paul  Fire  and  Marine, 
is  cooperating  in  the  claims  preven- 
tion effort,”  Lhevine  said,  “and  our 
mutual  concern  over  the  current 
trend  in  incidence  rates  has  brought 
about  the  finest  possible  relationship 
between  the  insurance  company’s  ex- 
ecutive officers  and  the  OSMA  Coun- 
cil on  Insurance. 

“I  believe  we  have  reached  a much 
clearer  understanding  of  the  many 
medical,  social,  legal  and  economic 
factors  which  influence  malpractice 
claims,”  he  continued,  “so  if  there 
is  a bright  side  to  adversity,  it  is 
that  we  have  never  before  enjoyed 
the  degree  of  close  rapport  that  we 
now  have  with  St.  Paul.  Together,  I 
am  confident  that  the  overall 
picture  can  be  improved  in  the 
years  ahead,  and  that  Oklahoma  will 
be  restored  as  one  of  the  leading 
states  where  a physician  can  prac- 
tice his  science  and  art  in  relative 
freedom  from  legal  harassment.” 

While  time  and  distance  will  limit 
the  number  of  meetings  to  be  pre- 
scheduled for  the  year,  Doctor  Lhev- 
ine says  the  Council  on  Insurance  will 
endeavor  to  provide  a similar  pro- 
gram to  any  county  medical  society 
not  otherwise  covered.  □ 

Oklahoma  Rheumatism 
Society  To  Hold 
Annual  Meeting 

Plans  have  been  announced  for  the 
annual  meeting  of  the  Oklahoma 
Rheumatism  Society  to  be  held  Oc- 
tober 25th,  1964,  in  the  Oklahoma- 
Sheraton  Hotel.  The  one-day  meet- 
ing will  convene  at  9:00  a.m.  and 
adjourn  at  4:00  p.m. 

Principal  speaker  for  the  event  will 
be  Donald  F.  Hill,  M.D.,  an  internist 
from  Tucson,  Arizona.  His  subject 
will  be  “The  Medical  Management  of 


Rheumatoid  Arthritis  and  Osteo- 
arthritis.” 

The  meeting  will  be  jointly  spon- 
sored by  the  Oklahoma  Rheumatism 
Society  and  the  Oklahoma  Chapter 
of  the  Arthritis  and  Rheumatism 
Foundation.  □ 

OSMA  Committee  on 
Immunization  Created 

As  a result  of  action  taken  July 
26th  by  the  OSMA  Board  of  Trustees, 
the  formation  of  a special  three-man 
Committee  on  Immunization  was  au- 
thorized. 

The  Trustees,  at  the  request  of 
the  Council  on  Public  Health,  author- 
ized Harlan  Thomas,  M.D.,  OSMA 
President,  to  appoint  the  three-man 
Committee  on  Immunization,  whose 
function  would  be  to  work  with  and 
assist  the  State  Health  Department 
in  developing  and  implementing  a 
statewide  year-round  program  on  im- 
munization education. 

President  Thomas  has  selected  the 
committee,  but  their  acceptance  was 
not  confirmed  at  the  time  of  Journal 
publication. 

According  to  Hayden  H.  Donahue, 
M.D.,  Chairman  of  the  OSMA’s  Coun- 
cil on  Public  Health,  the  need  for 
creating  such  a committee  was  made 
evident  when  the  Council  recognized 
it  was  unable  to  sustain  a statewide 
immunization  education  program  on 
a year-round  basis.  The  chairman 
noted  that  resolutions  have  been  ap- 
proved the  past  several  years  by  the 
OSMA  House  of  Delegates,  calling 
for  such  year-round  programs.  Doc- 
tor Donahue  concludes  that  because 
of  increased  emphasis  by  the  Council 
in  the  field  of  mental  health  and  oth- 
er areas  of  public  health  requiring 
increased  participation,  and  since  the 
State  Health  Department  was  granted 
$160,000  last  year  to  use  in  the  field 
of  immunization  education,  the  log- 
ical move  was  to  form  the  Commit- 
tee on  Immunization  to  assist  the 
State  Health  Department  in  devising 
a sound  educational  program  em- 
bodying principles  set  forth  by  the 
OSMA.  □ 
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Planning  Your  Estate 


. . . requires  many  professional  skills 


In  planning  your  estate,  supplement  your  05MA 
Group  Insurance  with  valuable  individual  coverage. 


WILSON  & WILSON,  INC. 

General  Agent 

1280  First  Nat'l  Bldg.  - Tel.  CE  6-4681 
Oklahoma  City 


As  a professional  person  yourself,  you  expect  comparable 
experience  and  dedication  in  the  people  you  look  to  for 
advice  . . . the  trust  officer  of  your  bank,  your  attorney, 
your  accountant,  your  life  insurance  man. 


They  all  have  certain  valuable  traits  in  common.  Intensive 
training  . . . experience  . . . discretion.  And  a thoroughly 
professional  approach  to  every  problem,  whether  it  be 
large  or  small. 


When  it  comes  to  the  role  of  life  insurance  in  your  personal 
estate  plans,  the  man  from  Mass  Mutual  can  contribute  not 
only  his  professional  skill  and  training,  but  also  the 
facilities  of  his  agency  and  company. 


DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Robert  O.  Bowles  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

720  N.W.  50th  St.  P.  O.  Box  18735 
OKLAHOMA  CITY,  OKLAHOMA  73118 
Telephone  Victor  2-1431 
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included,  as  opposed  to  twelve  rep- 
resentatives from  hospitals.  A load- 
ed council  like  this  can  completely 
control  the  practice  of  medicine. 

For  example,  a surgeon  may  be 
told  that  he  must  accept  a service 
contract,  at  a fee  set  by  a lay  board. 
If  he  refuses,  he  may  be  told  to  prac- 
tice surgery  somewhere  else.  But, 
alas,  he  finds  that  all  hospitals  have 
the  same  rules,  and  he  then  has  the 
choice  of  taking  the  prescribed  fee 
or  getting  out  of  town.  Building  his 
own  hospital  to  achieve  freedom  is 
not  a likely  answer  either,  since  the 
planning  council  won’t  see  any  need 
for  new  beds  in  the  area. 

Far  fetched?  Perhaps  so,  but  not 
if  you  look  down  the  road,  and  not 
if  you  consider  that  Areawide  Plan- 
ning may  become  a matter  of  law 
as  it  has  elsewhere  in  the  country. 

The  greatest  danger,  I feel,  is  the 
movement  of  hospitals  into  the  prac- 
tice of  medicine.  When  the  “How-To- 
Do-It”  manual  was  written  at  the 
regional  meetings,  the  statement  was 
made:  “In  the  interest  of  economy 
and  efficiency,  the  facilities  of  the 
community  hospital  must  be  made 
to  the  vertical  as  well  as  the  hori- 
zontal patient.”  It  was  further  stated: 
“Future  hospital  planning  should  al- 
so take  into  consideration  the  ques- 
tion of  having  physicians’  offices  in 
or  near  the  hospitals.”  Then,  in  an 
American  Hospital  Association  Mono- 
graph, Series  10,  pages  196  and  197, 
we  find:  “Intensive  study  and  skilled 
care,  all  of  increasingly  professional 
levels  of  technical  training,  are  thus 
assuming  prominence  in  an  arma- 
mentarium which  ought  to  be  at  the 
modern  physician’s  command.  Be- 
cause of  this  the  Community  Hos- 
pital is  the  logical  focal  point  for  all 
his  operations.” 

I will  leave  you  to  draw  your  own 
conclusions  as  to  what  these  state- 
ments mean. 

Several  members  of  our  associa- 
tion have  worked  hard  to  alert  the 
profession  to  what  is  coming.  These 
men  have  been  branded  as  “radi- 
cals,” “malcontents,”  etc.,  not  only 
by  the  opposition  but  also  by  some 


of  our  own  members.  It  may  be 
time  for  us  to  redefine  the  term 
“radical,”  and  to  determine  which 
side  of  the  argument  best  fits  the 
definition  — the  opponent  or  the 
champion  of  this  scheme? 

The  medical  profession  has  gone 
on  record  as  being  willing  to  co- 
operate in  establishing  a voluntary 
council  on  areawide  planning,  to  help 
improve  the  coordination  of  medical 
services.  But  our  recommendation 
and  offer  of  assistance  have  been 
ignored  to  date. 

Instead,  we  have  been  directed  as 
to  the  establishment  of  these  plan- 
ning councils,  but  we  have  not  had 
the  opportunity  of  offering  our  coun- 
sel, nor  have  we  been  advised  how 
these  efforts  may  be  kept  voluntary. 

I will  welcome  a plan  to  guaran- 
tee that  no  law  or  ordinance  will 
be  passed  making  these  activities 
less  than  voluntary. — Harlan  Thomas, 
M.D. 

Memorial  Symposium  To 
Be  Held  in  Tulsa 

St.  John’s  Hospital  in  Tulsa  will 
host  the  first  annual  Samuel  Good- 
man Memorial  Symposium  on  Sep- 
tember 18th  and  19th  in  the  hospital 
auditorium. 

Made  possible  by  a perpetual  en- 
dowment fund  established  by  friends 
and  colleagues  of  the  late  Doctor 
Samuel  Goodman,  the  symposium 
will  continue  Doctor  Goodman’s  in- 
terest in  medical  education  by  pro- 
viding a forum  for  outstanding  au- 
thorities to  present  the  latest  infor- 
mation on  topics  of  interest  to  the 
practicing  physician. 

Guest  speakers  for  this  first  sym- 
posium will  be  Doctor  Arnold  P. 
Friedman  of  New  York  City,  Doctor 
Adrian  M.  Ostfeld  of  the  University 
of  Illinois  and  Doctors  Louis  Jolyon 
West  and  Stewart  G.  Wolf,  Jr.,  of 
the  University  of  Oklahoma.  Subject 
material  for  the  meeting  will  be 
“headaches.” 

An  evening  program  on  September 
18th  will  begin  at  7:30  p.m.  followed 
by  a social  hour.  On  Saturday  morn- 
ing, September  19th,  the  final  por- 
tion of  the  program  will  open  at 
9:30  a.m. 


St.  John’s  Hospital  Interns  and 
Residents  Alumni  Association  will  be 
organized  during  the  meeting.  Doc- 
tor Goodman’s  keen  interest  in  con- 
tinuing education  has  provided  the 
impetus  for  the  creation  of  the  as- 
sociation. 

No  registration  fee  will  be 
charged.  □ 

Wilkinson  To  Address 
AMA  Meeting 

The  Sixth  National  Conference  on 
the  Medical  Aspects  of  Sports  will 
be  held  Sunday,  November  29th,  in 
conjunction  with  the  AMA  Clinical 
Convention  in  Miami  Beach,  Florida. 

Many  well  known  sports  figures 
will  speak  at  the  day-long  confer- 
ence, sponsored  by  the  AMA  Com- 
mittee on  the  Medical  Aspects  of 
Sports. 

Bud  Wilkinson,  Norman,  Oklahoma, 
former  University  of  Oklahoma  foot- 
ball coach  and  athletic  director,  and 
consultant  to  the  President’s  Council 
on  Physical  Fitness,  will  be  a prin- 
cipal evening  speaker.  His  subject 
will  be,  “Building  Values  Through 
Athletics.” 

James  E.  Counsilman,  Ph.D., 
Bloomington,  Indiana,  U.S.  Olympic 
Swimming  Coach,  will  give  his  “Re- 
flections on  the  1964  Olympics”  at  a 
luncheon  session. 

Tenley  Albright,  M.D.,  Boston,  for- 
mer Olympic  skating  star,  will  par- 
ticipate in  a discussion  of  “Sports  for 
Girls.” 

Other  speakers  include  Warren  R. 
Guild,  M.D.,  Boston,  who  will  speak 
on  “The  Meaning  of  Endurance,”  and 
Robert  A.  Moore,  M.D.,  Ypsilanti, 
Michigan,  whose  topic  is  “Mental 
Health  Through  Sports.” 

Also  on  the  program  will  be  a 
symposium  on  “The  Shoulder  in 
Sports”  and  discussion  sections  on 
“Sports  for  the  Teen-Ager,”  “En- 
vironmental Considerations,”  and 
“Aquatic  Sports.” 

Thomas  B.  Quigley,  M.D.,  Boston, 
Chairman  of  the  AMA  Committee  and 
Harvard  University  team  physician, 
will  preside  at  the  conference  which 
will  be  held  at  the  Deauville  Hotel.  □ 
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"Stroke  Congress"  Set 
For  Chicago  Next  Month 

The  First  National  Congress  on 
Strokes,  designed  to  stimulate  a 
wide-spectrum  program  of  preven- 
tion and  management  of  strokes  and 
rehabilitation  of  stroke  patients,  has 
been  scheduled  for  October  29th-31st 
at  the  Palmer  House  in  Chicago. 

Sponsoring  agencies  are  the  Amer- 
ican Medical  Association,  American 
Heart  Association,  Heart  Disease 
Control  Program  of  the  U.S.  Public 
Health  Service,  and  Vocational  Re- 
habilitation Administration  of  the  De- 
partment of  Health,  Education  and 
Welfare. 

In  announcing  the  Congress,  Chair- 
man Frank  H.  Krusen,  M.D.,  of  Tem- 
ple University  School  of  Medicine, 
Philadelphia,  pointed  out  that  the 
once  hopeless  connotation  of  the  word 
“stroke”  can  be  modified  by  newly 
developed  concepts  and  techniques  in 
prevention,  and  by  practices  develop- 
ed in  the  last  two  decades  in  reha- 
bilitation. 

The  high  prevalence  of  strokes, 
third  leading  cause  of  death  in  the 
United  States,  is  amenable  to  attack, 
Doctor  Krusen  said.  But  to  be  effec- 
tive, all  members  of  the  community 
of  health  services  must  be  willing  to 
participate. 

Physicians,  nurses,  therapists  of 
all  disciplines,  administrators,  social 
workers,  psychologists,  vocational 
counselors,  community  planners  and 
legislators,  all  have  great  responsibil- 
ity in  translating  the  vision  of  new 
attitudes  and  practices  into  action 
on  a large  scale,  he  added. 

In  a message  to  local  medical  so- 
societies,  the  late  Norman  A.  Welch, 
M.D.,  president  of  the  American 
Medical  Association,  said  that  the 
program,  which  will  be  conducted  by 
an  outstanding  faculty,  will  consti- 
tute an  intensive  course  on  pre- 
stroke detection,  preventive  medical 
and  surgical  techniques,  medical 
care  of  the  acute  stroke  patient  and 


continuing  convalescent  care.  He 
added: 

“Because  of  the  importance  of 
stroke  prevention,  management  and 
rehabilitation  to  the  medical  profes- 
sion and  to  the  people  of  this  coun- 
try, I want  to  urge  each  county 
medical  society  to  have  at  least  one 
of  its  members  attend  the  Stroke 
Congress.” 

Following  the  opening  session 
Thursday,  the  epidemiology,  diagnos- 
is and  prevention  of  strokes  will  be 
discussed  by  Champ  Lyons,  M.D., 
The  University  of  Alabama  Medical 
Center;  Jeremiah  Stamler,  M.D., 
Chicago  Board  of  Health;  Irvine  H. 
Page,  M.D.,  Cleveland,  Ohio;  Clark 
H.  Millikan,  M.D.,  Mayo  Clinic,  Ro- 
chester, Minnesota;  Robert  N.  Baker, 
M.D.,  Veterans  Administration  Cen- 
ter, Los  Angeles,  and  Michael  E. 
DeBakey,  M.D.,  Baylor  University 
College  of  Medicine,  Houston. 

Panel  sessions  on  the  care  of  the 
early  stroke  patient  will  be  held 
Thursday  afternoon  and  Morris 
Fishbein,  M.D.,  will  speak  at  t h e 
Congress  banquet  that  night. 

Friday’s  session  will  include  a dis- 
cussion on  convalescent  and  continu- 
ing care  of  the  stroke  patient  by 
David  Frost,  M.D.,  Vocational  Re- 
habilitation Administration,  Washing- 
ton, D.C.;  Edward  E.  Gordon,  M.D., 
Michael  Reese  Hospital,  Chicago; 
David  Gelfand,  M.D.,  Philadelphia; 
Fredrick  J.  Kottke,  M.D.,  University 
of  Minnesota  Medical  School,  and 
Donald  R.  Sparkman,  M.D.,  Division 
of  Vocational  Rehabilitation,  Olym- 
pia, Washington. 

Television  demonstrations  and 
“fireside”  panels  will  also  be  held 
Friday. 

Saturday  morning’s  session  will  be 
devoted  to  “Community  Programs 
for  Stroke.”  Speakers  will  include 
Mathew  Lee,  M.D.,  New  York  Uni- 
versity Medical  Center;  J.  Gordon 
Barrow,  M.D.,  Georgia  Department 
of  Public  Health;  John  A.  Lichty, 
M.D.,  Colorado  Department  of  Public 
Health;  Sylvia  R.  Peabody,  Visiting 
Nurse  Association;  and  Louis  deBoer, 
Chicago  Heart  Association.  □ 


DEATH 

CYRIL  E.  CLYMER.  M.l). 

1887-1964 

A pioneer  Oklahoma  City  physi- 
cian, Cyril  E.  Clymer,  M.D.,  died 
August  2nd,  1964. 

A native  of  New  Burnside,  Illinois, 
Doctor  Clymer  graduated  from  St. 
Louis  University  School  of  Medicine 
in  1910.  After  residing  in  El  Reno  a 
short  time,  he  established  his  prac- 
tice in  Oklahoma  City  in  1911.  In 
addition  to  his  private  practice,  he 
became  an  instructor  of  surgery  at 
the  University  of  Oklahoma  School 
of  Medicine  in  1914  and  later  was 
named  head  of  the  department. 

Doctor  Clymer  was  the  father  of 
an  Oklahoma  City  physician,  Doctor 
John  H.  Clymer.  □ 


Capital  Acquisitions 
Announces  - 

LOANS  FOR- 

Clinics  and  Offices  — Commercial 
Real  Estate  and  Real  Estate 
Developments— 

Business  Loans. 

OR- 

For  private  investment  and  lending 
opportunities  in  Oklahoma  and  the 
Southwest— 

CONTACT- 

Capital  Acquistions 

LOAN  CONSULTANTS 

2818  First  National  Bank  Building 
Oklahoma  City,  Okla.  73102  CE  6-2474 

(Ncvt  a Securities  Broker) 
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Do  You  Treat  Just  Half  of  a Patient? 


Of  course  not! 

You  are  interested  in  the  health  of  the  whole 
patient. 

And  Oklahoma’s  Rural  Electric  Cooperatives 
don’t  benefit  just  part  of  Oklahoma,  either. 
They  benefit  all  Oklahomans  through  direct 
electrical  service  to  rural  areas. 

And  that’s  just  part  of  the  picture: 

Low-cost  electricity  furnished  by  the  REC  to 
rural  Oklahoma  enables  the  state’s  food  and 
fiber  producers  to  work  more  efficiently  and  to 
provide  all  Oklahomans  with  more  and  better 
food  and  clothing  at  lower  prices. 

REC  electricity  also  means  heat,  light,  refrig- 
eration and  plumbing  for  all  Oklahomans  to 
enjoy  when  they  visit  scenic  rural  recreation 
areas. 


REC  power  serves  remote  microwave  relay 
stations  that  provide  improved  long-distance 
telephone  service  and  help  all  Oklahomans  to 
be  educated  and  entertained  by  television. 

REC  light  and  power  serve  many  consolidated 
schools  and  rural  churches,  as  well  as  numer- 
ous small  businesses  located  far  from  other 
power  sources— such  as  service  stations  and 
roadside  restaurants— that  contribute  so  much 
to  the  comfort  and  well-being  of  all  Oklahomans. 

By  bringing  modern  conveniences  to  rural 
Oklahoma,  the  REC’s  provide  more  safeguards 
for  the  health  of  all  Oklahomans. 

So  you  see,  Oklahoma's  Rural  Electric  Co- 
operatives don’t  benefit  just  rural  Oklahoma 
any  more  than  you  treat  just  half  of  a patient. 

Oklahoma  REC’s  benefit  all  Oklahomans. 


One  of  Oklahoma’s  Great  Tax-Paying,  Free  Enterprise  Businesses  . . . 


OKLAHOMA 


RURAL  ELECTRIC  COOPERATIVES 
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Phelps  Testifies 
Against  Medicare 

Malcom  E.  Phelps,  M.D.,  El  Reno, 
testified  against  Medicare  before  the 
Senate  Finance  Committee  on  Au- 
gust 14th.  Representing  28,000  mem- 
bers of  the  American  Academy  of 
General  Practice,  the  Oklahoma  phy- 
sician presented  testimony  as  the 
key  committee  was  considering  var- 
ious amendments  to  H.R.  11865,  a 
House-passed  measure  to  increase 
cash  retirement  benefits  to  Social  Se- 
curity beneficiaries. 

The  House  of  Representatives  did 
not  include  a program  for  Social  Se- 
curity health  care  when  H.R.  11865 
was  passed.  However,  when  the 
measure  reached  the  Senate,  efforts 
were  made  by  Senator  Gore  of  Ten- 
nessee, by  Senator  Ribicoff  of  Con- 
necticut, and  by  Senator  Javits  of 
New  York  to  amend  such  a feature 
into  the  bill. 

Following  the  testimony  of  Doctor 
Phelps  and  others,  the  Senate  Fi- 
nance Committee  voted  overwhelm- 
ing opposition  to  all  Medicare-t  y p e 
proposals. 

Phelps  dwelled  on  the  point  that 
good  health  or  bad  health  are  not  in- 
flexibly tied  to  age. 

“No  great  and  debilitating  organic 
change  takes  place  at  three  score  and 
five  years,”  he  said.  “If  such  a 
change  does  take  place,  I argue 
that  it  is  imposed  more  by  the  dic- 
tates of  society  than  by  the  will  of 
God.” 

He  spoke  of  the  detrimental  effect 
on  people  brought  about  by  assigning 
them  a “moment  of  eligibility,”  and 
warned  against  legislation  which 
would  compel  them  to  “climb  up  on 
a sociologic  shelf  and  gather  some- 
one else’s  dust.” 

In  attacking  the  need  for  legisla- 
tion of  such  magnitude,  Doctor 
Phelps  again  brought  out  the  individ- 
uality of  patients,  “.  . . their  health 
care  needs  and  their  health  insur- 
ance needs  vary  from  individual  to 
individual  and  from  community  to 
community.  The  moment  you  enact 
legislation  that  provides  specific 


benefits  for  one,  you  will  automat- 
ically neglect  the  needs  of  many.  If 
indeed  there  exists  any  reason  for  a 
government-subsidized  health  care 
plan,  then  have  the  wisdom  and  vi- 
sion to  retain  an  element  of  flexibil- 
ity, the  courage  and  common  sense 
to  provide  for  those  who  need  help 
and  not  for  those  who  are  clearly 
able  to  pay.  Such  a program,  per- 
haps more  often  than  you  realize, 
would  take  from  those  who  have  not 
and  give  to  those  who  have.” 

Doctor  Phelps  also  testified  against 
mandatory  Social  Security  coverage 
for  physicians,  a feature  contained  in 
the  House-passed  version  of  H.R. 
11865,  but  later  stricken  by  the  Sen- 
ate Finance  Committee.  □ 

Miami  Beach  Plays 
Host  To  AMA 
Clinical  Convention 

A scientific  program  attuned  to  the 
current  needs  and  interests  of  the 
practicing  physician  is  planned  for 
the  18th  clinical  convention  of  the 
American  Medical  Association. 

Immunization,  depression,  cardiac 
arrhythmias,  vascular  occlusive  dis- 
eases, emphysema,  iatrogenic  dis- 
eases, and  hypertension  are  only  a 
few  of  the  major  areas  to  be  explored 
during  the  four-day  meeting,  Novem- 
ber 29th -December  2nd. 

More  than  300  physicians  will  par- 
ticipate in  a full  program  of  lectures, 
exhibits,  motion  pictures,  color  tele- 
vision, fireside  conferences  and 
breakfast  roundtables. 

A new  feature  of  the  clinical  con- 
vention this  year  is  a postgraduate 
course  on  obstetrics  for  the  general 
practitioner.  Fifteen  lectures  will  be 
presented  during  three  sessions  rang- 
ing from  infertility  and  prenatal  care 
through  complications  of  labor  and 
anesthesia  to  postnatal  care  and  ma- 
ternal mortality.  Chairman  of  the 
course  is  Ralph  W.  Jack,  M.D.,  Mi- 
ami. 

The  entire  scientific  program,  with 
the  exception  of  the  fireside  confer- 
ences and  breakfast  roundtables,  will 
be  held  in  Miami  Beach  Convention 
Hall.  The  modern,  single-level  struc- 


ture, completed  in  1959,  is  fully  air- 
conditioned  and  boasts  one  of  the  fin- 
est sound  amplification  systems  to 
be  found  anywhere  in  the  nation.  It 
is  located  just  one  block  from  the 
Lincoln  Road  shopping  centers,  Flor- 
ida’s Gold  Coast  and  the  ocean. 

The  popular  fireside  conferences, 
presented  as  a joint  session  of  the 
American  College  of  Chest  Physi- 
cians and  the  AMA,  will  be  held  Sat- 
urday night,  November  29th  at  the 
Fontainebleau  Hotel.  There  will  be 
11  tables  at  which  50  to  60  discussion 
leaders  will  engage  in  an  informal 
and  free  exchange  of  views  on  a va- 
riety of  medical  subjects. 

Six  breakfast  roundtables  are 
scheduled  at  the  di  Lido  Hotel.  Top- 
ics include  cancer  of  the  thyroid,  cos- 
metic surgery  and  peptic  ulcer. 

In  addition,  125  scientific  exhibits 
will  be  on  display  during  the  meet- 
ing, including  a special  exhibit  on 
fractures,  and  some  30  medical  mo- 
tion pictures  will  be  shown  in  the 
afternoons,  Monday  through  Wednes- 
day. 

General  chairmen  of  the  local 
committee  on  arrangements  are  Clif- 
ford C.  Snyder,  M.D.,  and  Nelson  Zi- 
vitz,  M.D.  □ 

Congress  on  Mental 
Illness  Scheduled 

The  American  Medical  Associa- 
tion’s Council  on  Mental  Health  will 
sponsor  the  Second  National  Con- 
gress on  Mental  Illness  and  Health, 
November  5th-7th,  in  Chicago. 

The  meeting  will  provide  a forum 
for  the  exchange  of  ideas  and  ex- 
periences as  well  as  a chance  to 
assess  progress  and  attack  problems 
on  matters  relating  to  mental  ill- 
ness and  health.  One  aim  of  the 
Congress  will  be  to  develop  positive 
guidelines  on  the  role  of  organized 
medicine  and  the  physician  in  pri- 
vate practice  in  various  aspects  of 
mental  health. 

Additional  information  may  be  ob- 
tained from  the  Department  of  Men- 
tal Health,  American  Medical  Asso- 
ciation, 535  North  Dearborn,  Chicago, 
Illinois.  □ 
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The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 

(Formerly  Beverly  Hills  Clinic  and  Sanitarium. ) 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Buildings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 


PSYCHIATRY 

A.  J.  Schwenkenberg,  M.D. 

Joseph  L.  Knapp,  M.D. 
Jackson  H.  Speegle,  M.D. 
Fred  H.  Jordan,  M.D. 


PSYCHIATRY 
Joseph  H.  Lindsay,  M.D. 
John  T.  Holbrook,  M.D. 
PSYCHOLOGY 

Traudi  E.  Jordan-Diener,  Ph.D. 
W.  R.  Garretson,  M.  A. 


1353  N.  Westmoreland  Dallas  11,  Texas  ☆ FE  1-8331 
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Miscellaneous  Advertisements 


GENERAL  practitioner  desires  to 
relocate.  O.U.  graduate,  28-years- 
old,  would  consider  any  size  com- 
munity on  small  investment,  salary 
or  percentage-type  basis.  Contact 
Key  S,  The  Journal,  Oklahoma  State 
Medical  Association,  P.O.  Box  18696, 
Oklahoma  City. 

EXCELLENT  opportunity  for  one 
or  two  general  practitioners  to  buy 
or  lease  complete  new  office  and 
equipment,  including  x-ray.  Clinic 
located  in  Barnsdall,  Oklahoma,  with 
established  practice  of  five  years 
with  far  above  average  gross  and 
net.  Collection  of  95  per  cent  of  ac- 
counts. One  other  M.D.  established 
here,  age  about  75,  without  facilities. 
Also,  lovely  two-story  home  just 
renovated  for  extreme  comfort  and 
beauty.  Contact  Ed  A.  Brashear, 
M.D.,  511  West  Main,  Barnsdall, 
Oklahoma. 


FOR  SALE:  Riding,  Briggs-Strat- 
ton  lawnmower  with  roller.  Call  Mrs. 
Peter  E.  Russo,  VI  3-4953,  Oklahoma 
City. 


GRADUATE  of  the  University  of 
Nebraska  School  of  Medicine,  now 
completing  third-year  residency  in 
dermatology,  wishes  location  in  Okla- 
homa. Contact  Orval  P.  Nesselbush, 
M.D.,  3053  South  83rd  Street,  Mil- 
waukee, Wisconsin. 


EXCELLENT  general  practice  op- 
portunity in  Western  Oklahoma.  Part- 
nership. Contact  Key  B,  The  Journal, 
Oklahoma  State  Medical  Association, 
P.O.  Box  18696,  Oklahoma  City. 


FOR  RENT  or  lease,  4609  North 
Classen  Blvd.,  Oklahoma  City,  2,417 
square  feet,  ultra-modem,  ultra- 
spacious  physician’s  office,  including 
large  reception  room,  secretarial  of- 
fice, two  private  offices,  three  ex- 
amining rooms,  laboratory,  x-ray 
and  dark  room  and  fallout  shelter; 
generous  parking  (approximately 
5,000  square  feet),  ample  air  condi- 
tioning and  heating.  Call  Mrs.  Paul 
WI  2-7760  or  Clyde  H.  Hale,  Jr., 
CE  2-7128. 

FOR  SALE : All  professional  of- 
fice equipment  including,  GE  Cardio- 
scribe,  ultra-violet  lamp,  McKesson 
waterless  metabolator,  ophthalmo- 
scope, cystoscope.  Many  small  in- 
struments. Laboratory  equipment 
and  GE  X-Ray  unit  with  complete 
dark  room  accessories.  Contact  A.  S. 
Nuckols,  M.D.,  211  N.  Sixth,  Ponca 
City,  Oklahoma.  Phone  ROgers  5-4330. 


WESTOAKS  PROFESSIONAL  CENTER 

In  the  new  Westoaks  Village  Shopping  Center— N.W.  10th  and  Rockwell  Ave. 

Attractive  office  space  completed  to  your  specifications  in  Oklahoma  City's  most  successful 
new  center.  Space  available  from  400  to  1500  square  feet.  R.  M.  Webber,  JA  5*0443. 


WANTED : General  practitioner 

with  family  to  join  internist  and  gen- 
eral surgeon,  fully  accredited  40-bed 
hospital  and  adjoining  clinic  in 
Southwest.  No  investment  required. 
Salary  open.  Contact  Key  L,  The 
Journal,  Oklahoma  State  Medical 
Assoc1  ation,  P.O.  Box  18696,  Okla- 
homa City. 


OPENING  for  board  certified  or 
eligible  surgeon,  and  ophthalmologist 
in  well-established  medical  clinic. 
Salary  open,  plus  profit-sharing  in- 
come. Contact  Hansford  Counts,  163 
Herring,  Elk  City,  Oklahoma,  CA- 
5-1139. 


WANTED:  Physician,  one  of  three, 
in  the  industrial  department  of  a 
14-man  mixed  specialty  clinic.  Should 
have  two  years  hospital  training. 
Salary  is  open  and  there  is  a part- 
nership opportunity  available.  Con- 
tact Hays  R.  Yandell,  M.D.,  2020  S. 
Xanthus,  Tulsa,  Oklahoma. 


IDEAL  opening  for  young  doctor 
in  well-established  medical  clinic, 
sharing  recept  on  room  and  equip- 
ment with  three  other  doctors.  Won- 
derful location  on  North  May  Ave- 
nue, Oklahoma  City.  Contact  Frank 
D.  Thompson,  3115  N.  Pennsylvania, 
Oklahoma  City,  JA  5-5700  or  JA  4- 
9552. 


OFFICE  SPACE:  New,  modern 

office  building,  located  at  4700  N.W. 
23rd,  Oklahoma  City,  available  for 
one  or  two  physicians  in  120  days. 
Across  street  from  major  shopping 
center,  ample  off  street  parking. 
Contact  Earl  F.  Malherbe,  Jr.,  4210 
N.W.  39th,  WI  3-3342. 


GENERAL  surgeon  to  take  over 
long-established  practice  in  Okla- 
homa town  of  10,000  people.  Lab- 
oratory and  office  equipment  for 
sale  or  lease.  Contact  Key  R,  The 
Journal,  Oklahoma  State  Medical 
Association,  P.O.  Box  18696,  Okla- 
homa City. 
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From  its  beginning  in  1925  with  a charter 
membership  of  16  to  its  present  membership 
of  390,  the  Woman’s  Auxiliary  to  the  Okla- 
homa County  Medical  Society  has  reflected 
not  only  the  growth  of  a community,  but  the 
development  of  an  ideal  and  of  a profession. 
The  1925  County  Medical  Society  Roster  list- 
ed 164  physicians — the  1964  issue  names  602. 

Very  few  written  records  of  the  earlier 
years  have  been  preserved,  but  the  Auxiliary 
Yearbook  for  1925-26,  its  cover  of  brown 
parchment  beautifully  printed  in  faded  gold, 
tells  in  a few  pages  an  eloquent  story  of  its 
authors’  hopes  for  this  infant  organization. 
Its  objective,  as  stated  in  the  Constitution 
and  By-Laws,  is  essentially  the  same  39 
years  later.  Article  II  of  the  1925  Constitu- 
tion reads:  “The  object  of  this  Auxiliary 
shall  be  to  extend  the  aims  of  the  Medical 
Profession  through  the  wives  of  the  doctors 
to  the  various  Women’s  Organizations  which 
look  to  the  advancement  of  health  and  edu- 
cation, to  assist  in  entertaining  at  all  Okla- 
homa County  Medical  Society  Conventions, 
to  promote  acquaintanceship  among  the  doc- 
tors’ wives  and  families,  that  closer  fellow- 
ship may  exist;  to  assist  in  any  charitable 
or  benevolent  work  as  may  be  brought  to  its 
attention  by  the  Oklahoma  County  Medical 
Society.” 

The  1964  By-Laws  state  simply:  “The  ob- 
ject of  this  organization  shall  be  to  cooper- 
ate with  and  extend  the  aims  of  the  County 
Medical  Society ; to  help  educate  public  opin- 
ion relative  to  the  advancement  of  health; 
to  aid  in  securing  better  medical  legislation 
and  to  promote  fellowship  among  the  mem- 
bers of  the  Auxiliary.”  Thus  the  basic  pur- 
pose of  the  Auxiliary  is  now,  as  it  has  always 
been,  to  be  of  service  to  the  community,  to 
the  County  Medical  Society,  and  to  the  whole 
medical  profession. 

The  first  officers  were: 

President — Mrs.  Edward  P.  Allen 
First  Vice-President — Mrs.  T.  H.  Flesher 
Second  Vice-President — Mrs.  E.  J.  Harbi- 
son 

Recording  Secretary — Mrs.  E.  S.  Frierson 
Corresponding  Secretary — Mrs.  Earl  D. 
McBride 

Publicity  Secretary — Mrs.  W.  K.  West 
Treasurer — Mrs.  Basil  A.  Hayes 
Parliamentarian — Mrs.  A.  M.  Young 
Their  meetings  were  held  on  the  fourth 


auxiliary 


Wednesday  of  each  month,  October  to  May, 
at  10  a.m.,  in  the  University  Club  Room  of 
the  Skirvin  Hotel.  The  1925-26  Yearbook 
lists  three  committees : Program,  Entertain- 
ment, and  Benevolent.  Then,  as  now,  most 
of  the  real  accomplishments  of  the  Auxil- 
iary are  the  result  of  its  committees’  work. 
On  this  foundation  was  built  the  organiza- 
tion which  39  years  later  has  30  committees, 
more  than  half  of  which  are  devoted  to  “be- 
nevolence.” Their  activities  cover  a wide 
range — helping  in  the  numerous  and  ever- 
changing  areas  of  immediate  community 
need,  raising  funds  for  medical  education, 
recruiting  high  school  students  for  health 
careers,  assisting  families  of  medical  stu- 
dents, working  for  desirable  legislation,  and 
collecting  medicines  and  supplies  for  World 
Medical  Relief. 

By  1928,  three  years  after  its  founding, 
the  Auxiliary  had  tripled  its  membership, 
and  their  meetings  were  held  in  a room  at 
the  First  Presbyterian  Church,  where  they 
sewed  for  the  children  at  University  Hos- 
pital. In  1930  the  membership  was  more 
than  100,  and  the  organization  continued  to 
grow  and  develop  in  service  until  in  1941 
there  were  206  active  members,  with  12  com- 
mittees. 

The  years  of  World  War  II  brought  many 
challenges.  Membership  dwindled  and  lead- 
ership changed  often  as  wives  left  to  join 
their  husbands,  or  turned  to  full-time  jobs 
while  their  husbands  were  away.  At  the 
February,  1941,  meeting  the  president,  Mrs. 
F.  Maxey  Cooper,  read  an  article  by  Edith 
Johnson  of  the  Daily  Oklahoman  entitled 
“We  Are  at  War — Women  Must  Work,”  and 
the  membership  very  evidently  responded 
whole-heartedly.  A first-aid  unit  was  or- 
ganized under  the  direction  of  the  Red 
Cross,  each  participating  member  taking  20 
hours  of  instruction.  They  set  aside  every 
Wednesday  morning  to  sew  for  the  Red 
Cross. — To  be  continued  in  the  October  issue 
of  The  Journal. 
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The  Twelfth  Annual  Cancer  Seminar,  spon- 
sored by  the  Oklahoma  Division  of  the 
American  Cancer  Society,  will  be  held  No- 
vember 13th  and  14th  at  Oklahoma  City’s 
Skirvin  Hotel.  The  sessions  will  be  adjourned 
at  11 : 15  a.m.  Saturday,  to  avoid  conflict  with 
the  Missouri-OU  football  game  in  Norman. 
If  you  plan  to  attend  the  seminar  and  game, 
obtain  your  football  tickets  early! 

Rubella  has  reached  epidemic  proportions 

during  the  first  half  of  1964,  according  to 
figures  released  by  the  National  Disease  and 
Therapeutic  Index,  which  is  a nationwide 
survey  of  private  medical  practice.  Visits  to 
physicians  for  German  measles  numbered 
1.8  million  for  six  months,  an  increase  of  500 
per  cent  over  the  same  period  last  year.  The 
main  trouble  was  in  the  East,  which  account- 
ed for  36  per  cent  of  all  reported  cases. 

Relief  is  in  sight  for  the  bewitched.  The 

OSMA  staff,  in  reading  a July  23rd  copy  of 
the  newspaper  East  African  Standard, 
learned  that  forty-seven  African  witchdoc- 
tors have  formed  a national  association  for 
“competent”  practitioners  and  are  seeking 
official  registration  with  the  government.  The 
main  objectives  of  the  group  are  “to  combat 
witchcraft  and  treat  people  who  have  been 
bewitched,  and  also  to  deal  with  thieves.” 
Their  activities,  the  group  leaders  say,  will  be 
“purely  modern.”  The  name  of  the  latest 
edition  of  organized  “medicine”  is  African 
Repairs. 

In  speaking  of  past  accomplishments  in  the 
health  field  and  pledging  even  greater 
future  action,  the  Democratic  platform  in- 
cluded this  statement:  “In  a nation  that  lacks 
neither  compassion  nor  resources,  the  need- 
less suffering  of  people  who  cannot  afford 
adequate  medical  care  is  intolerable:  We  will 
continue  to  fight  until  we  have  succeeded  in 
including  hospital  care  for  older  Americans 
in  the  social  security  program,  and  have  in- 
sured adequate  assistance  to  those  elderly 
people  suffering  from  mental  illness  and 
mental  retardation.  We  will  go  forward  with 
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research  into  the  causes  and  cures  of  disease, 
accidents,  mental  illness  and  mental  retarda- 
tion. We  will  further  expand  our  health  fa- 
cilities, especially  medical  schools,  hospitals 
and  research  laboratories.” 

The  platform  promised  vigorous  enforce- 
ment of  regulatory  powers  of  government, 
additional  legislation  and  more  government- 
sponsored  consumer  information. 

In  1962,  Americans  spent  21.9  billions  on 
health  care  and  21.6  billions  on  recreation. 

Of  the  health  care  dollar,  doctors  got  29 
cents,  hospitals  31  cents,  medicines  and  ap- 
pliances 25  cents,  dentists  10  cents,  and 
other  health  care  costs  amounted  to  5 cents, 
cents. 

American  men  lose  more  than  48  million 
dollars  yearly  from  the  pockets  of  their  suits. 

This  staggering  amount  represents  almost 
one  tenth  of  last  year’s  contribution  to  Unit- 
ed Funds  and  Community  Chests  all  over  the 
country.  More  than  six  million  of  these  lost 
dollars  turn  up  in  taxis  alone. 

The  public  is  not  aware  of  the  record  of 
progress  achieved  by  the  Kerr-Mills  program 
since  permissive  legislation  was  passed  by 
Congress  in  1960.  Forty-two  states  and  four 
jurisdictions  have  placed  in  operation  health 
care  programs  designed  to  help  the  “near 
needy”  (Medical  Assistance  for  the  Aged) 
and  all  fifty  states  and  four  jurisdictions 
now  have  in  effect  Old  Age  Assistance  health 
care  programs. 

MEETINGS 

October  13-18  American  Association  of  Med- 
ical Assistants,  Sheraton-Okla- 
homa,  Oklahoma  City 

October  15-16  AMA  Conference  on  Aging 
and  Long-Term  Care,  Skirvin 
Hotel,  Oklahoma  City 

October  26,  27  and  28  Oklahoma  City  Clinical 
Society.  Sheraton-Oklahoma, 
Oklahoma  City 

October  29-31  National  Stroke  Congress, 
Palmer  House,  Chicago 
November  13-14  American  Cancer  Society, 
Oklahoma  Division,  Inc.,  Skirvin 
Hotel,  Oklahoma  City 

November  29-December  2 American  Medical 
Association,  Miami  Beach,  Flor- 
ida 
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Senator  Louis  H.  Ritzhaupt,  M.D. 

The  SEPTEMBER  18th  fatal  heart  attack 
of  Louis  H.  Ritzhaupt,  M.D.,  brought  to  an 
end  one  of  the  most  distinguished  careers  in 
the  history  of  Oklahoma  government. 

After  twenty-seven  years  as  Logan  Coun- 
ty’s senator,  he  had  become  Dean  of  the  Sen- 
ate and  senior  member  of  the  entire  Okla- 
homa Legislature,  and  had  undoubtedly  au- 
thored more  laws  than  any  contemporary. 
The  Twenty-Ninth  Legislature  paid  tribute 
to  him  in  June,  1963,  by  passing  a special 
resolution  in  his  honor. 

Throughout  his  childhood  days  in  Kansas 
and  Oklahoma,  he  dreamed  of  becoming  a 
physician,  an  ambition  he  realized  in  1917 
when  he  graduated  from  George  Washing- 
ton School  of  Medicine,  Washington,  D.C. 
He  established  a general  practice  in  Guthrie 
after  release  from  World  War  I military 
duty,  and  soon  entered  public  life  through 
his  election  to  the  School  Board  and  City 
Council. 

He  reached  the  State  Senate  in  1933,  and 
was  only  defeated  for  re-election  twice — in 
1953  and  in  last  May’s  primary  where  reap- 
portionment pitted  him  against  the  incum- 
bent President  of  the  Senate.  (He  did  not 
file  for  the  Federally-ordered  September 
29th  primary.) 

Doctor  Ritzhaupt  loved  his  profession  as 
well  as  his  state,  serving  as  OSMA  Delegate 
for  thirty-two  years  and  as  OSMA  President 
in  1935-36. 

During  the  1963  legislative  session,  he 
completely  recodified  Oklahoma’s  Public 
Health  laws  and,  despite  his  defeat  for  re- 
election,  he  continued  to  serve  actively  on 
the  interim  Legislative  Council. 

On  the  day  before  his  death,  he  introduced 
a proposal  to  construct  a new  office  building 
and  laboratory  for  the  State  Department  of 
Health.  If  the  next  legislature  deems  the 
proposal  sound,  it  would  appear  most  fitting 
that  the  structure  be  made  a memorial  to 
Senator  Ritzhaupt.  □ 

Doctor  A.  A.  Hellbaum 

GENERATIONS  of  medical  students,  now 
Doctors  of  Medicine,  are  united  in  sadness 
at  the  loss  of  Doctor  Arthur  A.  Hellbaum. 
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He  was  one  of  the  kindest,  warmest  and  most 
helpful  human  beings  that  one  could  en- 
counter in  the  passage  through  life.  As  a 
teacher,  he  could  not  see  anything  unworthy 
in  a medical  student.  The  worst  student  and 
the  young  man  with  the  least  promise  always 
caught  Art  Hellbaum’s  eye,  and  he  could 
find  many  good  things  to  say  about  this  stu- 
dent. He  would  encourage  and  help  him  gen- 
erously. He  was  incapable  of  giving  a fail- 
ing grade  simply  because  he  didn’t  believe 
that  any  medical  student  was  capable  of  do- 
ing less  than  adequate  work.  Students  sensed 
this  kindliness  and  graciousness  in  his  char- 
acter and  invariably  responded  with  enthus- 
iasm and  warmth  for  the  subjects  he  taught. 

The  sophomore  student  coming  in  contact 
with  Art  Hellbaum  for  the  first  time  began 
to  learn  that  there  is  grace,  beauty  and  won- 
der in  the  medical  sciences  and  that  the 
grimness  and  sheer  drudgery  which  plagued 
them  through  their  preparatory  years  were 
now  beginning  to  change  for  the  better. 

Practicing  physicians  felt  a close  kinship 
to  this  scientist.  He  had  a rare  talent  for 
putting  into  meaningful  terms  the  most  com- 
plex or  obscure  scientific  hypotheses.  I sup- 
pose that  at  one  time  or  another  in  his  career 
as  Professor  of  Physiology  and  Pharmacol- 
ogy at  the  University  of  Oklahoma  School  of 
Medicine,  he  was  a guest  speaker  at  every 
County  Medical  Society  in  Oklahoma.  All 
who  met  him  remembered  him  and  regarded 
him  as  a friend.  He  responded  in  kind. 

It  has  been  interesting  to  note  how  many 
diverse  medical  disciplines  regarded  him  as 
a part  of  their  field  of  medicine.  The  Ob- 
stetricians and  Gynecologists  felt  that  he 
was  one  of  them,  because  of  his  knowledge, 
understanding  and  basic  scientific  work  in 
the  field  of  ovarian  hormones.  The  rheuma- 
tologists certainly  thought  he  belonged  to 
them.  Dermatologists,  Endocrinologists  and 
Generalists  all  felt  close  to  him.  In  a larger 
sense,  however,  he  was  a Professor  in  the 
true  sense  of  the  word.  In  the  academic 
world  he  served  his  many  appointments  well, 
and  medicine  has  truly  lost  a great  talent. 

— John  A.  Blaschke,  M.D.  □ 
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Table  I. 


The  Challenge  of  Treating 
Infants  With  Heart  Failure 


Surgical  therapeutic  advances  for  con- 
genital heart  disease  over  the  past  decade 
have  presented  a major  challenge  to  the  clin- 
ician in  the  detection  and  proper  evaluation 
of  children  with  heart  murmurs.  It  is  now 
abundantly  clear  that  the  greatest  future 
advances  in  congenital  heart  disease  must, 
of  necessity,  come  in  the  infant  age  group 
since  most  of  the  mortality  occurs  under  one 
year  of  age.  Because  of  the  severity  of  un- 
derlying cardiac  conditions,  congestive  heart 
failure  in  the  infant  is  associated  with  an 
overall  60-75  per  cent  mortality.  Although 
at  present  palliative  or  curative  surgery  for 
many  such  patients  carries  considerable  risk, 
this  risk  is  considerably  less  than  that  in- 
volved when  pure  medical  management  fails 
to  control  heart  failure.  It  is  important  at 
this  early  stage,  with  major  therapeutic 
break-throughs  ahead  in  the  next  decade,  to 
emphasize  a team  approach  in  salvaging 
these  patients  who  were  considered  incurable 
a few  years  ago.  Only  with  a vigorous  ap- 
proach for  maximum  medical  therapy,  com- 
plete cardiac  diagnosis,  and  optimal  surgical 
palliation  or  cure  will  this  major  problem  in 
infants  receive  optimal  medical  attention. 
Thus,  the  management  of  most  infants  with 
heart  failure  involves  a “team”  approach  by 
the  patient’s  physician,  the  cardiology  group 
in  a medical  center,  and  the  cardiac  surgeons. 

Three  types  of  cardiac  disease  may  lead 
to  congestive  heart  failure  in  infants: 


(1)  Arrhythmias  with  tachycardia  or 
marked  bradycardia  (complete  heart  block)  : 
Ultimate  diagnosis  here  rests  with  the  elec- 
trocardiogram. 

(2)  Intrinsic  myocardial  disease:  These 
patients  demonstrate  cardiomegaly  by  x-ray 
and  heart  murmurs  usually  are  absent.  Oc- 
casionally, such  patients  will  have  associ- 
ated mitral  insufficiency  with  an  apical  sys- 
tolic murmur. 

(3)  Congenital  heart  disease:  This  is 
by  far  the  most  common  cause  of  heart  fail- 
ure in  infants.  Table  I lists  the  types  of  con- 
genital heart  disease  largely  responsible  for 
heart  failure  in  infants.  With  newer  cardiac 


Cardiac  Anomalies  Causing  Heart  Failure  During  First 
Year  of  Life.  The  conditions  are  listed  in  categories 
denoting  availability  of  surgical  therapy  in  this  age 
group. 

I.  Definitive  Surgical  Procedures  Available. 

1)  Patent  ductus  arteriosus 

2)  Aortic  stenosis 

3)  Coarctation  of  aorta 

4)  Pure  valvular  pulmonary  stenosis 

5)  Cor  triatriatum 

II.  Palliative  Surgical  Procedures  Available. 

1)  Ventricular  septal  defect 

2)  Transposition  of  great  vessels 

3)  Truncus  arteriosus,  types  I and  II 

4)  Common  ventricle  with  left-to-right  shunt 

5)  Atrio-ventricular  canal 

III.  No  Surgical  Procedure  Available. 

1)  Hypoplastic  left  heart  (aortic  and  mitral 
atresia) 

2)  Selected  cases  of  single  ventricle,  dextro- 
cardia and  truncus  arteriosus 

IV.  Predicted  Definitive  Surgical  Procedures  Available 
During  Next  Decade 

1)  Ventricular  septal  defect 

2)  Total  anomalous  pulmonary  venous  drainage 

3)  Transposition  of  great  vessels 

catheterization  techniques  (e.g.,  selective 
cineangiocardiography) , an  accurate  and 
complete  diagnosis  can  be  made  in  all  these 
patients  at  any  age,  including  the  premature 
group.  Ultimate  surgical  therapy  rests  upon 
accurate  diagnosis  and  this  requires  a com- 
plete cardiac  catheterization  in  practically 
all  infants  with  heart  failure  due  to  con- 
genital heart  disease.  Once  this  is  obtained, 
there  are  only  a few  conditions  that  cannot 
be  helped  by  palliative  or  curative  surgery. 
Conditions  such  as  transposition  of  the  great 
vessels,  which  were  incurable  two  to  three 
years  ago,  now  can  be  palliated  in  infancy 
to  allow  survival  to  the  age  of  three  to  four 
years  when  complete  physiological  correction 
can  be  accomplished. 

The  continued  surgical  advances  over  the 
next  decade  will  depend  upon  the  patient’s 
physician,  in  conjunction  with  the  cardiolo- 
gist, pursuing  a vigorous  approach  for  com- 
plete cardiac  diagnosis  so  that  optimal  ther- 
apy can  be  recommended  for  infants  with 
congestive  heart  failure  secondary  to  con- 
genital heart  disease. 

— Madison  S.  Spach,  M.D.,  Department  of 
Pediatrics,  Duke  University  School  of  Medi- 
cine, Durham,  North  Carolina  □ 


444 


Oklahoma  State  Medical  Association 


president’s  page 


When  Senator  A.  S. 
Mike  Monroney  voted  for 
the  Medicare  Bill  on  Sep- 
tember 2nd,  he  voted  for 
imposing  more  than  $20,- 
000,000  in  new  taxes  on 
the  working  people  of 
Oklahoma.  Senator  J. 
Howard  Edmondson  was 
true  to  his  campaign 
promise  during  his  unsuccessful  senatorial 
race.  He  voted  against  affixing  a health  care 
scheme  to  the  Social  Security  Act. 

Senator  Edmondson’s  vote  undoubtedly 
represented  the  vast  majority  of  Oklahoma 
citizens,  while  Monroney’s  vote  was  ap- 
parently influenced  by  forces  outside  his 
electorate. 

Why  did  Monroney  change  his  position 
after  previously  voting  against  Medicare  on 
two  other  occasions?  Why  would  anyone 
vote  for  a bill  so  grossly  unjust  as  to  tax 
all  working  persons — regardless  of  their  own 
financial  problems — to  provide  health  bene- 
fits to  all  persons  who  have  reached  their 
65th  birthdays — regardless  of  their  financial 
needs? 

If  Senator  Monroney  decides  to  run  again 
for  public  office  in  Oklahoma,  he  will  have 
to  explain  his  action  on  the  Medicare  issue. 
Not  only  will  he  have  a difficult  time  justi- 
fying his  candidacy  to  the  health  professions 
of  this  state,  but  in  my  opinion,  the  phil- 
osophy underlying  an  affirmative  vote  for 
Medicare  will  not  be  a saleable  product  to 
Oklahoma  citizens  from  all  walks  of  life. 

Senator  Kerr,  shortly  before  his  death, 
campaigned  hard  to  help  Senator  Monroney 
get  re-elected  to  the  U.S.  Senate.  He  circu- 
lated a letter  to  all  physicians  in  which  he 
reminded  them  of  Monroney’s  opposition  to 
Medicare.  Now  Monroney  denies  that  he  had 
knowledge  of  Kerr’s  letter,  and  states  that 
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he  has  always  favored  the  principle  of  health 
care  through  Social  Security — that  his  prev- 
ious votes  against  the  bill  were  based  on  tim- 
ing, not  principle. 

He  explains  that  we  have  to  get  a Social 
Security  health  program  on  the  books  now 
because  the  absolute  limit  for  O.A.S.I.  tax 
is  ten  per  cent  of  payroll.  Doesn’t  he  know’ 
that  the  measure  he  voted  for  called  for  the 
tax  rate  to  reach  10.4  per  cent  by  1971?  If 
you  can  go  a little  over  a mythical  ceiling, 
can’t  you  go  a little  more,  and  a little  more? 

Neither  Democratic  nor  Republican  ma- 
jorities in  this  state  favor  Medicare.  Those 
who  are  v7ell-informed  know  that  most  of 
Oklahoma’s  senior  citizens  are  already  pro- 
tected by  a program  far  superior  in  the  scope 
of  its  benefits  to  Medicare.  The  Kerr-Mills 
plan  offers  medical,  hospital,  nursing  care 
and  other  benefits  to  persons  over-65  who 
truly  need  public  assistance. 

If  he  thinks  Kerr-Mills  is  too  restrictive, 
he  should  know  that  retired  couples  can  have 
up  to  $3,000  in  annual  income  and  up  to 
$15,000  in  assets  and  still  qualify.  He  should 
know’  that  $26,000,000  in  state  and  federal 
taxes  w’ere  spent  in  Oklahoma  last  year  for 
Kerr-Mills ! 

As  a matter  of  fact,  Senator  Monroney  did 
know  of  the  provisions  and  magnitude  of 
Kerr-Mills,  because  he  w’as  so  advised  by 
doctors,  dentists,  lawyers,  hospital  admin- 
istrators, insurance  people,  newspaper  ed- 
itors, businessmen,  farmers  and  others — by 
Democrats  and  by  Republicans. 

He  voted  for  Medicare  because  he  was  not 
satisfied  with  Kerr-Mills.  It  remains  to  be 
seen  w’hether  or  not  his  electorate  is  satis- 
fied with  him. 
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Research  Aspects  of  Heparin 


LEON  FREEMAN,  Ph.D. 

Heparin  has  been  known  for  a long  time, 
but  full  knowledge  of  its  physiological 
role  is  lacking.  Investigations  now 
undenuay  may  lead  to  new  clinical  uses. 

HePARIN  WAS  discovered  nearly  50 
years  ago  by  Jay  McLean  working  in  How- 
ell’s Laboratory.  It  has  been  in  clinical  use 
for  over  25  years,  notably  in  the  Scandi- 
navian countries  in  the  early  years,  because 
of  the  work  of  Eric  Jorpes  which  culminated 
in  the  commercial  production  of  heparin. 
Despite  the  extensive  laboratory  research, 
and  long  clinical  use  of  heparin,  there  are 
many  questions  concerning  the  chemistry  and 
physiology  of  heparin. 

A great  deal  of  chemical  and  biological 
investigation  has  been  applied  to  heparin.  It 
has  been  chemically  identified  as  a member 
of  a family  of  compounds,  known  as  mu- 
copolysaccharides, one  of  the  primary  com- 
ponents of  connective  tissue  and  ground 
substance.  It  is  unique  in  that  it  is  more 
highly  sulfated  than  any  other  known  natural 
substance  and  it  is  one  of  the  most  highly 
charged  natural  substances  known.  It  has 
been  found  in  essentially  every  tissue  that 
has  been  carefully  examined  with  the 

Presented  at  the  Annual  Symposia  on  Selected  Subjects 
given  in  Ada,  Oklahoma,  March  13th  and  14th,  1964. 

Research  and  Development  Division,  Riker  Laboratories. 
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possible  exception  of  skeletal  muscle.  The 
wide  distribution  of  heparin  is  one  of  the 
things  that  makes  it  particularly  interesting. 

Comprehensive  surveys  of  heparin  levels 
in  human  tissue  have  not  been  carried  out. 
In  my  earlier  investigations,  heparin  was 
found  to  be  relatively  abundant  in  the  tissues 
of  man.  The  lack  of  specific  data  does  not 
permit  making  an  accurate  estimate  of  total 
heparin  levels  in  normal  human  adults. 
Nevertheless,  it  is  possible  to  estimate  that 
the  quantities  which  do  exist  in  the  human 
body  are  probably  substantially  greater  than 
the  average  clinical  dose,  namely,  that  it  is 
probably  more  than  20,000  units  and  may 
range  up  to  50  to  100,000  units.  This  would 
mean  that  when  heparin  is  used  clinically 
in  doses  between  five  and  20,000  units 
the  amounts  being  administered  are  not 
pharmacological  with  respect  to  the  amount 
present  in  the  human  body  but  are  in  the 
physiological  range.  However,  it  should  be 
pointed  out  that  the  overwhelming  bulk  of 
the  endogenous  heparin  present  in  the  nor- 
mal human  or  animal  is  present  in  the  tissue, 
while  injected  heparin  appears  in  the  blood 
stream  in  quantities  much  greater  than  are 
normally  found. 

There  is  a great  deal  of  speculation  as  to 
the  physiological  role  which  heparin  may 
play.  It  was  identified  originally  because  of 
its  ability  to  delay  the  clotting  of  shed  blood. 
Subsequent  investigations  have  shown  that 
it  not  only  will  inhibit  the  clotting  of  blood 
or  plasma  in  the  test  tube,  but  will  do  the 
same  thing  when  administered  parenterally 

Oklahoma  State  Medical  Association 


in  both  man  and  animals  and  that  the  degree 
of  inhibition  of  clotting  is  a function  of  the 
amount  of  heparin  present.  While  this  has 
been  a subject  of  some  controversy,  the 
presence  of  heparin  activity  in  the  blood 
stream  appears  to  be  well  documented  at  the 
present  time.  The  amounts  that  are  present 
are  small  and  are  rather  firmly  bound  to 
proteins.  It  is  not  known,  therefore,  whether 
this  plays  any  normal  role  in  the  homeostatic 
mechanisms  which  maintain  the  fluidity  of 
the  blood.  It  is  intriguing  to  speculate  that 
this  may  be  the  case.  Definitive  evidence  for 
such  a concept  does  not  exist  as  yet. 

Over  20  years  ago,  it  was  discovered  that 
heparin  administered  to  animals  would  in- 
duce the  clearing  of  lipemic  serum.  Subse- 
quently, it  was  found  that  this  was  due  to 
the  elucidation  of  an  enzyme  originally 
called  clearing  factor,  and  now  more  accu- 
rately referred  to  as  lipoprotein  lipase.  This 
enzyme  is  apparently  released  into  the  blood 
stream  only  upon  the  administration  of 
heparin  in  vivo.  The  addition  of  heparin  to 
blood  in  vitro  does  not  produce  this  effect. 
This  enzyme  can  be  measured  and  appreci- 
able levels  are  obtained  following  the  injec- 
tion of  heparin.  The  enzyme  appears  to  act 
upon  the  triglyceride  moiety  of  the  lipo- 
proteins of  serum.  Therefore,  the  injection 
of  heparin  will  reduce  the  serum  triglyce- 
rides. The  presence  of  heparin  in  many  tis- 
sues, particularly  the  fact  that  it  exists  in 
some  abundance  in  adipose  tissue  and  in 
considerable  amounts  in  the  intestine,  leads 
to  the  interesting  speculation  that  heparin 
may  play  a role  in  the  handling  of  triglyce- 
rides and  may  be  an  important  part  of  lipid 
transport  mechanisms  in  mammalian  sys- 
tems. Those  organs  which  have  been  shown 
to  contain  tissue  lipoprotein  lipase,  such  as 
adipose  tissue  and  heart,  contain  heparin  and 
the  heparin  appears  to  be  intimately  related 
to  the  enzyme.  There  is  a substantial  body  of 
evidence  to  show  that  alimentary  fats  are  at 
least,  in  part,  cleared  as  a result  of  lipolysis 
systems  in  the  vascular  system  or  tissue.  It 
is  very  likely  that  this  is  a function  of  lipo- 
protein lipase. 

Adequate  quantities  of  heparin  may  be  an 
essential  part  of  maintaining  this  enzyme 
system  at  a functional  level.  Therefore,  the 
possibility  exists  that  an  inadequate  amount 
of  heparin  can  lead  to  deficiencies  in  the 


clearing  mechanisms  and,  therefore,  to  the 
accumulation  of  serum  lipids.  This  suggests 
that  diseases  due  to  elevated  serum  lipids 
may,  in  part,  be  a reflection  of  a deficiency 
of  heparin  in  the  tissues  of  the  individual. 
Much  more  experimental  work  is  needed  to 
help  establish  the  validity  of  this  concept  but 
it  represents  a potentially  useful  way  of 
looking  at  this  problem. 

Structurally,  heparin,  which  is  a polymer 
containing  many  sulfate  groups,  in  many 
respects  resembles  the  substances  known  as 
ion  exchange  resins.  The  synthetic  cation  ex- 
change resins  are  polymers  which  contain 
sulfonic  acid  groups  and  which  permit  them 
to  selectively  bind  cations  of  a variety  of 
types.  Heparin  and  related  mucopoly- 
saccharides have  a similar  character  and  it 
has  been  postulated  by  Dougherty  that 
heparin  may  very  well  be  a biological  ion 
exchanger.  The  intriguing  feature  of  this 
concept  is  that  there  are  many  important 
biologically  active  cations  which  are  impor- 
tant in  health  and  disease.  In  addition,  to  the 
obvious  inorganic  cations,  such  as  sodium, 
potassium,  calcium,  etc.,  there  are  the  inter- 
esting biogenic  amines,  among  which  are 
histamine,  serotonin,  some  of  the  basic  pep- 
tides, and  catechol  amines,  all  of  which  are 
cations  that  have  physiological  pH’s.  Some 
experimental  tests  have  been  made  and 
would  tend  to  support  this  concept. 

One  such  experiment  which  serves  to 
illustrate  the  apparent  function  that  heparin 
may  have  in  this  system  is  performed  as 
follows:  substances  such  as  48/80  (a  basic 
polymer)  or  polymyxin,  when  administered 
to  animals,  are  known  to  give  rise  to  a re- 
action which  has  been  called  histamine  shock 
and  which  is  due  apparently  to  the  rupture 
of  its  mast  cells,  causing  the  release  of  hista- 
mine and  histamine-like  substances  in  quan- 
tities which  overwhelm  the  animal  and  will, 
ultimately,  lead  to  its  death.  Such  animals, 
when  pre-treated  with  heparin,  can  be  pro- 
tected against  an  LD100  dose  of  polymyxin.  In 
this  case,  there  is  no  apparent  effect  on  the 
animal  with  the  administration  of  the  poly- 

Leon  Freeman  received  his  Ph.D.  in  bio- 
chemistry from  the  University  of  Southern 
California  in  1962.  He  is  a member  of  the 
American  Association  for  the  Advancement 
of  Science  and  the  American  Chemical  So- 
ciety. 
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myxin.  Conversely,  after  the  administration 
of  polymyxin  to  normal  animals,  the  shock 
can  be  completely  reversed  up  to  the  mo- 
ment of  death  by  the  administration  of 
heparin  intravenously.  It  appears  that 
heparin  is  capable  of  blocking  those  toxic 
reactions  which  arise  as  the  result  of  the 
administration  of  a histamine  releaser. 

There  is  substantial  evidence  that  hista- 
mine and  histamine-like  substances  are  im- 
portant mediators  in  allergy,  inflammation 
and  hypersensitive  diseases.  The  initiation 
of  an  acute  exacerbation  of  a hypersensitive 
disease  or  allergic  reaction  in  people  may 
involve  the  release  of  histamine  or  histamine- 
like substances  which  in  turn  triggers 
additional  release  and  this  chain  reaction 
builds  up  leading  to  the  acute  attack.  It  is 
known  from  experiments  in  the  past  that 
the  corticosteroids  are  able  to  interfere  with 
this  reaction  to  some  extent  by  protecting 
the  susceptible  cells,  particularly  the  fibro- 
blasts of  connective  tissue,  from  attack  by 
the  histamine,  therefore,  interrupting  the 
chain  reaction  in  this  manner.  It  is  postu- 
lated that  heparin  acts  on  this  system  in  a 
different  manner,  namely,  by  binding  the 
histamine  and  histamine-like  substances  per- 


mitting their  engulfment  by  cells  such  as  the 
macrophages.  It  also  stimulates  the  macro- 
phages themselves  and  permits  the  removal 
of  these  substances.  This  then  is  another  way 
of  interrupting  the  chain  reaction  and  may 
very  well  be  one  basis  for  the  physiological 
role  of  heparin.  One  may,  therefore,  specu- 
late that  in  pathologies  which  involve  the 
release  of  biogenic  amines,  the  individuals 
who  are  susceptible  to  these  diseases  may  be 
deficient  in  their  tissue  supply  of  heparin 
and  other  mucopolysaccharides.  The  admin- 
istration of  heparin  might  lead  to  the  pro- 
tection of  these  individuals. 

While  much  of  what  I have  indicated  above 
is  speculative,  there  is  an  increasing  body 
of  evidence  accumulating  which  would  tend 
to  support  these  concepts  as  being  meaning- 
ful. It  is  entirely  possible  that  the  ubiquitous 
distribution  of  heparin  and  the  rather  sub- 
stantial quantities  in  all  animal  systems  in- 
cluding man,  reflect  the  important  role  that 
this  substance  may  play  in  a variety  of 
problems  of  maintaining  the  normal  health 
and  internal  environment.  It  is  to  be  hoped 
that  research  presently  under  way  in  many 
laboratories,  and  that  to  be  conducted  in  the 
future,  ultimately  will  help  to  clarify  the 
true  role  that  heparin  plays.  □ 

Riker  Laboratories,  Inc.,  Northridge,  California 


BLOOD  BANKING  CONFERENCE 

The  American  Medical  Association  will  sponsor  a Conference  on  Blood 
and  Blood  Banking,  December  llth-12th,  1964,  at  Chicago’s  Drake  Hotel. 

The  conference  is  directed  to  practicing  physicians,  said  Gunnar  Gun- 
derson, M.D.,  Chairman  of  the  AM  A Committee  on  Blood.  Objective  of 
the  conference  is  to  “motivate  the  medical  profession  to  evaluate  and 
implement  blook  banking  requirements  and  to  participate  generally  in 
local  blood  banking  affairs,”  Doctor  Gunderson  said. 

Louis  K.  Diamond,  M.D.,  director  of  the  Blood  Grouping  Laboratory, 
Boston,  will  outline  the  history  of  blood  banking  in  the  U.S.  A session 
on  “Blood  Banking  Concepts  and  Systems”  will  cover  discussions  on  auto- 
mation, central  typing  and  crossmatching,  medical  sponsorship  and  super- 
vision, and  hospital  programs. 

Other  topics  are  “Blood  Procurement  Concepts  and  Economics,” 
“Blood  Insurance-Assurance  Plans,”  and  “Standards,  Inspection  and  Ac- 
creditation.” In  addition,  the  program  includes  presentations  on  serum 
hepatitis,  blood  research,  and  single  unit  transfusions. 

Further  information  may  be  obtained  from  the  Department  of  En- 
vironmental Health,  AMA,  535  North  Dearborn  Street,  Chicago. 
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A Possible  New  Therapeutic  Approach 
for  Salmonella  Carrier 


J.  H.  FOERTSCH,  M.D.,  F.A.C.P. 

The  recent  Scottish  typhoid  epidemic 
revives  interest  in  the  age  old  problem  of 
Salmonella  infections.  Ampicillin 
failures  ivere  reported.  Furoxone, 
although  not  efficacious  in  the  acute 
illness,  may  prove  to  be  an  answer 
for  the  carrier  state. 

Over  FOUR  HUNDRED  members  of  the 
genus  Salmonella  have  been  identified.  This 
genus  is  a member  of  the  family  Enterobac- 
teriaceae,  which  includes  Shigella,  Proteus, 
Escherichia  and  other  genera.  During  active 
disease,  cultures  of  the  various  body  fluids, 
stool,  sputum,  bile,  spinal  fluid,  pus  and  urine 
permit  the  isolation  and  bacteriological 
identification  of  the  particular  Salmonella 
in  any  given  case.  This  procedure  is  con- 
siderably enhanced  if  specimens  are  obtained 
and  cultured  prior  to  the  use  of  antibiotic 
therapy.  Although  Salmonella  are  suscep- 
tible to  most  antibiotics  in  vitro,  they  may 
have  been  altered  so  as  to  be  resistant  in 
vivo.  The  Salmonella  organisms  are  motile, 
gram-negative  bacilli  capable  of  fermenting 
dextrose,  maltose,  and  mannite,  producing 
a gas.  They  do  not  ferment  lactose  and 
sucrose.  During  infections  they  incite  serum 
agglutin  formation  which  makes  possible 
serological  identification,  a most  important 
asset  relative  to  their  further  precise  identi- 
fication in  any  active  salmonellosis. 

SALMONELLA  ANTIGENS 

Two  types  of  antigens  capable  of  inducing 
serum  agglutins  exist,  the  “somatic”  or  “0” 
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antigens  are  associated  with  the  bacterial 
cell  body,  and  the  “flagellar”  or  “H”  antigens 
which  are  induced  by  the  flagella  of  the  or- 
ganism. The  cell  body  of  the  Salmonella  pro- 
duces, in  most  instances,  two  or  more  “0” 
type  antigens  which,  for  purposes  of  identi- 
fication have  been  assigned  Arabic  numerals. 
When  several  members  of  the  Salmonella 
genus  produce  one  of  the  same  type  “0”  an- 
tigens, they  are  assigned  to  a sera  group ; 
a distinct  serological  entity,  and  in  turn  the 
group  is  characterized  by  a capital  letter 
and  referred  to  as  a “sero  group.”  A group 
designated  by  a capital  letter  contains  many 
individuals,  all  of  them,  however,  produce 
the  identical  type  of  “0”  antigen  and  may, 
in  addition,  produce  a variety  of  other  so- 
matic antigens.  It  is  this  characteristic  of 
identical  somatic  antigen  production  that 
permits  the  assignment  of  a given  strain  to 
a specific  category.  The  other  “0”  (somatic) 
antigens  produced  may  be  quite  different 
within  the  same  strain  but  are  not  used  for 
sero  group  assignment.  Ninety-five  per  cent 
of  Salmonella  capable  of  producing  disease 
in  man  belong  to  five  such  alphabetical 
groups,  designated  by  capital  letters.  These 
are:  A,  B,  C,  (C-l  and  C-2),  D and  E.  (E-l, 
E-2,  and  E-3). 

The  flagella  differ  chemically  from  the 
bacterial  cell  body  and  consequently  produce 
antigens  of  a different  chemical  quality. 
These  are  serologically  distinguishable  from 
the  somatic  antigens  and  are  designated  by 
the  letter  “H.”  The  “H”  antigens  are  vari- 
able, as  the  chemical  composition  and  thus 
the  antigenic  make-up  of  the  flagella  varies, 
and  therefore  the  flagellar  antigen  exhibits 
different  serologic  reactivity  at  different 
times.  This  variance  of  serologic  reactivity 
with  respect  to  the  flagellar  antigens  is 
known  as  “phase  variation.”  However,  not 
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all  Salmonellae  produce  phase  variation,  and 
therefore,  the  flagellar  phases  are  identified, 
or  spoken  of,  as  monophasic  and  diaphasic 
variations.  Where  one  constant  flagellar 
serologic  reactivity  is  obtained  and  main- 
tained, the  flagellar  antigen  in  this  respect 
is  spoken  of  as  Phase  One,  meaning  the 
monophasic  stage.  When  the  flagellar  sero- 
logic reactivity  varies  from  one  serologic 
reaction  to  another,  the  flagellar  antigen  is 
identified  as  diaphasic.  For  purposes  of 
classification,  Phase  One  antigens  are  rep- 
resented by  lower  case  letters  (a  to  z)  and 
various  subscript  Arabic  numerals  attached 
to  the  letter  z ; when  Phase  Two  antigens  are 
identified,  they  are  labeled  by  means  of 
Arabic  numerals,  lower  case  letters,  and 
various  subscript  Arabic  numerals  attached 
to  the  letter  z. 

Example:1 

Because  of  the  numerous  strains  of  known 
Salmonella,  serological  identification  of  in- 
dividual Salmonella  is  beyond  the  capability 
of  most  hospital  laboratories.  However,  for 
practical  purposes,  the  bacterial  isolation  of 
the  Salmonella,  by  means  of  cultures,  estab- 
lishes its  presence  as  an  offending  organism, 
and  then,  the  serological  identification,  as 
determined  by  fixing  the  sero  group  and 
flagellar  antigen  can  be  determined  by  state 
health  laboratories  or  by  the  communicable 
disease  center  of  the  federal  government. 

CLINICAL  MANIFESTATIONS 

Human  infestation  with  Salmonella  or- 
ganisms occurs  frequently.  In  many  in- 
stances the  infections  are  self-limited  with 
gastro-enteric  signs  occurring  12  to  48  hours 
after  ingestion  of  contaminated  food  or 
drink  and  persist  for  one  or  two  days.  The 


onset  of  these  cases  is  heralded  by  nausea, 
vomiting  and  diarrhea,  with  accompanying 
abdominal  cramps  and  a mild  fever  of  24  to 
48  hours  duration.  The  symptoms  are  aggra- 
vating, but  the  clinical  picture  is  usually  so 
mild  that  in  many  instances  the  causative 
agent  is  not  sought  and  the  illness  is  labeled 
as  being  due  to  virus.  However,  in  all  age 
groups  there  may  occur  a fulminating  form 
of  the  illness  accompanied  by  severe  cholera- 
like diarrhea  with  rapid  dehydration,  blood 
in  the  stool,  severe  abdominal  cramping,  high 
fever,  convulsions  and  even  death. 

Saphra2  points  out  that  Salmonella  in  man 
may  assume  four  main  types  of  clinical  man- 
ifestations, namely  “gastro-enteritis,”  a “ty- 
phoidal  or  septic  syndrome,”  “focal  manifes- 
tations,” and  a “carrier  state.”  The  gastro- 
enteric state  is  the  one  most  frequently  seen 
and  ranges  in  severity  from  a mild,  ambu- 
lant form  to  a slightly  more  severe  form  and 
progresses  in  grades  of  severity  to  the  se- 
vere type  wherein  death  results  from  de- 
hydration, electrolyte  imbalance,  nervous 
disturbances  and  overwhelming  toxicity. 

The  “typhoidal”  or  “septic”  syndrome  may 
appear  with  fever  persisting  from  a few  days 
to  several  weeks.  Likewise,  there  may  be 
splenic  enlargement  and  a skin  rash.  In  this 
form,  however,  the  clinician  may  face  a prob- 
lem in  differential  diagnosis  since  the  fever 
and  clinical  state  of  the  patient  resembles 
that  of  a pyrexia  of  unknown  origin  closely 
simulating  typhoid  fever.  If  diarrhea  is  pres- 
ent (and  it  may  be  absent) , it  is  usually  mild 
and  of  a short  duration. 

“Focal  manifestations”  of  an  acute  in- 
flammatory process  may  predominate  the 
clinical  picture.  This  form  is  usually  directly 
or  indirectly  connected  with  the  gastroin- 
testinal tract  and  may  appear  as  an  appen- 
dicitis, cholecystitis,  salpingitis,  or  even  as 
a localized  peritonitis.  Clinically,  these  con- 


ANTIGENIC  COMPOSITION  OF  SOME  SALMONELLAE 


GROUP 

SERO  SOMATIC  SPECIFIC  FLAGELLAR  ANTIGENS 

GROUP  NAME  ANTIGENS  ANTIGEN  PHASE  1 PHASE  2 


A 

S.  paratyphi  A 

1,  2,  12 

2 

a 

B 

S.  paratyphi  B 

1,  4,  5,  12 

4 

b 

1,2 

S.  typhimurium 

1,  4,  5,  12 

4 

i 

1,2 

Ci 

S.  paratyphi  C 

6,7 

7 

c 

1,5 

S.  choleraesuis 

6,  7 

7 

c 

1,5 

C2 

S.  newport 

6,  8 

8 

e,  h 

1,2 

D 

S.  typhi 

9,  12 

9 

d 

— 

Ex 

S.  anatum 

3,  10 

3 

e,  h 

1,6 
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rlitions  are  acute  and  many  times  the  diag- 
nosis is  made  when  a culture  has  been  taken 
during  the  process  of  surgery.  In  some  in= 
stances  localized  abscesses  occur  in  portions 
of  the  body  not  directly  related  to  the  gastro- 
intestinal symptoms.  Involvement  of  the 
brain,  skin,  lungs,  spleen  and  middle  ear 
have  been  reported.  Salmonella  meningitis 
occurs  infrequently,  usually  in  infants  of 
only  a few  days  or  weeks  of  age.  Even  with 
the  use  of  antibiotics  the  mortality  rate  re- 
mains high.  On  rare  occasions  osteomyelitis, 
particularly  involving  the  long  bones,  has 
been  found.  Occasionally  urinary  infections 
of  a Salmonella  origin  are  discovered,  and 
in  these  cases,  the  signs  of  cystitis  are  prom- 
inent. 

The  “carrier  state”  is  most  often  detected 
in  healthy  individuals,  who  may  or  may  not 
have  suffered  from  an  infection  with  Sal- 
monella previously.  Saphra3  reported  that 
in  his  series,  15.5  per  cent  of  the  cultures 
indicative  of  the  Salmonella  carrier  state 
came  from  apparently  healthy  individuals. 
Only  half  of  the  carriers  had  a history  of  an 
attack  of  gastro-enteritis.  Further,  where 
bacteriological  studies  were  complete  the 
organisms  isolated  in  the  active  stage  of  the 
illness  were  identical  to  those  found  in  the 
carrier  state.  Other  carrier  states  may  be 
induced  by  individuals  who  have  contacted 
patients  with  active  salmonellosis  and  have 
contaminated  themselves  without  producing 
an  overt,  acute  form  of  the  disease.  Some- 
how they  succeed  in  establishing  a reservoir 
within  their  bodies  and  shed  organisms  in 
their  excreta.  Therefore  they  become  silent 
carriers. 

Fortunately  in  many  intestinal  Salmonella 
infections,  the  patients  overcome  the  infec- 
tion by  inherent  body  defenses  and  within  a 
few  weeks  clear  the  Salmonella  organism 
from  the  stool  and  other  body  fluids.  Thus, 
they  escape  the  carrier  state. 

MacCready4  suggests  that  in  the  acute 
generalized  infections  of  Salmonella,  as  well 
as  in  the  acute  focal  and  septic  manifesta- 
tions, antibiotics  should  be  used  judiciously. 
If  possible,  material  for  cultures  and  disc 
sensitivity  tests  should  be  taken  before  anti- 
biotic treatment  is  instituted.  The  American 
Public  Health  Association,5  suggests  that  en- 
teritis cases  where  the  infection  appears  to 
be  limited  to  the  intestinal  tract  may  not 


need  any  antibiotic  therapy.  Treatment 
should  be  entirely  supportive,  i.e.,  proper  ad- 
ministration of  fluids  and  electrolytes,  an- 
algesics for  abdominal  discomfort  and  anti- 
diarrheal  drugs  for  dysentery.  Chloramphen- 
icol and  tetracyclines  sometimes  appear  to 
be  effective,  but  the  results  are  unpredict- 
able. Chronic  Salmonella  carriers,  capable 
of  inducing  active  infection  by  personal  con- 
tact, present  a formidable  fifth  column. 
Eradication  and  bacterial  rehabilitation  of 
these  individuals  is  desirable  because  they 
are  a constant  menace  to  public  health.  State 
laws  often  do  not  require  stool  cultures  of 
employees  in  industries  where  personal, 
direct,  or  indirect  contact  of  food  occurs. 
Certainly  present  health  laws  and  legislative 
control  of  food  industries  do  not  approach 
the  safeguards  provided  for  the  dairy  indus- 
try. As  a consequence,  the  summer  months 
throughout  America  are  marked  by  increases 
in  the  morbidity  and  mortality  rates  of  Sal- 
monella induced  diseases. 

Until  recently  antibiotic  therapy  was 
usually  ineffective  in  terminating  a carrier 
state.  Occasionally,  cholecystectomy  offered 
a possible  means  of  eradicating  the  chronic 
carrier  state  in  patients  with  gall  stones. 
However,  cholecystectomy  alone,  cured  an 
average  of  only  four  out  of  nine  carriers.6 

Recently,  the  introduction  of  furazolidone 
(Furoxone®),  has  enhanced  the  physicians’ 
armamentarium  in  that  it  now  affords  a 
relatively  effective,  safe  bactericidal  agent, 
which  may  be  used  to  treat  the  active  disease 
as  well  as  the  carrier  state.  We  present  the 
following  case  of  acute  salmonellosis  with 
identification  of  the  offending  Salmonella 
organism,  identification  of  the  asympto- 
matic carrier  and  successful  eradication  of 
the  carrier  state  by  the  use  of  Furoxone.* 

*Brand  of  furazolidone  was  supplied  through  the  courtesy  of 
the  Eaton  Laboratories,  Norwich,  New  York. 

Since  his  graduation  from  the  Univer- 
sity of  Pittsburgh  School  of  Medicine  in  191+2, 
J.  H.  Foertsch,  M.D.,  has  been  certified  by 
the  American  Board  of  Internal  Medicine. 
His  practice  in  Chickasha,  Oklahoma,  is  lim- 
ited to  his  specialty. 

Doctor  Foertsch  is  a Fellow  of  the  Ameri- 
can College  of  Physicians,  a member  of 
Alpha  Omega  Alpha,  the  Oklahoma  Society 
of  Internal  Medicine  and  a member  of  the 
Board  of  Trustees  of  Blue  Shield. 
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To  date  seven  proven  cases  of  Furoxone  Sal- 
monella eradication  have  been  reported.  This 
report  brings  the  total  to  eight  such  cases.7 

CASE  REPORT  OF  AN  ACTIVE  STATE 

An  84-year-old,  white  male  was  hospital- 
ized September  23, 1961,  with  diarrhea  which 
appeared  24  hours  earlier.  He  had  almost 
continuous  liquid  stools,  abdominal  cramps 
and  fever.  He  was  known  to  have  advanced 
arteriosclerotic  heart  disease  with  auricular 
fibrillation,  generalized  arteriosclerosis  and 
cerebral  arteriosclerosis.  Before  this  illness 
he  had  episodes  of  acute  paranoid  psychotic 
behavior  and  had  been  a management  prob- 
lem on  several  occasions  in  the  past. 

At  the  time  of  the  examination,  his  tem- 
perature was  102  rectally ; he  was  dehydrat- 
ed and  toxic.  The  left  eye  was  blind  from 
an  old  corneal  scar.  In  the  mouth  only  a few 
snags  of  the  lower  central  and  lateral  in- 
cisors remained;  all  other  teeth  were  miss- 
ing. The  tongue  was  heavily  coated,  and  the 
mucous  membranes  were  dry  and  dull.  In- 
spiratory rales  were  audible  over  the  pos- 
terior and  lateral  regions  of  both  lung  fields. 
The  heart  rhythm  was  that  of  auricular  fi- 
brillation with  a rate  of  82/minute,  no  thrills 
were  palpable  and  no  murmurs  were  noted. 
The  abdomen  was  slightly  distended  but  not 
tender,  and  no  masses  were  found.  Digital 
rectal  examination  was  negative  although 
the  prostate  was  slightly  enlarged.  The  ex- 
tremities were  devoid  of  hair  and  the  dorsalis 
pedis  and  posterior  tibial  arteries  were  not 
palpable. 

Within  48  hours  after  admission  the  pa- 
tient developed  large,  blue  blotches  over  the 
legs  and  thighs  despite  fluid  and  electrolyte 
replacement.  This  was  accompanied  by  a 
decreased  systolic  pressure  to  an  80-90  range 
with  diastolic  pressure  of  60-70.  The  patient 
became  restless  and  dehydration  increased. 
Electrolyte  studies  disclosed  a carbon  dioxide 
combining  power  of  21.4  meq./liter,  chlo- 
rides 105.1  meq./liter,  potassium  3.2  meq./ 
liter  and  sodium  137  meq./liter.  Clinically 
the  patient  presented  the  picture  of  acute 
adrenocortical  insufficiency  and  accordingly 
was  given  cortisone  intravenously  as  well  as 
intramuscularly.  He  also  received  supple- 
mental glucose  and  normal  saline  intra- 
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venously.  Within  an  hour  his  blood  pressure 
returned  to  admission  levels  of  130/80, 
and  the  skin  changes  disappeared.  He  was 
then  given  a diet  high  in  salt  content,  sup- 
plemental electrolytes  subcutaneously.  The 
cortisone  therapy  was  continued  plus  symp- 
tomatic treatment  of  the  diarrhea  with  Kao- 
pectate.® 

He  continued  to  improve  clinically  with 
subsidence  of  the  diarrhea  and  a return  to 
normal  temperature  by  September  26,  1961. 
The  stool  culture  showed  Salmonella  oranien- 
burg,  Sero  Group  Cx,  Somatic  Antigens  6,  7, 
Flagellar  Antigen  Phase  1 m,  t. 

As  the  patient  continued  to  improve  no 
antibiotics  were  given  and  his  convalescence 
was  without  further  sequelae.  Follow-up 
stool  cultures  failed  to  demonstrate  a carrier 
state. 

REPORT  OF  THE  CARRIER  STATE 

The  Oklahoma  State  Department  of  Health 
then  contacted  the  personnel  of  the  nursing 
home  from  which  this  man  had  been  admit- 
ted to  the  hospital,  and  stool  cultures  were 
done  on  each  of  the  nursing  home’s  em- 
ployees. A white  female,  50  years  of  age,  in 
good  health  was  found  to  be  a carrier  and 
Salmonella  oranienburg  of  the  same  type 
was  cultured  from  her  stool.  Serum  was 
taken  from  this  suspected  carrier  and  an 
antigen  was  prepared  and  titrated  against 
her  sera.  The  “O”  antigen  disclosed  a titer 
of  1:640,  and  the  “H”  antigen  disclosed  a 
titer  of  1 :2560.  Although  she  gave  no  his- 
tory of  a previous  acute  infection,  the  agglu- 
tination studies  proved  that  she  had  experi- 
enced a Salmonella  oranienburg  infection  in 
the  past.  Then  with  the  isolation  of  the  same 
Salmonella  from  both  the  patient  and  this 
individual,  she  was  labeled  an  asymptomatic 
carrier  and  held  responsible  for  the  acute 
infection  in  the  patient.  Eradication  was  at- 
tempted first  by  using  chloramphenicol  and 
later  tetracyclines  but  follow-up  stool  cul- 
tures continued  to  show  Salmonella  oranien- 
burg. 

Six  months  after  her  identification  as  a 
carrier  her  stool  cultures  remained  positive 
so  Furoxone  tablets,  100  mg.  every  four 
hours  were  started  and  continued  for  two 
weeks.* 

*This  therapy  was  initiated  at  the  suggestion  of  Dr.  F.  R. 
Hassler  of  the  Oklahoma  State  Department  of  Health. 
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This  treatment  was  begun  January  12, 
1962,  and  stool  cultures  were  done  February 
5,  1962,  February  20,  1962,  and  February  27, 
1962.  All  were  reported  negative.  It  was 
felt  that  the  Furoxone  had  eradicated  an 
asymptomatic  carrier  after  chloramphenicol 
and  tetracycline  had  failed.  To  check  the 
efficacy  of  the  Furoxone,  another  stool  cul- 
ture was  done  on  September  9,  1963.  It  was 
reported  negative. 

SUMMARY 

A discussion  of  human  Salmonella  infes- 
tation with  pertinent  facts  concerning  the 
bacteriology  has  been  presented.  In  addi- 
tion, the  case  of  an  elderly  gentleman  with 
the  clinical  “gastro-enteric”  form  of  Sal- 
monella infestation  is  presented.  His  case 
was  severe  enough  to  precipitate  an  acute 
adrenocortical  insufficiency  which  required 


cortisone  therapy,  but  later  he  overcame  the 
infection  and  survived  without  becoming  a 
carrier.  No  antibiotic  therapy  was  used  dur- 
ing his  illness. 

The  carrier  who  was  responsible  for  the 
acute  illness  in  the  elderly  gentleman  was 
identified.  Attempts  to  eradicate  the  carrier 
state  with  chloramphenicol  and  tetracycline 
were  unsuccessful  but  two  weeks  treatment 
with  Furoxone,  100  mg.  four  times  a day, 
cleared  the  stool  permanently  of  the  offend- 
ing organism.  □ 
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PAPILLEDEMA 


Diagnosis  and  Differential  Diagnosis 


W.  S.  MUENZLER,  M.D. 


The  diagnosis  of  a well  developed 
papilledema  or  “ choked  disc”  is  not 
difficult.  The  purpose  of  this  paper 
is  to  present  clues  for  the  early 
diagnosis  of  papilledema  and  to 
discuss  the  many  conditions  which 
may  appear  to  be  papilledema 
and  are  not. 

P APILLEDEMA  is  a term  which  denotes 
passive,  non-inflammatory  edema  of  the 
optic  discs  from  any  cause.  Choked  disc  is 
a more  specific  designation  which  refers  to 
papilledema  due  to  increased  intracranial 
pressure.  The  late  Alfred  Kestenbaum4 
coined  the  term  “spurious  papilledema”  to 
include  non-inflammatory  swelling  of  the 
disc  due  to  causes  other  than  increased  intra- 
cranial pressure.  The  purpose  of  this  paper 
is  to  discuss  the  means  of  recognition  of 
papilledema  and  to  review  the  numerous 
possibilities  involved  in  the  differential  di- 
agnosis. Certainly  this  should  be  of  wide- 
spread interest  inasmuch  as  the  general 
practitioner,  pediatrician,  internist,  and  in- 
deed virtually  every  physician  may  encounter 
this  problem  at  sometime  during  his  practice. 

From  the  Department  of  Ophthalmology,  University  of  Okla- 
homa Medical  Center. 
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PATHOGENESIS  OF  PAPILLEDEMA 

The  actual  mechanism  involved  in  the  pro- 
duction of  papilledema  is  not  known.  Sev- 
eral factors  enter  into  the  pathogenesis.  Ana- 
tomically the  subarachnoid  space  of  the  brain 
communicates  openly  with  the  subarachnoid 
space  around  the  optic  nerve.  Normally  the 
tissues  anterior  to  the  lamina  cribrosa  (the 
perforated  portion  of  the  sclera  through 
which  the  optic  nerve  passes)  are  subject 
to  the  intraocular  pressure,  which  ranges 
from  12  to  22  mm  Hg.  The  tissues  posterior 
to  the  lamina  are  subject  to  the  intracranial 
pressure  which  normally  averages  less  than 
9 mm  Hg.  Therefore,  there  is  a small  but 
definite  flow  from  anterior  to  posterior,  and 
any  condition  which  alters  this  pressure 
gradient  may  cause  edema  of  the  disc.  In- 
creased intracranial  pressure  may  reverse 
this  ratio  or  conditions  causing  hypotonjr 
of  the  globe  (inflammations,  perforating  in- 
juries) change  the  ratio  with  the  same  effect. 

The  central  retinal  vein  coming  from  the 
eye  must  traverse  the  subarachnoid  space  of 
the  optic  nerve  and  may  be  partly  com- 
pressed due  to  an  increased  intracranial  or 
intraorbital  pressure.  It  is  known  that  when 
the  arterial-venous  pressure  changes  from 
a normal  ratio  of  2:1  to  2:1.4  the  disc  tends 
to  swell.  The  anatomic  arrangement  of  the 
supporting  fibers  of  the  retina  prevent  its 
swelling  as  greatly  as  the  disc,  wherein  the 
fibers  are  relatively  loosely  arranged.2 

Recently,  investigators  in  England1  have 
produced  papilledema  in  experimental  an- 
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imals  by  ligating  lymph  channels  in  the 
neck.  With  this  in  mind,  it  was  felt  that  a 
reflex  spasm  of  the  lymphatics  in  man  might 
be  relieved  by  sympathetic  block  (it  had 
been  previously  demonstrated  that  experi- 
mental lymphatic  spasm  in  the  extremities 
could  be  relieved  by  lumbar  sympathectomy) . 
Therefore,  a stellate  ganglion  block  was  done 
in  six  patients  with  papilledema  from  varied 
causes.  In  all  cases  there  was  objective  and 
subjective  improvement.  Although  tempo- 
rary, the  improvement  could  be  reproduced 
by  repeating  the  block. 

SYMPTOMS  ACCOMPANYING 
PAPILLEDEMA 

The  general  symptoms  of  increased  intra- 
cranial pressure  such  as  headache,  vomiting, 
etc.,  may  or  may  not  be  present.  A certain 
form  of  transient  loss  of  vision  (amblyopic 
attack)  seems  characteristic  for  papilledema.4 
Vision  fails  for  several  seconds;  this  may 
occur  initially  only  once  every  few  days,  and 
later  as  often  as  every  few  minutes.  The 
etiology  of  the  attack  is  not  known,  but  Hu- 
ber ascribes  it  to  spasm  of  the  central  retinal 
or  temporal  lobe  arteries.  Amblyopic  attacks 
may  occur  in  other  conditions,  such  as  in 
spasm  of  the  central  retinal  artery  wherein 
they  last  for  several  minutes,  in  hemicrania 
where  they  last  15-30  minutes;  and  in  acute 
glaucoma,  where  they  may  last  for  hours. 
The  patient  with  papilledema  may  also  com- 
plain of  seeing  sparks,  stars,  or  lightning 
flashes. 

SIGNS  OF  PAPILLEDEMA 

We  are  primarily  interested  in  the  diag- 
nosis of  incipient  papilledema.  Most  phy- 
sicians who  have  seen  a fully  developed 
choked  disc  are  not  likely  to  forget  its  ap- 
pearance. In  early  papilledema  the  impor- 
tant changes  are  in  the  capillaries  and  veins. 
An  increased  redness  or  hyperemia  of  the 
disc  itself  is  an  early  sign,  due  to  engorge- 
ment of  the  capillaries.  Of  course,  in  order 
to  evaluate  an  increase  in  the  redness  of  the 
disc  we  must  have  a good  idea  of  the  normal 
color  of  the  disc  which  can  only  be  gained 
through  a study  of  many  normal  fundi.  En- 
gorgement, dilation,  and  tortuosity  of  the 
retinal  veins  is  the  next  earliest  sign.  This 


again  requires  a knowledge  of  the  normal 
appearance  of  the  retinal  vessels.  The  ratio 
in  caliber  between  veins  and  arteries,  which 
is  normally  3 :2,  may  increase  to  4:2  or  even 
5:2.  Hyperemia  of  the  disc  and  venous  di- 
lation may  occur  before  blurring  of  the  disc 
margins.  Blurring  of  the  margins  begins 
interiorly  and  superiorly,  then  involves  the 
nasal  margin  and  lastly  the  temporal  border. 
Blurred  margins  alone  certainly  do  not  mean 
papilledema.  In  order  to  evaluate  the  amount 
of  elevation  present  at  the  disc  one  must  ob- 
serve a vessel  on  the  disc,  record  the  lens 
with  which  it  is  seen  clearly  and  next  observe 
a vessel  in  the  retina  which  is  parallel  to  the 
one  on  the  disc  (parallel  in  order  to  avoid 
mistakes  due  to  astigmatism).  The  differ- 
ence in  the  number  of  diopters  with  which 
the  two  vessels  is  seen  is  an  approximation 
of  the  elevation.  Three  diopters  correspond 
to  an  elevation  of  1 mm.  Papilledema  due 
to  increased  intracranial  pressure  generally 
shows  an  elevation  of  at  least  two  diopters, 
often  up  to  six  and  more.  An  elevation  of 
two  diopters  or  less,  therefore,  makes  the 
diagnosis  of  choked  disc  doubtful.  In  early 
cases,  of  course,  there  may  be  no  elevation. 
The  ophthalmologist  has  the  advantage  of  bi- 
nocular ophthalmoscopes  and  can,  therefore, 
observe  the  disc  in  three  dimensions.  The 
physiologic  cup  may  be  absent  due  to  the 
swelling  and  a notation  as  to  its  presence 
and  size  may  be  of  value  in  a subsequent 
evaluation.  Pulsation  of  the  retinal  vein  is 
present  in  a large  percentage  of  normal  per- 
sons. It  is  felt  by  some5  that  if  spontaneous 
pulsations  are  present  the  diagnosis  of  in- 
creased intracranial  pressure  can  be  exclud- 
ed. However  others3’ 4 do  not  agree  with  this 
and  cite  instances  of  venous  pulsations  in 
the  presence  of  definite  increased  intra- 
cranial pressure  with  brain  tumor,  so  the 
sign  is  not  as  valuable  as  formerly  believed. 
Hemorrhages  are  frequent  in  papilledema 
and  may  occur  in  the  disc,  cross  it  in  a radial 
direction,  or  lie  in  the  vicinity  of  the  disc. 
Generally  the  hemorrhages  are  confined  to 
the  area  surrounding  the  disc.  Also,  there 
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Figure  1.  Papilledema,  early.  Note  the  dilated  veins 
and  blurred  disc  margins. 


may  be  exudates  on  and  around  the  disc  and 
even  a star-figure  at  the  macula. 

Almost  every  case  of  papilledema  has  an 
increase  in  the  size  of  the  blind  spot  and  this 
may  be  present  even  before  the  disc  is  in- 
creased in  diameter.  This,  of  course,  must 
be  evaluated  in  light  of  the  other  signs  pres- 
ent. The  signs  of  papilledema  mentioned 


Figure  2.  Papilledema,  moderately  pronounced.  Note 
the  dilated,  tortuous  veins,  with  deviation  of  the  vessels 
as  they  pass  over  the  edge  of  the  elevated  disc.  Capil- 
lary congestion  is  seen  on  the  disc  surface.  Vision 
normal. 
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above  must  be  correlated  with  other  clinical 
findings.  Re-evaluation  of  the  fundi,  noting 
changes,  is  of  great  importance. 

In  a fully  developed  papilledema  (figures 
1,  2)  we  see  an  increase  in  diameter  of 
disc,  with  blurring  of  the  margins  including 
nasal  and  temporal  indistinctness  and  an  ele- 
vation of  the  disc  which  averages  between 
two  and  four  diopters,  although  it  may  swell 
as  much  as  eight  diopters.  There  is  a red 
discoloration  of  the  disc  because  of  capillary 
stasis  and  the  veins  are  congested  and  tor- 
tuous with  relatively  normal  arteries.  The 
vessels  appear  to  be  deflected  as  they  pass 
over  the  elevated  margins  of  the  disc.  There 
may  be  hemorrhages  within  and  surrounding 
the  disc,  although  their  presence  is  not  consis- 
tent except  in  the  acute  stages  of  the  appear- 
ance of  papilledema.  The  hemorrhages  gener- 
ally do  not  extend  to  the  periphery  of  the 
fundus.  There  may  be  white  spots  or  “exu- 
dates’’ on  or  around  the  disc,  which  are  the 
residua  of  degenerated  nerve  fibers.  A very 
important  fact  is  that  there  is  no  primary 
disturbance  in  sensory  function  of  the  eye; 
the  visual  acuity  remains  undisturbed  until 
very  late. 

CHRONIC  ATROPHIC  PAPILLEDEMA 

This  special  form  of  papilledema  is  pro- 
duced by  tumors  in  the  relatively  silent  por- 


Figure  3.  Chronic  atrophic  papilledema.  Note  the 
marked  glial  proliferation  and  irregularity  of  the  disc 
margins.  The  vessels  appear  relatively  normal. 
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tion  of  the  brain  (cerebellum,  third  and 
fourth  ventricles)  which  cause  early  internal 
hydrocephalus.  The  chronically  increased 
intracranial  pressure  leads  to  a secondary 
atrophy  of  the  discs  which  produces  a gray- 
white  discoloration,  involving  the  periphery 
initially  but  gradually  progressing  toward 
the  center  (figure  3).  This  occurs  after  a 
few  months  of  elevated  pressure.  Initially 
there  is  capillary  and  venous  congestion  but 
this  gradually  subsides.  In  contrast  to  the 
usual  form  of  papilledema  due  to  increased 
intracranial  pressure,  the  chronic  atrophic 
form  is  marked  by  significant  disturbances 
in  visual  function.  There  may  be  an  early 
decrease  in  the  central  visual  acuity  and  con- 
centric contraction  of  the  peripheral  visual 
field  is  an  early  sign  of  beginning  atrophy. 
These  patients  generally  seek  advice  because 
of  a change  in  their  vision  and  have  few,  if 
any,  other  complaints.  These  patients  must 
be  decompressed  before  the  atrophy  reaches 
an  advanced  stage,  which  eventually  pro- 
gresses to  a blind  patient  with  dilated,  fixed 
pupils.  Surgical  intervention  in  the  advanced 
stages  may  not  improve  function  and  may 
indeed  aggravate  the  condition. 

PAPILLEDEMA  DUE  TO 
INTRACRANIAL  TUMORS 

In  Huber’s  series  of  1,166  cases  of  brain 
tumor,  59  per  cent  of  the  patients  had  papil- 
ledema. Papilledema  is  present  in  about  half 
of  the  tumors  which  are  above  the  tentorium 
and  in  about  75  per  cent  of  those  below  it. 
Slowly  growing  tumors  cause  papilledema 
less  often  than  rapidly  expanding  tumors. 
The  location  of  the  tumor  is  not  very  impor- 
tant in  the  production  of  choked  disc  except 
in  relation  to  the  tentorium.  In  general, 
cerebellar  tumors  cause  papilledema  sooner 
than  cerebral  tumors  and  spheno-parietal 
and  occipital  tumors  usually  cause  papil- 
ledema. 

Papilledema  is  generally  bilateral.  The 
exception  to  this  (when  there  is  increased 
intracranial  pressure)  is  the  Foster  Ken- 
nedy syndrome.  This  consists  of  optic  at- 
rophy without  preceding  papilledema  on  the 
side  of  the  tumor  (usually  frontal  lobe)  and 
papilledema  on  the  opposite  side.  The  con- 
dition is  rare.  When  edema  of  the  disc  is 
unilateral,  one  must  consider  ocular  and  or- 


bital lesions.  Of  course  the  other  eye  must 
be  observed  for  signs  of  early  edema  of  the 
disc. 

The  fact  that  papilledema  may  be  greater 
on  one  side  is  of  no  assistance  in  tumor  local- 
ization. Frequently  the  tumor  is  on  the  side 
opposite  the  most  elevated  disc.  The  sudden 
development  of  an  increase  in  the  amount  of 
papilledema  may  mean  hemorrhage  into  the 
tumor.  A unilateral  or  bilateral  high  myopia 
may  prevent  papilledema  from  occurring  on 
one  or  both  sides  because  of  anatomic  pe- 
culiarities such  as  a larger  scleral  canal. 

DIFFERENTIAL  DIAGNOSIS 

In  considering  the  differential  diagnosis 
of  papilledema  we  will  refer  to  table  1.  We 
have  discussed  the  first  group,  due  to  brain 
tumors,  which  would  be  referred  to  as  choked 
disc.  This  term  also  applies  to  those  lesions 
causing  an  increase  in  the  volume  of  brain 
tissue,  the  so  called  “tumor  equivalent” 
(group  II,  A.).  Most  of  the  cerebral  etiolo- 
gies for  papilledema  are  self  explanatory  and 
need  not  be  discussed.  The  condition  referred 
to  as  pseudotumor  cerebri  deserves  special 
attention.  This  has  been  called  “benign  in- 
tracranial hypertension,”  “serous  menin- 
gitis,” and  “papilledema  due  to  intracranial 
venous  obstruction.”  The  patients  have  bi- 


Figure  4.  Hypertensive  retinopathy.  Note  the  pro- 
nounced constriction  of  the  arterial  tree,  which  is  bare- 
ly visible.  There  are  soft,  white  exudates.  The  disc 
appears  fairly  normal. 
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Table  I 

PAPILLEDEMA:  DIFFERENTIAL  DIAGNOSIS 

I.  DUE  TO  TRUE  INTRACRANIAL  NEOPLASMS 
(figures  1,  2,  3) 

II.  DUE  TO  INCREASED  INTRACRANIAL  PRES- 
SURE OTHER  THAN  THAT  CAUSED  BY  BRAIN 
TUMOR 

A.  Causing  an  Increase  in  Volume  of  Brain  Tissue: 

1.  Granulomas:  tuberculosis,  lues 

2.  Brain  abscesses 

3.  Hematomas 

4.  Aneurysms,  rare 

5.  Cysts,  as  Cysticercus,  rare 

B Altering  Volume  or  Flow  of  Cerebrospinal 
Fluid: 

1.  Internal  hydrocephalus 

2.  Meningitis  and  encephalitis 

3.  Thrombosis  of  dural  sinuses 

4.  Pseudotumor  cerebri 

5.  Spinal  cord  tumors:  secondary  hydrocephalus 

6.  Herniated  cervical  discs 

7.  Cranial  deformities:  synostosis,  tower  skull, 
craniofacial  dysostosis 

III.  PAPILLEDEMA  OF  NON-CEREBRAL  ORIGIN 

A.  Inflammatory: 

1.  Papillitis 

2.  Juxtapapillary  chorioretinitis 

3.  Granulomas  of  nerve  head:  tuberculosis, 
sarcoid 

B.  Vascular: 

1.  Malignant  hypertensive  retinopathy  (figure 
4) 

2.  Thrombosis  of  central  retinal  vein  (figure  5) 

3.  Hemorrhage  into  sheaths  of  optic  nerve  after 
skull  fracture 

4.  Emphysema 

5.  Blood  dyscrasias  (figure  6) 

6.  Valvular  heart  defects 

7.  Intraorbital  tumors  and  inflammations 

IV.  CONGENITAL  ANOMALIES  RESEMBLING 
PAPILLEDEMA 

1.  Drusen  of  disc  (figure  7) 

2.  Pseudopapilledema  (figure  8) 

3.  Medullated  nerve  fibers 

4.  Arteriovenous  aneurysms  on  the  disc 

5.  Tumors  of  the  disc 

6.  Oblique  entrance  of  the  nerve 

V.  MISCELLANEOUS 

1.  Addison’s  disease 

2.  Hyperparathyroidism 

3.  After  spinal  tap 

4.  Guillian-Barre'  disease 

lateral  papilledema  and  increased  intracran- 
ial pressure  but  negative  general  physical 
examinations  and  air  studies.  In  some  of 
these  patients,  an  intracranial  venous  throm- 
bosis is  present. 

Papillitis,  or  optic  neuritis  of  the  disc,  is 
an  inflammatory  edema  of  the  nerve  head, 
the  etiology  of  which  is  a monograph  in  it- 
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self.  Using  the  ophthalmoscope  alone,  one 
cannot  differentiate  papillitis  from  papille- 
dema, because  both  have  blurred  margins, 
elevation,  increased  diameter  and  at  times 
hemorrhages  and  exudates.  Generally  papil- 
litis is  unilateral,  but  when  it  is  bilateral  in- 
flammation in  the  second  eye  usually  occurs 
several  weeks  or  months  after  the  first.  How- 
ever it  may  be  bilateral  from  the  onset.  The 
most  important  differential  point  is  the 
vision,  which  is  sharply  decreased  from  the 
onset  in  papillitis.  Examination  of  the  visual 
field  invariably  reveals  a central  scotoma. 
Also  in  papillitis,  because  of  the  impaired 
pupillomotor  stimuli,  the  pupil  on  the  in- 
volved side  is  wider  if  the  intact  eye  is  oc- 
cluded than  the  pupil  on  the  intact  eye  when 
the  involved  side  is  covered  (the  Marcus- 
Gunn  pupil) . Inflammation  of  the  choroid 
and  retina  surrounding  the  disc  (juxtapapil- 
lary chorioretinitis)  may  extend  into  it  and 
produce  apparent  papilledema;  however,  the 
inflammatory  reaction  is  usually  obvious. 

Malignant,  hypertensive , retinopathy 
(grade  IV,  Keith-Wagener)  is  one  of  the 
most  important  entities  to  be  considered  in 
the  etiological  diagnosis  of  papilledema  (fig- 
ure 4).  The  reasons  for  this  are  several: 
edema  of  the  discs  in  this  condition  is  nearly 
always  bilateral  and  a number  of  systemic 
symptoms,  such  as  headache,  vertigo,  vomit- 


Figure  5.  Central  retinal  vein  thrombosis.  Note  the 
dilated,  tortuous  veins,  the  innumerable  radial  hem- 
orrhages and  the  total  obliteration  of  the  disc  margins. 
Vision  is  reduced  to  hand  movements. 
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Figure  6.  Polycythemia  vera.  The  disc  margins  are 
blurred,  there  is  moderate  elevation  of  the  disc  (two 
diopters),  the  veins  are  very  full,  as  well  as  the  venules 
and  the  entire  fundus  is  dusky  in  color. 

ing  and  cerebrovascular  accidents  are  com- 
mon to  both.  There  are  vascular  changes 
in  hypertensive  retinopathy  which  are  path- 
ognomonic, involving  primarily  the  arteries. 
These  consist  of  generalized  narrowing  of 
caliber  and  considerable  localized  irregulari- 
ties or  constrictions.  There  is  an  increase  in 
the  width  of  the  light  reflex  from  the  wall  of 
the  artery  and  the  hemorrhages  occur  not 


Figure  7.  Drusen  of  the  disc.  Note  the  irregular  disc 
margins  and  the  nodular  excrescence  located  inferiorly. 
The  vessels  are  normal. 
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Figure  8.  Pseudopapilledema.  The  disc  is  elevated 
two  diopters  and  the  margins  are  indistinct.  The  ves- 
sels are  normal.  The  superior  nasal  vein  is  tortuous 
near  the  disc.  Refractive  error:  hyperopia,  eight 
diopters. 

only  in  and  around  the  disc,  but  also  in  the 
far  periphery.  There  may  be  edema  in  the 
macular  area  producing  a “star  figure.” 

Central  retinal  vein  thrombosis  (figure 
5)  is  generally  unilateral.  The  veins  are 
enormously  dilated  and  tortuous.  The  hem- 
orrhages have  a characteristic  radial  ar- 
rangement and  extend  into  the  far  periphery. 
Vision  is  seriously  impaired  from  the  onset. 

Blood  dyscrasias,  including  anemia  from 
any  cause,  polycythemia  (figure  6),  leu- 
kemia, chlorosis  and  thrombocytopenic  pur- 
pura may  be  associated  with  edema  of  the 
discs  which  may  be  bilateral.5 

Patients  with  congenital  anomalies  of  the 
optic  discs  are  otherwise  well ; unless,  of 
course,  they  have  concomitant  disease.  Dru- 
sen (figure  7)  of  the  optic  discs  are  granu- 
lar hyaline  excrescences  in  or  on  the  nerve 
head  which  may  cause  it  to  be  irregular  or 
appear  elevated.  These  lesions  are  generally 
bilateral  and  give  the  nerve  a glassy,  yellow- 
white  color.  There  may  be  corresponding 
visual  field  defects. 

Pseudopajnlledema  (figure  8)  or  pseudo- 
neuritis is  a congenital  anomaly  of  the  nerve 
head  consisting  of  an  excessive  glial  prolifer- 
ation resulting  in  a blurred,  enlarged  and 
at  times  elevated  disc.  Some  ascribe  this  as 
merely  due  to  the  nerve  passing  through  a 
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small  scleral  canal  with  resultant  congestion. 
Two  forms  are  distinguished3 — one  without 
and  one  with  tortuosity  of  the  retinal  ves- 
sels. The  disc  in  this  condition  shows  a more 
opaque  white  discoloration,  and  appears  to 
be  rather  firm  and  compact  in  contrast  to 
the  loose  appearance  seen  in  papilledema. 
When  the  vessels  are  tortuous,  the  arteries 
as  well  as  the  veins  are  involved.  Pseudo- 
papilledema generally  occurs  in  patients  who 
are  hyperopic,  usually  of  a rather  high  de- 
gree. However,  several  cases  have  been  found 
in  myopic  patients.  Several  members  of  the 
same  family  may  show  this  condition.  Hem- 
orrhages and  exudates  are  absent,  and  the 
blind  spot  is  not  enlarged.  The  diagnosis  is 
not  always  easy  and  it  must  be  stressed  that 
every  case  must  be  observed  until  it  can  be 
proved  that  there  is  no  increase  in  the  intra- 
cranial pressure.  The  blind  spots  should  be 
recorded  at  regular  intervals,  noting  care- 
fully any  change. 

Normally  the  medullary  sheaths  of  the 
optic  nerve  fibers  begin  immediately  behind 


the  lamina  cribrosa.  At  times  they  extend 
distally  to  the  nerve  head  and  adjacent 
retina,  where  medullated  nerve  fibers  ap- 
pear as  snow-white,  flame-shaped  bands 
which  originate  from  the  disc  border  and 
may  make  the  margins  seem  blurred.  Once 
seen,  they  are  not  likely  to  be  mistaken. 

SUMMARY 

A review  of  the  pathogenesis,  symptoms, 
signs  (with  emphasis  on  early  recognition), 
significance  and  differential  diagnosis  of 
papilledema  is  presented  with  the  hope  that 
this  will  be  of  help  to  all  physicians.  It  is 
well  to  remember  that  all  that  swells  is  not 
papilledema. 
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ORAL  CARBOHYDRATE  TOLERANCE  TESTS 

The  following  questions  were  asked  in  the  studies 
reported  here.  What  is  the  response  to  a test  meal  and 
the  response  to  oral  glucose  tolerance  in  the  same 
individual?  To  what  extent  are  the  results  of  the  oral 
glucose  tolerance  test  affected  by  variations  in  the 
dose  of  oral  glucose?  How  reproducible  are  oral  glu- 
cose tolerance  tests  from  day  to  day?  To  what  ex- 
tent does  aging  affect  the  oral  glucose  tolerance  and 
the  fasting  blood  glucose?  The  authors  found  that 
on  the  average  the  two  hour  glucose  levels  were  21 
mg  higher  after  75  gm  of  oral  glucose  than  after  a 
breakfast  containing  75  gm  of  carbohydrate.  Chang- 
ing the  dose  (0.8  gm  and  1.6  gm  per  kilogram  body 
weight)  significantly  affected  the  one  and  two  hour 
level  of  the  blood  glucose.  The  day  to  day  variation 
in  same  individual  indicated  that  differences  in  the 
one  and  two  hour  blood  glucose  levels  exceeding  20 
mg  per  100  ml  can  be  expected  in  almost  half  of  those 
instances  when  the  glucose  tolerance  test  was  repeat- 
ed. Finally,  it  was  found  that  the  two  hour  post  glu- 
cose load  in  four  different  groups  of  old  people  was 
above  120  mg  in  approximately  half  the  cases.  The 
fasting  levels  in  this  group  also  showed  a shift  toward 
higher  values. 

Oral  Carbohydrate  Tolerance  Tests,  Kelly  M.  West. 

M.D.,  Johan  A.  Wulff,  M.D.,  David  G.  Reigel,  M.D. 

460 


and  Dean  T.  Fitzgerald,  M.D.,  Archives  of  Internal 
Medicine,  113:  641-648,  May,  1964. 

ON  BONE  MARROW  GRAFTING  IN  MAN 
Bone  marrow  grafting  in  man  theoretically  would 
be  valuable.  This  tissue  is  most  sensitive  to  chemo- 
therapeutic agents.  If  the  marrow  could  be  protected, 
larger  doses  of  these  drugs  could  be  used.  Repair  of 
damage  to  the  marrow  by  radiation  such  as  in  nuclear 
reactor  accidents  represents  a similar  problem.  Last- 
ly, one  of  the  present  approaches  to  homografting  of 
organs  requires  knocking  out  the  host’s  immunological 
apparatus.  This  is  most  conveniently  done  with  lethal 
or  near  lethal  doses  of  radiation.  Bone  marrow  pro- 
tection in  this  case  if  provided  by  the  donor  would 
allow  a degree  of  tolerance  to  the  graft  to  be  de- 
veloped by  the  host.  The  problems  represented  by  the 
above  objectives  consist  of  the  mechanics  of  protec- 
tion by  bone  marrow  grafts  and  the  immunological 
problems  involved.  After  a discussion  of  these  aspects 
of  bone  marrow  grafting,  the  author  concludes  that 
until  our  lack  of  knowledge  concerning  bone  marrow 
deficiencies  is  overcome,  this  procedure  in  man  is 
going  to  progress  slowly.  New  technical  advances  will 
need  to  be  made  before  it  will  become  feasible. 

On  Bone  Marrow  Grafting  in  Man,  Alexander  M.  Woods. 
M.D.,  Journal  of  the  Medical  Assoc,  of  Georgia.  53.  1: 
12-15,  Jan.,  1964. 
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Aneurysm  of  the  Left  Subclavian  Artery 
Masquerading  As  A Mediastinal  Mass 


JOHN  NAUGHTON,  M.D. 
Instructor  in  Medicine 


Radiographic  abnormalities  in  the  medi- 
astinum often  present  a problem  in  differ- 
ential diagnosis  as  to  their  origin.  The  fol- 
lowing case  demonstrates  how  supra-aortic 
angiography  defined  a vascular  abnormality 
in  a patient  who  was  thought  to  have  a me- 
diastinal tumor. 

CASE  REPORT 

Mr.  L.  P.  was  a 67-year-old  white  male 
with  a three-year  history  of  hypertension, 
exertional  dyspnea  and  intermittent  episodes 
of  dull,  aching  substernal  pain  which  radi- 
ated into  the  neck  and  down  the  inner  aspect 
of  the  left  arm.  The  pain  was  relieved 
either  by  sublingual  nitroglycerin  or  rest. 
He  denied  any  knowledge  of  previous  heart 
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Research  Program  of  the  University  of  Oklahoma  Medical  Cen- 
ter, Oklahoma  City,  Oklahoma. 

Produced  under  the  auspices  of  the  Professional  Education 
Committee  of  the  Oklahoma  State  Heart  Association. 


disease,  myocardial  infarction,  syphilis,  or- 
thopnea, paroxysmal  nocturnal  dyspnea  or 
pedal  edema. 

Physical  examination  revealed  an  elderly 
white  man  whose  blood  pressure  was  160/ 
120  mm  Hg  and  pulse  rate  100  per  minute. 
He  was  obese  with  arcus  senilis  and  A-V 
nicking.  The  heart  was  enlarged  with  a 
grade  ii/vi  aortic  ejection  murmur  at  the 
base.  Peripheral  pulses  were  strong  and 
synchronous.  The  distal  pulses  were  scle- 
rotic. No  abdominal  masses  were  palpable. 
There  was  no  venous  pulsation,  hepatic  ten- 
derness or  peripheral  edema. 

Laboratory  findings  revealed  Hct,  47  per 
cent,  WBC  5700/cu  mm,  urinalysis  normal, 
blood  urea  nitrogen  15  mgs  per  cent,  blood 
glucose  104  mgs  per  cent,  and  serology  non- 
reactive.  A standard  electrocardiogram 
showed  occasional  ventricular  extrasystoles, 
an  old  inferoseptal  myocardial  infarction 
and  primary  T-Wave  changes. 
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A routine  PA  chest  film  demonstrated  a 
density  projecting  to  the  left  of  the  upper 
portion  of  the  mediastinum  over  the  aortic 
knob  (figure  1).  The  differential  included 
neoplasm  and  buckling  of  a normal  vascular 
structure.  Films  taken  one  year  earlier  were 
obtained  for  comparison.  The  same  lesion 
appeared  on  both  examinations.  To  clarify 
the  lesion  further  the  patient  underwent 
supra-aortic  angiography.  This  demonstrat- 
ed a dilated,  tortuous  ascending  aorta  with 
loss  of  the  normal  curvature  of  the  aortic 
arch.  In  addition,  a saccular  lesion  at  the 
base  of  the  left  subclavian  artery  was  seen 
to  fill  with  dye.  This  represented  an  aneu- 
rysm of  the  left  subclavian  artery  (figure 
2).  Since  the  lesion  had  not  changed  radio- 
graphically during  a period  of  one  year,  sur- 
gical intervention  was  not  recommended. 

DISCUSSION 


Figure  2.  A left  anterior  oblique  angiogram  reveals 
localization  of  contrast  media  in  a saccular  lesion  at 
the  base  of  the  left  subclavian  artery  (surrounded  by 
arrows).  In  addition  there  is  marked  dilatation  of 
the  ascending  aorta  with  loss  of  the  normal  architec- 
ture of  the  aortic  arch. 


This  case  demonstrates  another  aspect  of 
the  various  complications  of  atherosclerosis. 
In  this  instance  the  complication  was 
asymptomatic  and  apparently  stable.  How- 
ever, its  location  and  size  presented  the  clin- 
ician with  an  intriguing  problem  in  the  dif- 
ferential diagnosis  of  mediastinal  masses. 
The  initial  impression  was  that  the  lesion 


Figure  1.  The  arrows  surround  the  density  observed 
on  a routine  PA  chest  x-ray.  This  density  is  immedi- 
ately adjacent  to  the  aortic  knob. 
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represented  a neoplasm.  The  likelihood  of 
this  possibility  lessened  when  old  films  show- 
ing the  same  lesion  were  obtained  for  com- 
parison. Since  the  location  of  the  density 
was  good  for  a vascular  lesion  supra-aortic 
angiography  was  done.  This  revealed  an 
aneurysm  of  the  left  subclavian  artery. 

An  arterial  aneurysm  has  been  defined 
as  a sac-like  or  sharply  demarcated  fusiform 
dilatation.  Aneurysms  may  consist  of  the 
vessel’s  wall  (true)  or  the  wall  may  be  par- 
tially or  completely  destroyed  so  that  the 
contiguous  structures  form  a sac-like  en- 
closure through  which  blood  circulates 
(false) . They  have  been  classified  as  con- 
genital, syphilitic,  arteriosclerotic,  mycotic, 
traumatic,  embolic  and  idiopathic. 

The  most  likely  etiology  of  this  patient’s 
aneurysm  is  arteriosclerotic.  The  patho- 
genesis is  probably  a rupture  of  the  medial 
coats  of  the  arteries  affected  by  the  arterio- 
sclerotic process.  This  often  occurs  at  an 
area  of  calcific  deposit  or  plaque. 

This  patient  should  be  followed  periodical- 
ly with  routine  chest  x-rays.  If  the  mass  en- 
larges surgical  intervention  for  removal  of 
the  aneurysm  would  be  warranted.  □ 
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You  Gotta  Have  Heart ” 


JENKIN  LLOYD  JONES 


In  THE  FIRST  ACT  of  the  musical  comedy, 
“Damn  Yankees,”  there  is  a song  entitled, 
“You  Gotta  Have  Heart.” 

“Heart”  in  our  confused  slang  can  either 
mean  determination  or  compassion. 

The  determination  of  the  American  med- 
ical profession  to  develop  its  art  and  improve 
its  techniques  is  almost  universally  admitted. 
So  great  is  the  awe  and  respect  of  the  gen- 
eral public  for  the  modern  science  of  medi- 
cine that  your  one-time  rivals  are  either 
fading  or  joining  you. 

The  naturopaths  have  faded.  Chiroprac- 
tors seem  to  be  treating  a diminishing  per- 
centage of  the  population.  Hostetter’s  Bit- 
ters, Peruna  and  even  Hadacol  are  no  longer 
in  favor.  And  the  osteopaths  have  now  em- 
barked on  a regimen  of  training  that  seems 
to  have  no  quarrel  of  consequence  with  med- 
ical theory. 

In  short,  the  people  not  only  admire  med- 
ical skills  but,  thanks  to  the  enthusiastic 
writing  of  the  science  reporters  in  my  pro- 
fession, they  often  hold  an  exaggerated  esti- 
mate of  the  medical  art.  In  this  respect,  your 
public  relations  have  been  marvelous. 

But  where  “heart”  may  be  taken  to  mean 
compassion  the  public  estimation  of  the  med- 
ical profession  has,  in  my  opinion,  slipped 
backward.  The  feeling  that  doctors,  in  gen- 
eral, are  not  as  kindly  as  their  predecessors, 
that  more  and  more  of  them  are  intent  on 
extracting  the  maximum  profit  from  their 
patients  is  perhaps  the  chief  reason  for  the 
pressure  in  favor  of  expanded  socialized 
medicine.  While  your  abilities  are  now  al- 
most universally  conceded,  your  good  inten- 

Presented  before  the  Public  Relations  Institute  of  the  Ameri- 
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tions  are  coming  under  increasing  question. 

It  is  toward  correcting  this  impression, 
which  is  in  large  measure  unfair,  that  I 
would  like  to  direct  my  remarks  this  noon. 

You  all  know  the  famous  old  painting  of 
the  family  doctor  sitting  pensively  at  the 
bedside  of  the  sick  child.  This  is  still  the 
idealized  image  of  the  family  doctor.  But  the 
trouble  with  that  gentle  old  practitioner  was 
that  sitting  was  just  about  the  best  thing  he 
could  do.  His  bag  of  tricks  was  small.  His 
pharmacopoeia  of  herbs,  tinctures  and  elixirs 
was  generally  worthless  and,  at  best,  as 
crude  as  a mustard  plaster  and  as  violent  as 
calomel. 

Being  of  long  experience  he  could,  at  the 
moment  you  let  him  in  the  door,  smell  ty- 
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phoid  fever  or  diphtheria.  But  diagnosis 
was  not  enough  and  comfort  was  not  enough. 
Too  often  at  the  end  of  his  long  vigil  he 
drew  the  sheet  gently  over  the  face  of  the 
patient.  Yet  people  loved  him. 

The  doctor  of  today  has  a bag  of  tricks 
fatter  than  Santa  Claus’  sack.  Rarely  does 
he  sit  pensively  at  the  bedside,  staring  at  an 
acute  illness.  He  summons  an  ambulance. 
He  alerts  the  operating  room,  or  he  orders 
the  oxygen  tent  made  ready  or  the  iron  lung 
cranked  up.  The  plasma  bottles  are  rigged 
or  the  artificial  kidney  is  wheeled  in.  From 
a huge  dispensary  come  syringes  and  chem- 
icals that  would  have  flabbergasted  Para- 
celsus and  delighted  Erlich. 

The  modern  doctor  is  not  a bed-sitter.  He 
is  a whirlwind  of  action.  He  makes  things 
happen — or,  better  yet,  he  makes  things  not 
happen.  For  his  vaccines  and  anti-toxins 
have  blotted  up  the  old  scourges.  The  pest 
houses  have  vanished.  The  recurrent  ma- 
larial ague  which  our  forefathers  considered 
almost  as  natural  as  puberty  is  largely  mem- 
ory. He  is  doing,  in  general,  a magnificent 
job,  as  the  actuarial  tables  of  any  life  insur- 
ance company  will  testify. 

Yet,  often  he  is  not  loved.  Why? 

First,  it  seems  to  me,  he  is  overworked. 
He  is  overworked,  primarily,  because  the 
appetite  for  medical  services  has  never  been 
so  great.  Secondly,  the  ratio  of  M.D.’s  to  the 
total  population  is  going  down.  I don’t  know 
what’s  wrong  with  the  younger  generation, 
considering  the  material  rewards  possible 
in  medicine.  But  early  marriage  is  the  cur- 
rent mode,  and  in  an  age  where  millions  of 
youth  are  behaving  as  though  they  expected 
the  cobalt  bombs  to  drop  tomorrow  it  is  un- 
derstandable that  eight  to  ten  years  of  prep- 
aration for  an  increasingly  demanding  pro- 
fession would  not  be  popular. 

Because  the  doctor  is  overworked  he  tries 
to  use  his  time  to  the  best  advantage.  The 
house  call,  generally,  is  an  inefficient  method 
of  practicing  modern  medicine.  In  the  first 
place,  it  is  impossible  for  the  doctor  to  put 
his  best  tools  in  a black  bag,  or  even  in  his 
car  trunk.  Secondly,  the  night  house  call 
cuts  into  the  doctor’s  generally  inadequate 
rest  and  injures  his  efficiency  the  next  day. 
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Furthermore,  many  house  calls  are  unnec- 
essary. If  a man  leaped  into  his  clothes  and 
roared  out  of  the  driveway  every  time  a 
panicky  young  mother  had  a croupy  baby 
he’d  be  leaping  and  roaring  most  nights  of 
the  year.  So  the  doctor  argues  sincerely  and 
with  considerable  logic  that  the  patient 
should  come  to  the  office. 

The  only  trouble  is  that  wherever  a real 
emergency  fails  to  get  a response  the  scars 
go  deep.  The  husband  of  an  elderly  woman 
friend  of  mine  developed  coronary  symptoms 
at  5 a.m.  The  sleepy  physician  suggested 
over  the  phone  that  the  patient  be  given  a 
sedative  and  show  up  at  the  office  before 
noon.  Half  an  hour  later  the  frantic  wife 
held  a dead  man  in  her  arms.  Although  her 
political  philosophy  is  to  the  right  of  Ben- 
jamin Harrison  she  is  now  “gung  ho”  for  so- 
cialized medicine.  Not  that  she  would  get 
any  better  service,  but  she  thinks  this  would 
punish  doctors. 

I believe  that  in  every  community  above 
20,000  population  the  local  medical  society 
should  designate  physicians  on  a rotating 
schedule  to  handle  those  night  calls  which, 
although  they  may  not  be  urgent,  the  caller 
thinks  are  urgent.  In  larger  communities 
such  a chore  could  be  handled  by  young  in- 
terns and  residents. 

For  if  medicine  is  to  maintain  its  humani- 
tarian image  it  must  be  prepared,  like  the 
fire  department,  to  respond  in  some  way  to 
all  alarms,  even  false  ones.  In  many  com- 
munities, when  the  time  is  inconvenient  the 
medical  response  is  too  weak. 

Secondly,  the  medical  profession  must  be 
more  vigilant  than  it  has  been  in  curbing  its 
own  racketeers.  It  has  done  pretty  well  in 
curbing  the  utter  quacks.  The  state  exami- 
nations are  generally  adequate  and  the  re- 
quirements for  fellowships  are  usually  stiff. 
But  a bloodsucker  is  a bloodsucker,  even  if 
he  is  also  a competent  journeyman. 

Doctors  generally  know  who  the  over- 
chargers are  in  their  own  communities.  They 
know  the  guys  who  sock  struggling  young 
married  couples  on  the  theory  that  the  par- 
ents will  stand  the  gaff.  They  know  the  over- 
eager  young  surgeons  who  are  searching  for 
a formula  for  instant  Cadillacs. 

Most  medical  societies  anesthetize  their 
consciences  by  setting  up  grievance  commit- 
tees to  which  irate  patients  may  direct  their 
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complaints.  But  few  patients  with  any  pride 
ever  complain.  Mostly  they  pay  up  eventual- 
ly and  then  spend  the  rest  of  their  lives  nurs- 
ing resentment  against  the  whole  profession. 
It  is  the  silent,  but  injured,  patient  who  is 
more  dangerous  to  the  future  of  private 
medicine  than  the  squawker  who  gets  relief 
or  the  deadbeat  who  doesn’t  pay  at  all. 

I think  medical  societies  should  insist,  as 
a membership  requirement,  on  the  right  to 
examine  charges,  taking  into  consideration 
the  difficulty  of  the  treatment,  the  amount 
of  time  consumed,  and  the  wealth  of  the  pa- 
tient. And  in  those  cases  where  charges  run 
consistently  out  of  line  there  should  be  some 
very  tough  talk,  for  the  boodlers  are  a men- 
ace to  the  whole  group. 

It  was  sad  that  a few  years  ago  it  was 
the  Department  of  Justice,  not  the  medical 
profession,  that  blew  the  whistle  on  ophtha- 
mologists  who  were  taking  blatant  kick-backs 
from  eyeglass  lense-grinders. 

Equally  sad  was  the  testimony  last  week 
before  the  Senate  Anti-Trust  and  Monopoly 
Committee  in  which  the  associate  general 
council  of  the  Association  of  Retail  Drug- 
gists charged  collusion  between  many  doc- 
tors and  the  pharmacies  in  which  they  hold 
a financial  interest.  While  medical  societies 
stand  silent  such  action  by  and  before  gov- 
ernment bodies  gives  the  public  the  impres- 
sion that  medicine  cannot  or  will  not  protect 
the  patient  and  that  Big  Brother  in  Wash- 
ington is  his  only  friend.  Thus  he  is  softened 
up  for  greater  government  control. 

I don’t  have  to  tell  this  audience  about  the 
evils  of  the  professional  malpractice  lawyer, 
about  the  way  many  good  doctors  are  gross- 
ly penalized  for  an  honest  guess  that  went 
wrong  or  for  an  accident  incident  to  a norm- 
ally hazardous  operation.  Once  on  a trans- 
atlantic ship  a distinguished  professor  of 
medicine  from  this  city  confided  to  me  that 
he  is  so  afraid  of  a malpractice  suit  that 
when  the  cry  arises,  “Is  there  a doctor  in 
the  audience?,”  he  sits  with  folded  hands. 
I’d  give  him  “A”  for  caution  and  “F”  for 
moral  courage. 

Yet,  in  spite  of  the  fact  that  fraudulent  or 
exaggerated  malpractice  actions  are  a hazard 
facing  every  doctor  it  is  no  particular  credit 
to  the  profession  the  way  expert  defense 
testimony  can  be  instantly  summoned  by  the 
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M.D.  who  has  lurched  in  to  do  emergency 
brain  surgery  with  five  Martinis  aboard. 

There  is  such  a thing  as  malpractice,  and 
medicine’s  general  denial  that  it  exists  is  no 
more  convincing  than  the  Federal  Aviation 
Authority’s  standard  claim  that  the  dead 
pilot  is  always  at  fault  and  the  Airline  Pi- 
lots Association’s  contention  that  he  is  never 
at  fault. 

One  great  source  of  disillusionment  among 
the  American  people  has  been  the  rising  cost 
or  thinning  cover  of  health  insurance  plans. 

Those  plans  that  make  specific  cash  al- 
lowances for  hospital  care  are  falling  farther 
and  farther  behind  actual  bills,  while  plans 
like  Blue  Cross,  which  undertake  to  cover 
all  of  ordinary  hospital  expenses  have  in- 
creased steadily  in  price,  and  the  public  is 
beginning  to  scream. 

Yet  the  principle  of  some  form  of  health 
insurance  is  now  well  accepted.  Two-thirds 
of  America’s  families  are  signed  up  with 
one  plan  or  another. 

In  spite  of  what  appears  to  be  enormous 
daily  rates  charged  by  modern  hospitals  it 
cannot  be  honestly  said  that  hospitals  are 
profiteering.  Their  expenses  are  up  sub- 
stantially. The  cost  of  physical  plant,  equip- 
ment, nurses  and  common  labor  bear  no  re- 
lation to  the  costs  of  even  ten  years  ago. 
And  hospital  care,  of  course,  is  better  than 
ever  and  the  patient  who  is  discharged  in 
four  days  instead  of  six  can  stand  a 50  per 
cent  increase  in  his  hospital  daily  rate  with- 
out suffering  any  greater  outlay. 

But  I wonder  if  the  medical  profession 
has  thrown  adequate  weight  behind  schemes 
for  getting  hospital  cost  down.  In  a city  like 
my  own  which  contains  three  major  hos- 
pitals there  is  bitter  rivalry  among  them  and 
a determination  by  each  to  have  the  latest 
and  finest  equipment,  including  equipment 
that  is  used  only  once  or  twice  a week.  Is 
there  any  reason  why  certain  hospitals 
should  not  be  designated  for  the  treatment 
of  certain  relatively  rare  ailments?  You 
could  save  a lot  of  money  in  refusing  to  dup- 
licate exotic  gadgets. 

Similarly,  it  seems  silly  to  keep  a conva- 
lescent patient  in  a room  built  at  great  ex- 
pense for  intensive  care.  Why  shouldn’t 
every  hospital  have  a “getting-well”  wing 
with  half  the  nurses,  no  piped  oxygen,  no 
two-way  communications  and  half  the  gad- 
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gets?  The  therapeutic  effect  upon  the  pa- 
tion  as  he  finds  himself  graduated  to  this 
halfway-house-to-home  might  be  consider- 
able and  the  savings,  both  in  construction 
and  patient  care,  should  be  important. 

For  a long  time  the  American  medical  fra- 
ternity looked  upon  medical  insurance  plans 
with  suspicion  and  left  them  in  the  hands 
of  salesmen.  It  is  my  impression  that  the 
best  brains  in  the  AMA  have  not  yet  tackled 
the  wide  alternatives  which  might  make 
more  people  happy  with  medical  insurance 
under  a system  which  still  leaves  the  doctor 
a free  agent. 

The  so-called  ‘'Major  Medical”  expense 
plans  are  designed  to  stave  off  bankruptcy 
caused  by  a serious,  prolonged  illness.  In  a 
pamphlet  put  out  recently  by  the  AFL-CIO 
it  is  said,  “In  the  eyes  of  the  physician  this 
insurance  greatly  increases  the  patient’s 
ability  to  pay  and  is  likely  to  lead  many  phy- 
sicians to  charge  considerably  more  than 
they  would  in  the  absence  of  such  coverage.” 

Remember,  of  course,  this  is  a labor  union 
speaking  which  has  shown  itself  to  be  gen- 
erally friendly  toward  socialistic  approaches 
to  everything  except  the  pricing  of  labor. 
But  a large  number  of  Americans  share  the 
suspicion  that  many  doctors  take  notice  of 
insurance  benefits  and  then  start  calculating 
ability  to  pay  from  that  point  upward. 

It  is  the  fear  of  catastrophic  illness  that 
haunts  the  average  American  much  more 
than  a desire  to  cut  the  cost  of  ordinary, 
short  term  medical  treatment.  It  would  seem 
to  me  not  only  good  humanity  but  good  self- 
preservation  if  the  medical  profession  studied 
diligently  the  possibility  of  coming  up  with 
a reasonably-priced  scheme,  carrying  a 
healthy  deductible,  which  would  still  pre- 
serve most  of  a man’s  estate  even  if  he 
burnt  out  his  bearings. 

For  let’s  not  delude  ourselves  that  the 
general  public  in  America  shares  the  med- 
ical profession’s  horror  of  socialized  med- 
icine. It  doesn’t.  The  enthusiasm  for  Medi- 
care is  real,  and  if  it  is  enacted  in  its  pres- 
ently-suggested form  it  will  create  an  ap- 
petite for  steadily-expanding  government 
health  services. 

When  the  British  Labour  Party  inaugu- 
rated its  National  Health  Service  17  years 
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ago  many  doctors  on  both  sides  of  the  At- 
lantic confidently  expected  it  to  flop  quick- 
ly. They  pointed  to  the  likelihood  of  the  over- 
use of  hospitals,  of  sloppy  diagnosis  and 
sloppier  treatment  by  doctors  who  couldn’t 
get  their  patients  in  their  waiting  rooms,  of 
a gradual  drying  up  of  medical  students  as 
young  men  would  balk  at  studying  so  hard 
to  become  virtual  civil  servants. 

Some  of  these  predictions  were  correct. 
There  is  a tendency  in  Britain  to  overuse 
hospitalization.  Many  doctors  are  rushed, 
indeed.  Abuse  of  prescriptions  reached  a 
point  where  the  government  had  to  impose 
moderate  charges.  The  quality  of  medical 
training  and  the  quality  of  medical  treat- 
ment is  now  vastly  superior  in  the  United 
States.  It  is  significant  that  a former  British 
prime  minister  went  to  Boston  for  his  op- 
eration. 

But  while  the  British  grouse  about  the 
medical  services  as  they  grouse  about  every- 
thing, you  can  find  almost  no  one  who  wants 
them  repealed.  For  the  average  Briton,  who 
previously  had  rarely  felt  he  could  afford 
a doctor,  has  found  himself  getting  the  best 
medical  treatment  he  ever  had.  Socialized 
medicine  doesn’t  have  to  be  excellent  medi- 
cine. It  only  has  to  be  better  medicine  and 
more  medicine  than  the  citizen  has  been 
used  to.  And  he  is  not  only  satisfied,  but 
delighted. 

A few  years  ago  I was  down  in  Sochi,  the 
famous  Russian  health  resort  on  the  Black 
Sea  where  the  shock-workers  and  quota- 
exceeding  miners  are  sent  on  vacation  as  a 
reward  for  having  extended  themselves  for 
the  glory  of  the  Soviet. 

In  the  leading  spa  a woman  doctor  who 
looked  like  a Japanese  sumo  champion  wad- 
dled around  showing  us  with  pride  the  sitz 
baths  and  tallow  baths  and  other  hoary  old 
bits  of  quackery  which  western  medicine  put 
in  the  ashcan  years  ago.  I gathered  that  the 
average  training  of  doctors  on  that  staff 
was  about  equivalent  to  that  of  a U.S.  Navy 
chief  corpsman. 

This  is  not  to  suggest  that  the  top  Soviet 
medical  researchers  are  not  impressive  by 
our  standards.  They  certainly  are.  I merely 
point  out  that  at  the  ordinary  patient  level 
Soviet  medicine  is  pretty  primitive.  But  so 
far  as  I was  able  to  ascertain  the  workers 
loved  it.  They  had  undoubtedly  been  told 
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that  the  whirlpool  tubs  were  a Soviet  inven- 
tion and  that  the  mud  packs  represented  the 
latest  whisper  in  therapy. 

This  was  medicine  as  against  the  no-med- 
icine that  they  all  remembered.  It  was  better 
than  anything  they  had  ever  had.  And  I’m 
sure  they  felt  compassion  for  the  poor,  ex- 
ploited American  worker  who  must,  they 
are  told,  cross  the  doctor’s  palm  with  gold 
or  die  untended  in  his  hovel. 

It  is  true  that  because  of  our  general  con- 
dition of  prosperity  a larger  percentage  of 
Americans  have  experienced  first-class  med- 
ical care  than  the  citizens  of  any  other  na- 
tion. It  is  true  that  they  would  not  be  satis- 
fied with  a socialized  medicine  on  the  Rus- 
sian level  or  even  the  English  level. 

But  it  is  disturbing  that  last  year  doctors 
in  Saskatchewan  only  succeeded  with  the 
greatest  difficulty  in  modifying  a state  take- 
over. And  this  spring  the  Belgian  doctors 
were  embattled.  Clearly,  private  medicine 
all  over  the  world  has  a selling  job  to  do. 

The  time  may  now  have  arrived  when 
American  medicine  must  worry,  not  only 
about  public  relations,  but  about  publicity. 
Plain  old  publicity.  I would  suggest  that 
every  legitimate  opportunity  be  used  to  dem- 
onstrate that  doctors — private  doctors — are 
seriously  concerned  with  the  public  welfare. 
This  type  of  publicity — propaganda,  if  you 
wish — should  be  brought  down  to  the  level 
of  the  county  medical  society  and  tailored 
to  the  interests  of  the  local  community. 

I am  aware  that  a specific  triumph  by  an 
individual  doctor  is  not  supposed  to  be  pub- 
licized in  the  local  press  lest  he  gain  an  un- 
fair advantage  over  his  colleagues.  The  phy- 
sician who  reads  with  interest  and  sympathy 
the  achievements  of  a doctor  in  a neighbor- 
ing state,  as  set  forth  in  large  spreads  in 
Time  or  Life,  will  have  apoplexy  if  a member 
of  his  own  society  is  cited  in  the  local  news- 
paper for  righting  an  upside-down  stomach 
or  removing  a bullet  from  a heart. 

Newspapermen  must,  of  course,  be  wary 
of  glory  grabbers.  There  is  danger  that  if 
the  bans  were  relaxed  we  might  clumsily 
exalt  the  medical  exhibitionist.  But  medicine 
is  the  only  profession  I know  where  out- 
standing achievement  is  supposed  to  be  kept 
a secret  from  the  community  in  which  it  has 
occurred. 
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Moreover,  there  is  much  more  to  be  done 
than  personal  publicity.  The  medical  com- 
munity, as  a whole,  can  legitimately  be  given 
a warmer  image.  Simple  things: 

It  is  winter  and  a flu  epidemic  strikes.  The 
medical  society  can  release  an  article,  writ- 
ten anonymously  by  a competent  member, 
discussing  the  type  of  flu  that  is  prevalent 
in  the  neighborhood,  its  probable  severity, 
and  the  best  means  of  avoiding  it. 

It  is  spring  and  the  campers  are  going 
forth.  The  medical  society  describes  a new 
and  better  water-purifying  tablet  and  warns 
that  in  certain  nearby  counties  Rocky  Moun- 
tain spotted  fever  has  been  caused  by  ticks. 

It  is  summer  and  everybody  is  picnicking. 
The  medical  society  comes  up  with  a release 
discussing  the  speed  with  which  ptomaine 
bacteria  can  spread  in  warm  custards  and 
salads. 

It  is  fall  and  mothers  are  frightened  be- 
cause a strange  thing  called  mononucleosis 
has  appeared  in  several  schools.  The  medical 
society  describes  the  disease  and  puts  the 
danger  in  focus. 

What  is  the  community  talking  about?  Is 
the  swimming  lake  polluted?  The  medical 
society  should  examine  the  tests  and  demand 
corrective  action.  The  police  have  complained 
about  juvenile  glue-sniffers.  Is  it  really  dan- 
gerous? The  medical  society  says  it  is,  and 
why.  What  can  be  done  about  this  24-hour 
virus,  now  “going  around”  and  causing 
nausea  and  diarrhea?  The  medical  society 
says  “Nothing,  but  it  won’t  kill  you.” 

I do  not  suggest  poaching  into  the  field 
of  the  syndicated  medical  columnist  who  dis- 
cusses ailments  of  all  kinds.  But  I do  sug- 
gest that  the  county  medical  group  concern 
itself  with  helping  the  public  come  to  sane 
conclusions  about  local  medical  problems. 

Sure,  that’s  also  the  job  of  the  director  of 
the  city  or  county  health  department.  But 
do  MD’s  really  want  to  train  people  to  look 
to  doctors  supported  by  the  government  for 
all  friendly  advice  and  counsel? 

I think  there’s  a lot  that  could  be  done  to 
brighten  the  image  of  private  medicine  in 
America  that  simply  isn’t  being  done. 

In  a letter  to  me  written  May  20  your  com- 
munications division  director,  Jim  Reed, 
commented,  and  I quote: 

“Every  now  and  then  we  are  asked,  ‘Why 
is  the  AM  A always  against  everything?’  Ac- 
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tually,  of  course,  it  supports  far  more  than 
its  opposes.  For  example,  since  I joined  the 
Association  in  1958,  it  has  supported  124 
bills  in  Congress  while  opposing  all  or  parts 
of  only  32. 

“But  this  line  of  questioning  indicates  it 
isn’t  always  easy  to  discern  between  nega- 
tive and  positive  action.  To  be  for  health, 
one  must  be  against  disease.  Yet  being 
against  disease  is  positive  action,  as  we  see 
it.” 

Well,  I agree  with  Jim  Reed  totally  and  I 
say  it’s  time  to  accentuate  the  positive. 

Let  America  know  that  the  AMA  is  not 
only  concerned  about  medical  overcharges, 
but  is  prepared  to  initiate  action  against 
habitual  abusers  even  where  there  are  no 
specific  complaints  from  patients.  This  is 
positive. 

Let  America  know  that  the  AMA  is  all  in 
favor  of  health  insurance,  that  it  will  strong- 


ly react  to  those  members  who  may  use  it 
as  a device  for  hiking  fees^  and  that  it  is 
searching  for  new  forms  of  insurance  thal 
may  provide  essential  coverages  at  a cheaper 
price.  This  is  positive. 

Finally,  let  the  AMA  talk  more  often  to 
the  American  people — not  about  what  the 
AMA  wants  but  about  what  concerns  the 
citizen  and  his  children.  Something  has  to 
be  done  about  dusting  off  that  old  painting 
again,  the  one  about  the  pensive  doctor  at 
the  bedside  of  the  sick  child.  The  hurried 
MD  who  dashed  through  his  Thursday  morn- 
ing calls  so  that  he  can  meet  the  boys  for 
lunch  at  the  club  house  may  well  deserve  his 
half  holiday.  But  a painter  wouldn’t  be  able 
to  catch  him. 

Your  genius  is  conceded.  Your  techniques 
are  admired.  Your  researches  are  held  in 
awe.  But  these  things  won’t  save  you  from 
the  smothering  embrace  of  the  Welfare 
State. 

It  is  your  heart  you  have  to  prove.  □ 


CALL  FOR  EXHIBITS 

Oklahoma  physicians  and  health  organizations  are  invited  to  submit 
scientific  exhibits  for  display  at  the  59th  Annual  Meeting  of  the  Oklahoma 
State  Medical  Association  in  Tulsa,  May  14th-16th,  1965. 

Doctor  Thomas  W.  Taylor,  Exhibits  Chairman,  said  the  convention 
would  welcome  original  exhibits  detailing  scientific  investigations  or 
studies  by  physicians  or  hospitals.  Health  organizations  may  also  submit 
exhibits  outlining  special  projects  or  general  activities  which  may  be  of 
interest  to  practicing  medical  doctors. 

Applications  for  exhibit  space  may  be  obtained  by  writing:  Exhibit 
Chairman,  Oklahoma  State  Medical  Association,  Convention  Headquarters, 
104  Utica  Square  Medical  Center,  Tulsa.  All  applications  are  subject  to 
approval  by  the  Convention  Committee. 

There  is  no  charge  for  exhibit  space,  but  each  exhibitor  is  responsible 
for  transporting,  installing  and  dismantling  his  exhibit.  The  exhibit  area 
will  be  in  Tulsa’s  new  Civic  Assembly  immediately  adjacent  to  the  scientific 
sessions. 

Exhibits  are  to  be  set  up  on  Thursday,  May  13th,  and  removed  after 
1 :00  p.m.  on  Sunday,  May  16th.  Each  booth  will  be  lighted  with  a clamp- 
on  floodlight  and  equipped  with  a draped  counter. 
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MEDICARE 


1964— Held  on  One  Yard  Line 


In  a remarkable  display  of  legis- 
lative razzle-dazzle,  the  1964  version 
of  the  Medicare  Tax  bill  worked  its 
way  through  the  U.S.  Senate  for  the 
first  time,  only  to  languish  at  the 
adjournment  of  the  88th  Congress 
when  House-Senate  conferees  failed 
to  reach  agreement  on  the  measure 
or  on  any  of  the  compromise  plans 
offered. 

The  Administration’s  team  of  Medi- 
care backers  used  unusual  deception 
and  circumvented  well  established 
rules  to  obtain  an  election  year  roll 
call  victory  for  the  bill  in  the  Sep- 
tember 2nd  Senate  vote.  But  oppon- 
ents of  the  measure  in  the  House  of 
Representatives  refused  to  yield  to 
the  straightforward  thrusts  of  the 
Administration  and  were  not  caught 
off-balance  by  parliamentary  pitch- 
outs  designed  to  turn  the  Senate  vic- 
tory into  an  all-out  rout  of  the  entire 
U.S.  Congress. 

Representative  Wilbur  Mills  (D., 
Ark. ) may  be  given  most  of  the  cred- 
it for  the  demise  of  Medicare  during 
the  current  season.  The  powerful 
chairman  of  the  House  Ways  and 
Means  Committee  led  opposition 
forces  throughout  the  struggle,  and 
resisted  tremendous  pressures  to 
defeat  a measure  which  he  has  long 
felt  to  be  unnecessary  and  a threat 
to  the  solvency  of  the  Social  Security 
system. 

Here’s  a brief  summary  of  how  the 
Medicare  Tax  bill  progressed  through 
the  88th  Congress. 

The  King-Anderson  Bill,  H.R.  3920, 
was  introduced  early  during  this  ses- 
sion of  Congress  but  it  failed  to  re- 
ceive approval  of  the  House  Ways 
and  Means  Committee.  When  the 
House  of  Representatives  passed  the 
Social  Security  Amendments  Act  of 


1964  last  summer,  the  measure  prin- 
cipally provided  for  a five  per  cent 
increase  in  retirement  cash  bene- 
fits and  contained  no  mention  of 
Medicare.  Parliamentary  procedure 
then  required  that  the  act  be  pro- 
cessed through  the  Senate  Finance 
Committee  before  going  to  the  floor 
of  the  Senate  for  a vote.  During  Fi- 
nance Committee  hearings,  Senators 
Gore,  Javits  and  Ribicoff  attempted 
to  add  various  Medicare  type  amend- 
ments to  the  bill,  but  all  efforts  were 
voted  down  by  the  committee. 

Senator  Gore  refused  to  abide  by 
the  Finance  Committee  ruling  and 
introduced  his  Medicare  Tax  amend- 
ment directly  to  the  floor  of  the  Sen- 
ate. It  passed  by  a vote  of  49-44. 

Since  the  House-passed  bill  was 
amended  by  the  Senate,  the  measure 
was  next  referred  back  to  the  House 
Rules  Committee.  Strong  efforts 
were  made  by  the  Administration  to 
have  the  Rules  Committee  “instruct” 
the  House  to  approve  the  original 
act  as  well  as  the  Medicare  Tax 
amendment,  but  a nose  count  of 
Representatives  revealed  that  such 
an  attempt  would  be  voted  down,  so 
the  administration  permitted  the  di- 
rect uninstructed  referral  of  the 
measure  to  a House-Senate  Confer- 
ence Committee,  hoping  that  some 
compromise  Medicare  plan  could  be 
worked  out  that  would  be  agreeable 
to  both  legislative  bodies. 

Representative  Mills  and  other 
members  of  the  Joint  Conference 
group  refused  to  compromise,  and 
administration  conferees  voted  to  let 
the  entire  Social  Security  Act  expire 
rather  than  taking  the  pay  raise  fea- 
ture at  the  expense  of  scrapping 
Medicare. 

Congress  has  now  adjourned  with- 


out increasing  Social  Security  retire- 
ment benefits  and  without  passing 
Medicare.  The  issue  is  now  expect- 
ed to  play  a prominent  role  in  the 
presidential  election,  and  if  Presi- 
dent Johnson  wins  on  November  3rd 
by  an  overwhelming  majority,  some 
observers  expect  him  to  call  a spe- 
cial session  of  Congress  for  the  pur- 
pose of  passing  Medicare.  At  any 
rate,  when  the  89th  Congress  con- 
venes in  January,  Medicare  will  un- 
doubtedly be  at  the  top  of  legislative 
priorities. 

OSMA  Action 

Throughout  the  last  session  of  Con- 
gress, Oklahoma  physicians  and 
others  have  worked  hard  to  prevent 
the  passage  of  Medicare.  Intensive 
letter-writing  campaigns  have  been 
conducted  and  special  delegations 
have  been  organized  to  travel  to 
Washington  to  visit  with  Oklahoma 
Senators  and  Representatives.  Of- 
ficial testimony  from  the  OSMA  was 
presented  to  the  House  Ways  and 
Means  Committee. 

In  the  September  2nd  Senate  vote 
on  Medicare,  Senator  Monroney  dis- 
appointed Oklahomans  by  casting  his 
vote  with  the  Administration,  while 
Senator  Edmondson  opposed  it.  If 
the  question  had  been  submitted  to 
the  House  of  Representatives,  the 
majority  of  Oklahoma’s  delegation 
would  have  cast  negative  votes. 

Medicare  is  not  dead,  but  neither 
are  the  forces  who  favor  present 
methods  of  providing  health  care  for 
the  American  people.  The  recent 
narrow  victory  over  Medicare  should 
leave  no  doubt  in  anyone’s  mind  that 
the  future  holds  foreboding  prospects 
and  demands  grim  determination.  □ 
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OKLAHOMA'S  MENTAL  HEALTH 
SURVEY  NEARING  COMPLETION 


In  September  of  1963,  the  Okla- 
homa  Mental  Health  Planning  Com- 
mittee was  created  at  the  direction 
of  Oklahoma’s  Governor,  Henry  Bell- 
mon. 

The  general  purpose  of  this  com- 
mittee, as  it  was  then  defined  by 
Governor  Bellmon,  would  be  to  con- 
duct a comprehensive  mental  health 
survey  of  all  Oklahoma  in  an  effort 
to  identify  the  existing  needs  in  the 
broad  spectrum  of  mental  health  and 
illness  programs.  Particular  survey 
emphasis  was  to  be  placed  on  local 
community  needs  since  one  of  the 
ultimate  objectives  of  the  study, 
through  its  findings,  would  be  to 
recommend  the  strengthening  of  com- 
munity-based mental  health  services. 

A full-time  staff  headed  by  John 
D.  Griffith,  M.D.,  and  Mr.  Jack  Boyd 
was  hired  to  direct  and  coordinate 
the  project  study.  Doctor  Griffith 
was  employed  as  Director  of  Plan- 
ning and  Mr.  Boyd  as  Project  Coor- 
dinator. Doctor  Griffith  also  became 
the  Oklahoma  State  Health  Depart- 
ment’s divisional  director  of  mental 
health. 

Funds  to  finance  the  Committee’s 
survey  study  and  to  employ  a full- 
time staff  were  made  possible  by  a 
$4.2  million  appropriation,  passed  by 
the  87th  U.S.  Congress.  The  money 
to  be  used  by  the  fifty  states  for 
determining  mental  health  needs. 
Oklahoma’s  share  of  the  federal  pie 
was  set  at  $50,000  per  year. 

Governor  Bellmon  designated  the 
State  Health  Department  as  the  ad- 
ministrative agency  for  the  program, 
and  the  staff,  therefore,  fell  under 
the  jurisdiction  of  Kirk  T.  Mosley, 
M.D.,  Oklahoma’s  Commissioner  of 
Health. 

Seventy-two  Physicians  Serve 

Oklahoma’s  governor  was  instru- 
mental in  making  appointments  to 
the  Mental  Health  Planning  Commit- 
tee. In  all,  the  committee  is  com- 
prised of  around  200  members— phy- 
sicians, attorneys,  politicians,  edu- 
cators and  representatives  of  lay 


organizations.  Seventy  - two  physi- 
cians were  appointed,  many  of  whom 
were  assigned  key  leadership  re- 
sponsibilities in  the  study. 

The  expansive  committee  organi- 
zation was  so  designed  as  to  function 
under  the  auspices  of  an  Executive 
Committee  and  12  subcommittees. 

The  Executive  Committee  is  charg- 
ed with  guiding  the  complete  mental 
health  study  as  well  as  to  serve  as 
liaison  between  staff  personnel  and 
the  governor.  The  policy-making  de- 
cisions rest  with  this  committee. 

Harlan  Thomas,  M.D.,  President  of 
the  Oklahoma  State  Medical  Asso- 
ciation, serves  on  the  twelve  mem- 
ber Executive  Committee,  replacing 
Joe  L.  Duer,  M.D.,  immediate  past- 
president  of  the  OSMA,  who  repre- 
sented the  association  in  the  same 
capacity  last  year.  Committee  Chair- 
man is  Kirk  T.  Mosley,  M.D.,  and 
the  other  members  are:  Bruce  Car- 
ter, Ph.D.,  President,  Northeastern 
A & M College,  Miami;  Hayden  H. 
Donahue,  M.D.,  Superintendent,  Cen- 
tral State  Hospital,  Norman;  E.  T. 
Dunlap,  Ph.D.,  Chancellor,  Board  of 
Regents  for  Higher  Education,  Okla- 
homa City;  Mr.  Milton  B.  Garber, 
Past-President,  Oklahoma  Press  As- 
sociation, Enid;  Albert  Glass,  M.D., 
Director,  State  Department  of  Mental 
Health,  Oklahoma  City;  Oliver  Hodge, 
Ph.D.,  State  Superintendent  of  Public 
Instruction,  Oklahoma  City;  Honor- 
able J.  D.  McCarty,  Speaker,  Okla- 
homa House  of  Representatives,  Ok- 
lahoma City;  Mr.  Ted  Parkinson, 
Chairman,  State  Board  of  Affairs, 
Oklahoma  City;  Mr.  Lloyd  E.  Rader, 
Director,  Department  of  Public  Wel- 
fare, Oklahoma  City;  and,  Honorable 
Basil  R.  Wilson,  State  Senator,  Man- 
gum. 

Of  the  remaining  twelve  subcom- 
mittees, eight  are  chairmanned  by 
medical  doctors.  The  twelve  sub- 
committees and  their  chairmen  are: 
Aging — John  W.  DeVore,  M.D.,  Okla- 
homa City;  Alcoholism— William  T. 
Holland,  M.D.,  Tulsa;  Adult  Mentally 


111— Edwin  Fair,  M.D.,  Ponca  City; 
Emotionally  Disturbed  Children  — 
James  T.  Proctor,  M.D.,  Tulsa; 
Delinquency  — Ted  Baumberger, 
Ph.D.,  Oklahoma  City;  Financing — 
Eugene  Swearingen,  Ph.D.,  Still- 
water; Legal  Aspects— Mr.  Daniel  G. 
Gibbens,  University  of  Oklahoma, 
Norman;  Manpower — James  Mathis, 
M.D.,  Oklahoma  City;  Mental  Re- 
tardation — Sylvia  Richardson,  M.D., 
Oklahoma  City;  Professional  Stand- 
ards — George  H.  Guthrie,  M.D., 
Oklahoma  City;  Regional  Task 
Forces  — Joe  E.  Timken,  Ph.D., 
Norman;  and  Research — Jay  T.  Shur- 
ley,  M.D.,  Oklahoma  City. 

From  the  date  of  inception,  the 
subcommittees  have  been  meeting 
routinely.  Their  respective  jobs  have 
consisted  of  digesting  information 
given  them  by  the  subcommittee  on 
Regional  Task  Forces  as  well  as 
independent  studies  conducted  on 
their  own.  For,  it  has  been  the 
Regional  Task  Force  Committee’s 
job  to  take  the  survey  to  the  grass 
roots— the  local  communities— and 
upon  completion  of  the  survey,  to 
turn  their  findings  over  to  one  or 
more  of  the  subcommittees  directly 
concerned  with  a particular  facet 
of  mental  health  and  illness. 

Preliminary  Survey  Reports  and 
Recommendations  Unveiled 

The  subcommittees  have  studied  all 
data,  outlined  their  alternatives  for 
improvement  and,  on  August  10,  1964, 
each  subcommittee  presented  its 
preliminary  report  to  the  Executive 
Committee. 

The  meeting  was  held  in  the  State 
Capitol  Building  and  Governor  Bell- 
mon attended  and  took  part  in  the 
discussions.  Doctor  Harlan  Thomas 
as  well  as  other  members  of  the 
Executive  Committee  were  there. 

While  the  reports  given  by  the 
subcommittees  to  the  Executive  Com- 
mittee represent  their  recommenda- 
tions for  an  improved  mental  health 
planning  program  in  Oklahoma,  the 
reports  are  subject  to  the  review  and 
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acceptance  by  the  entire  Mental 
Health  Planning  Committee  as  a 
whole,  which  is  scheduled  to  meet 
November  5th  in  Norman. 

The  prime  objective  of  the  Novem- 
ber 5th  meeting,  aside  from  merely 
reviewing  the  reports,  will  be  an 
attempt  to  arrive  at  the  acceptance 
of  all  subcommittee  reports  and  to 
condense  and  combine  the  independ- 
ent reports  into  one  document. 

A digest  of  the  subcommittee  re- 
ports made  to  the  Executive  Com- 
mittee is  listed  as  follows  by  com- 
mittee: 

Task  Forces— The  committee  pre- 
sented statistics  and  findings  which 
demonstrated  that  community  based, 
controlled  and  operated  mental  health 
services  are  high  priority  needs.  It 
was  suggested  that  Tulsa  and  Okla- 
homa City  be  designated  as  sites 
for  comprehensive  centers,  offering 
a full  range  of  services  and  that  oth- 
er less  populated  areas  plan  services 
by  groups  of  communities  combining 
their  efforts.  Consultation,  as  need- 
ed, should  be  provided  to  all  com- 
munity groups. 

Alcoholism — The  committee  pointed 
to  the  increasing  incidence  of  pa- 
tients with  alcohol  addictions  enter- 
ing state  mental  hospitals.  The  com- 
mittee described  alcoholism  as  a ma- 
lignancy which  distorts  personality 
development,  social  adjustment,  edu- 
cational attainment  and  spiritual 
growth.  It  cites  the  application  of 
all  constructive  forces  within  the 
framework  of  society  which  are  nec- 
essary if  solutions  are  to  be  found. 
State  law  barring  the  treatment  of 
alcoholics  in  state  hospitals  should  be 
repealed.  One  of  the  two  state  tu- 
berculosis sanitariums  should  be 
converted  to  a chronic  alcoholism 
treatment  facility.  Much  research  is 
needed  and  the  physician  is  the 
principal  key  to  the  management  of 
the  health  aspect  of  this  problem. 

Financing— The  Committee  on  Fi- 
nancing points  out  that  additional 
expenditures  for  community  mental 
health  services  are  economically 
justified.  That  multiple  source  fi- 
nancing, including  both  private  and 
public  sources,  should  be  continued 
and  increased.  That  existing  ser- 


vices — physicians  already  in  the 
community  and  facilities  such  as 
hospitals,  workshops,  schools,  health 
departments  and  voluntary  agencies 
—should  be  utilized  to  the  maximum 
possible  extent. 

Legal  Aspects — The  committee’s  re- 
port drew  attention  to  the  conflict 
between  the  law’s  interest  in  pro- 
tecting the  citizen’s  rights  and  the 
physician’s  interest  in  treating  and 
curing  the  patient’s  condition.  Spe- 
cial attention  was  given  to  voluntary 
admissions  for  persons  under  21 
years  of  age;  detention  of  patient’s 
in  jails;  the  need  for  emergency 
medical  attention  prior  to  court  com- 
mitment action;  community  services 
for  patients  in  extramural  care; 
separate  proceedings  for  commitment 
to  care  and  competency;  and  con- 
fidentiality of  state  hospital  patient 
records  when  requested  by  physician. 

Adult  Mentally  III — The  committee 
recommends  a system  of  psychia- 
tric centers  be  established  within 
areas  of  100,000  population  and  that 
communities  within  the  regions  com- 
bine their  resources  to  undertake 
and  operate  these  centers.  That  out- 
patient, day  hospital,  night  hospital 
and  consultation  and  educational  ser- 
vices be  provided.  Moreover,  that 
general  hospitals  in  a region  provide 
inpatient  care  and  that  services  be 
available  to  all,  with  all  expected 
to  pay  a fee  but,  none  denied  ser- 
vices because  of  lack  of  finances. 

Juvenile  Delinquency  — The  Com- 
mittee on  Juvenile  Delinquency  makes 
the  following  recommendations:  (1) 
The  establishment  of  a uniform  court 
reporting  system;  (2)  early  identifi- 
cation of  delinquent  children  in  the 
schools  with  accompanying  methods 
for  providing  treatment  or  services 
to  the  potential  delinquent;  (3)  in- 
crease the  usage  of  vocational  and 
technical  training  centers  for  stu- 
dents who  indicate  a pre-delinquency 
pattern;  and  (4)  recodify  the  State 
Children’s  Code. 

Problems  of  the  Aging— The  com- 
mittee recommendations  are:  (1) 

That  it  be  understood  that  mental 
illness  in  the  aged  does  not  find  its 
beginning  at  age-65;  (2)  that  preven- 
tion is  a lifetime  matter  and  that 


people  must  prepare  for  growing 
old;  (3)  that  Oklahoma  communities 
be  surveyed  in  depth  to  determine 
their  ability  to  provide  preventive, 
therapeutic  and  custodial  care  for 
the  mentally  disordered  aged;  and 
(4)  determination  of  needs  and  what 
is  best  must  be  on  the  basis  of  the 
individual. 

Research — The  Committee  on  Re- 
search recommends:  (1)  A central 
Research  Institute  and  provision  for 
smaller  unit  operations  in  various 
centers  and  regions  of  the  state;  (2) 
state  appropriated  starter  or  seed 
funds  to  investigate  leads  and  get 
projects  started;  (3)  the  creation  of 
an  Advisory  Mental  Health  Research 
Council  made  up  of  representatives 
from  appropriate  fields  of  knowledge, 
schools  and  official  and  voluntary 
agencies;  (4)  that  research  levels 
include  — epidemiological  research, 
clinical  research,  basic  research, 
operations  and  administrative  re- 
search. The  committee  pointed  out 
that  Oklahoma  received  research 
grants  of  9.1c  per  capita  in  1963. 
This  compares  with  25.7c  for  the 
nation  as  a whole. 

Manpower— Based  on  proposing  the 
establishment  of  16  regional  mental 
health  clinics,  the  Committee  on 
Manpower  listed  the  need  for  16 
psychiatrists  or  other  physicians,  16 
psychologists,  32  social  workers,  16 
nurses,  16  occupational  therapists 
and  16  other  therapists.  In  proposing 
two  comprehensive  mental  health 
centers,  one  each  in  Tulsa  and  Okla- 
homa City,  the  manpower  needs 
would  require  seven  psychiatrists, 
seven  psychologists,  14  social  work- 
ers, 34  nurses,  three  occupational 
therapists,  two  physical  therapists, 
two  recreational  therapists  and  102 
aides. 

The  committee  estimated  the  state 
hospital  needs  at  100  psychiatrists, 
100  psychologists,  200  social  workers, 
417  nurses  and  1,149  aides— occupa- 
tional and  other  therapists.  The 
committee  also  reported  that  in- 
creased population  in  the  state  will 
eventually  require  80  psychiatrists 
in  private  practice. 

Mental  Retardation  — Considering 
the  Department  of  Public  Welfare’s 
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study  in  depth  of  this  area,  the  Exe 
eutive  Committee  of  the  Oklahoma 
Mental  Health  Planning  Committee 
recommended  that  the  Committee  on 
Mental  Retardation  serve  as  liaison 
between  the  committee  as  a whole 
and  the  Welfare  Department’s  Com- 
mittee. Among  the  recommendations 
were:  (1)  That  small  temporary  re- 
sidential units  be  provided;  (2)  day 
schools  for  trainable  children  living 
at  home;  (3)  sheltered  workshops; 
(4)  consultation  for  parents;  (5) 
nursery  and  related  services  for  day 
care;  (6)  adult  occupational  shops, 
coordination  with  employment  ser- 
vices and  community  nursing  homes 
for  the  care  of  severely  retarded  bed 
patients.  Early  case  finding,  birth 
registry,  special  education  through 
the  schools  and  training  for  personnel 
were  other  suggestions. 

Professional  Standards — The  com- 
mittee emphasized  that  mental  health 
services  are  and  should  be  provided, 
almost  exclusively,  by  specialized 
personnel.  A comprehensive  stan- 
dards system  was  included  in  the 
committee’s  report  which  applied  to 
certifying  the  competency  of  mental 
health  personnel  who  would  be  need- 
ed to  direct,  staff  and  assist  in  full- 
time mental  health  work.  The  pro- 
fessional standards  system  applies 
to  physicians  with  adequate  training 
in  psychiatry,  psychologists,  social 
workers,  psychiatric  nurses,  the  clin- 
ical trained  chaplain,  physical  thera- 
pists, occupational  therapists,  rehabi- 
litation therapists,  recreational  ther- 
apists; music  therapists,  visiting 
counselors,  school  counselors,  and 
teacher  counselors. 

The  report  states  that  the  number 
of  specialized  personnel  who  could 
meet  the  proposed  standards  is  ex- 
tremely low  at  this  point.  They  there- 
fore recommend  a concentrated  edu- 
cational program  be  developed  to 
turn  out  the  needed  number  of  spe- 
cialized mental  health  personnel. 

Emotionally  Disturbed  Children  — 
The  Committee  on  Emotionally  Dis- 
turbed Children  submitted  an  outline 
report  only.  They  advised  the  Exe- 
cutive Committee  that  a comprehen- 


sive report  would  be  submitted  prior 
lo  the  November  meeting  in  Norman. 

Executive  Committee 
Makes  Recommendations 

After  reviewing  the  twelve  sub- 
committee reports,  the  Executive 
Committee  instructed  Doctor  John  D. 
Griffith,  Planning  Director,  as  fol- 
lows: (1)  That  the  staff  reduce  the 
subcommittee  reports  into  a single 
composite  document  for  submission 
to  the  entire  membership  of  the 
Oklahoma  Mental  Health  Planning 
Committee;  and  (2)  that  the  staff  de- 
velop a separate  section  on  overall 
principles  for  the  development  of  a 
system  of  community  based  mental 
health  services. 

As  a result  of  a motion  by  the 
Speaker  of  the  Oklahoma  House  of 
Representatives,  J.  D.  McCarty, 
which  was  seconded  by  OSMA  Presi- 
dent, Doctor  Harlan  Thomas,  final 
instructions  were  given  and  com- 
ments made  relative  to  preparing 
subcommittee  reports  for  the  No- 
vember 5th  meeting  of  the  Oklahoma 
Mental  Health  Planning  Committee. 
The  instructions  given  by  Speaker 
McCarty  and  Doctor  Thomas  were 
as  follows: 

(1)  Make  no  recommendations  that 
would  change  the  responsibilities  of 
state  agencies. 

Comment:  “The  purpose  is  to 

build  up  community  based  services, 
not  state  agencies.  Community  bas- 
ed services  should  be  community 
controlled  and  operated.  The  state 
and  federal  governments  should  help. 
There  are  enough  laws  on  the  books 
now  to  permit  us  to  do  all  we  are 
capable  of  doing  well.” 

(2)  Make  no  recommendation  that 
suggests  any  existing  mental  health 
service  will  have  less  money  to  oper- 
ate on  than  it  does  now. 

Comment:  “It  is  neither  practical 
nor  judicious  to  suggest  reducing 
state  hospital  budgets  in  order  to 
finance  research  or  manpower  de- 
velopment or  community  health  ser- 
vices. New  services  are  going  to  re- 
quire new  money— some  from  local 
sources,  some  from  federal  sources. 


Doubtless,  some  will  be  needed  from 
state  sources  to  help  get  things  start- 
ed and  to  sustain  them.  The  matter 
of  state  sources  is  up  to  the  people 
directly  and  through  their  elected 
representatives.” 

(3)  The  document  should  be  con- 
cerned with  community  services  only. 

Comment:  “The  State  Mental 
Health  Department  knows  its  own 
needs  and  is  perfectly  capable  of 
making  them  known  to  others.” 

(4)  The  document  should  present 
a set  of  principles  for  implementing 
the  community  mental  health  ser- 
vices that  are  needed  across  the 
state. 

Comment:  “The  details  of  imple- 
mentation should  be  left  to  the  com- 
munities and  the  state  agencies  now 
responsible  under  the  law.” 

(5)  The  staff  should  work  closely 
with  the  Legislative  Council  Commit- 
tee on  Mental  Health  and  Retarda- 
tion. 

Comment:  “This  provides  an  or- 

derly method  for  getting  the  plan 
before  the  Legislature.”  □ 

Diabetes  Week 

A year-round  effort  to  find  un- 
known diabetics  and  guide  them  to 
medical  care  will  be  highlighted  by 
a nationwide  Diabetes  Week  from 
November  15th  to  21st.  The  drive  is 
sponsored  by  the  American  Diabetes 
Association  which  was  founded  by 
and  is  composed  of  physicians.  The 
association  works  through  50  local 
affiliate  associations  and  through  ap- 
proximately 900  Committees  on  Dia- 
betes organized  within  state  and 
county  medical  societies. 

One  out  of  every  135  persons  who 
visit  a physician’s  office  is  an  un- 
known diabetic.  Detecting  diabetes 
as  early  as  possible  is  the  respon- 
sibility of  every  physician  and  all 
doctors  are  urged  to  cooperate  to  the 
fullest  in  Diabetes  Week  screening. 

The  ADA  points  out  that  all  indi- 
viduals with  true  blood  sugars  be- 
tween the  normal  and  the  diabetic 
levels  should  be  considered  suspect 
diabetics  and  should  be  retested  at 
subsequent  intervals.  □ 
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Planning  Your  Estate 


. . . requires  many  professional  skills 


As  a professional  person  yourself,  you  expect  comparable 
experience  and  dedication  in  the  people  you  look  to  for 
advice  . . . the  trust  officer  of  your  bank,  your  attorney, 
your  accountant,  your  life  insurance  man. 


They  all  have  certain  valuable  traits  in  common.  Intensive 
training  . . . experience  . . . discretion.  And  a thoroughly 
professional  approach  to  every  problem,  whether  it  be 
large  or  small. 

When  it  comes  to  the  role  of  life  insurance  in  your  personal 
estate  plans,  the  man  from  Mass  Mutual  can  contribute  not 
only  his  professional  skill  and  training,  but  also  the 
facilities  of  his  agency  and  company. 


In  planning  your  estate,  supplement  your  05MA 
Group  Insurance  with  valuable  individual  coverage. 


WILSON  & WILSON,  INC. 

General  Agent 

1280  First  Nat'l  Bldg.  - Tel.  CE  6-4681 
Oklahoma  City 


DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Robert  O.  Bowles  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

720  N.W.  50th  St.  P.  O.  Box  18735 
OKLAHOMA  CITY,  OKLAHOMA  73118 
Telephone  Victor  2-1431 
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news 

Limit  Sabin  To  Children: 
Surgeon  General 

A special  advisory  committee  to  the 
Surgeon  General  of  the  Public  Health 
Service,  Department  of  Health,  Edu- 
cation, and  Welfare,  is  urging  re- 
newed drives  by  local  communities 
during  the  fall  and  winter  to  vaccin- 
ate the  younger  age  groups  against 
poliomyelitis. 

The  report  was  prepared  by  a 
Special  Advisory  Committee  on  Oral 
Poliomyelitis  Vaccine  and  was  made 
public  September  23rd  by  Surgeon 
General  Luther  L.  Terry. 

The  Committee’s  report  said  that 
the  age  groups  to  be  immunized  and 
the  vaccine  chosen  for  use  should  be 
determined  locally.  The  Committee 
said,  however,  that  in  its  view  the 
oral  vaccination  of  persons  over  18 
should  “generally  be  recommended 
only  in  those  situations  in  which  un- 
usual exposure  to  poliomyelitis  might 
be  anticipated,  such  as  epidemics, 
entry  into  military  service,  and  tra- 
vel to  other  countries.” 

The  Committee  recommended 
strongly  the  immunization  of  infants 
during  their  first  year  of  life  and  the 
routine  immunization  of  all  children 
on  entering  school. 

Doctor  Terry,  in  releasing  the  re- 
port, said  that  the  Public  Health 
Service  was  accepting  the  Commit- 
tee’s recommendations.  He  pointed 
out  that  the  shift  in  emphasis  away 
from  adults  toward  younger  age 
groups  was  forecast  in  a Committee 
report  of  December,  1962.  The  ad- 
visory committee  at  that  time  em- 
phasized the  importance  of  concen- 
trating on  the  immunization  of  young- 
er age  groups  and  noted  a “very 
small  risk”  incident  to  the  use  of 
the  oral  vaccines  in  persons  30  years 
of  age  and  over. 

The  Current  Committee  report  also 
recommends  alteration  in  the  se- 
quence of  administering  monovalent 
vaccines  with  Type  II  the  first  to  be 
given.  The  newly  recommended  or- 
der is  Types  II,  I,  and  III. 

Doctor  Albert  Sabin,  developer  of 
the  oral  vaccine  and  a member  of 


the  Committee,  filed  a report  dissent- 
ing from  the  Committee’s  recom- 
mendations and  calling  for  the  con- 
tinued immunization  of  all  age  groups. 

The  Service  is  making  available 
the  full  text  of  both  reports  to  State 
Health  Officers,  professional  organi- 
zations, and  other  interested  agen- 
cies, Doctor  Terry  said. 

The  Committee’s  recommendations 
were  based  on  an  exhaustive  analysis 
of  87  reported  cases  of  “polio-like 
illness  associated  with  the  admin- 
istration of  oral  vaccines”  which 
have  occured  in  non-epidemic  areas 
since  December  1961. 

These  cases  were  considered  by 
the  Committee  on  the  basis  of  wheth- 
er or  not  they  were  “compatible  with 
the  possibility  of  having  been  induc- 
ed by  the  vaccine.” 

It  concluded  that  it  is  not  possible 
to  prove  that  any  individual  case 
was  caused  by  the  vaccines  and  that 
no  laboratory  tests  available  can 
provide  a definitive  answer.  Never- 
theless, the  Committee  said,  “con- 
sidering the  epidemiological  evidence 
developed  with  respect  to  the  total 
group  of  ‘compatible’  cases,  the 
Committee  believes  that  at  least 
some  of  these  cases  were  caused  by 
the  vaccine.” 

The  extent  of  the  “risk  factor,” 
according  to  the  report,  is,  for  Type 
III  only  1 case  in  2.5  million  doses 
administered;  for  Type  I,  only  one 
in  six  million,  and  for  Type  II  only 
1 in  50  million. 

With  respect  to  the  very  minimal 
risk,  Doctor  Terry  emphasized  that 
there  should  be  no  apprehension 
whatsoever  among  those  who  have 
already  taken  the  oral  vaccine. 

In  its  analysis  of  the  87  cases,  the 
Committee  found  57  which  they  con- 
sidered “compatible.” 

The  “compatible”  cases,  the  report 
said,  occured  largely  among  adults. 
Most  were  widely  scattered  through- 
out the  country.  The  onset  of  illness 
fell  between  4 and  28  days  following 
vaccine  administration. 

“There  was  no  apparent  association 
of  cases  with  specific  lots  of  vaccine 
or  vaccines  produced  by  a particular 
manufacturer,”  the  report  added. 


In  urging  a renewed  effort  to  vac- 
cinate those  still  susceptible,  most 
of  them  poorly  immunized  children 
in  economically  depressed  population 
groups,  the  Committee  cited  the  spec- 
tacular decline  of  polio  during  recent 
years. 

The  decline  has  been  from  an 
annual  rate  of  14.6  cases  per  100,000 
during  1950-54  to  a rate  of  1.8  for 
1957-61.  This  represents  a decrease 
of  83  per  cent. 

“On  the  basis  of  reports  to  date, 
less  than  150  cases  of  paralytic  polio- 
myelitis may  be  anticipated  for  the 
entire  year  (of  1964),”  the  report 
added. 

In  commenting  on  this  phase  of 
the  report  Surgeon  General  Terry 
said: 

“When  you  compare  this  year’s 
record  low  with  the  54,000  cases  of 
polio  reported  in  1952,  the  triumph 
against  polio  is  an  historic  achieve- 
ment in  preventive  medicine.  This 
great  victory  has  been  made  possi- 
ble by  the  work  of  two  extraordinar- 
ily dedicated  scientists— Doctor  Jonas 
Salk  and  Doctor  Albert  Sabin— and  it 
has  come  to  pass  through  the  devot- 
ed efforts  of  hundreds  of  organiza- 
tions and  thousands  of  individuals,” 
Doctor  Terry  said. 

The  Surgeon  General  added:  “I 
heartily  and  enthusiastically  endorse 
the  Committee’s  primary  recommen- 
dation that  every  effort  be  made  for 
the  continuing  vaccination  of  infants 
and  younger  age  groups.  Only  through 
this  means  can  we  achieve  total 
victory  over  polio.”  □ 

O.U.  Lists 

Postgraduate  Courses 

Three  postgraduate  courses  to  be 
held  in  the  school  auditorium  on  se- 
lected Wednesday  afternoons  from 
1:00  p.m.  to  5:30  p.m.  have  been 
announced  by  the  Office  of  Post- 
graduate Education  of  the  University 
of  Oklahoma  School  of  Medicine. 

Dates  for  the  courses  and  subjects 
to  be  covered  are:  Ear,  Nose  and 
Throat  in  Office  Practice,  November 
11th;  Anemias,  December  9th  and 
Ano-Rectal  Diseases  and  Their  Man- 
agement, January  13th.  □ 
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Doctor  Brown  Adviser 
On  U.S.  Welfare 

Walter  E,  Brown,  M.D.,  former 
OSMA  president  from  Tulsa,  was 
recently  named  to  a 12-member  Na- 
tional Advisory  Council  to  the  Public 
Welfare  Department  by  Anthony  J. 
Celebrezze,  Secretary  of  the  Depart- 
ment of  Health,  Education  and  Wel- 
fare. He  is  the  only  physician  serv- 
ing on  the  council. 

The  group  is  to  make  a two-year 
review  of  programs  now  requiring 
expenditures  of  $4.5  billion  yearly 
by  federal,  state  and  local  govern- 
ments. Currently  nearly  eight  million 
U.  S.  citizens  are  involved.  Facts 
assembled  from  this  review  will  form 
the  basis  for  a formal  report  and 
recommendations  by  the  Council  to 
the  Secretary  of  HEW  to  be  submitted 
not  later  than  July  1st,  1966. 

Expressing  interest  in  Oklahoma’s 
welfare  program,  Doctor  Brown  said, 
“It  pleases  me  to  receive  the  appoint- 
ment and  to  have  an  opportunity  to 
look  into  the  welfare  picture  on  a 
nationwide  basis.” 

The  physician  has  served  on  an 
advisory  board  to  the  Bureau  of 
Family  Services  since  1960.  He  has 
already  attended  one  Washington, 
D.  C.  meeting  in  the  capacity  of  his 
new  appointment,  and  the  group  is 
scheduled  to  assemble  again  on  Oc- 
tober 22nd-23rd.  □ 

Therapy  Of  Shock 
Is  Topic  For 
November  Symposium 

Physicians  are  invited  to  attend 
all  or  a part  of  a two  and  one-half 
day  program  emphasizing  therapy  of 
bacteremic  shock  and  hear  more 
than  twenty-five  guest  authorities  in 
the  field  of  bacteremic  shock  from 
various  parts  of  the  nation  discuss 
their  findings,  theories  and  thera- 
peutic efforts. 

The  symposium  on  Therapy  of 
Shock  of  interest  to  specialists  and 
practitioners  and  jointly  sponsored  by 
the  Civil  Aeromedical  Research  In- 
stitute and  the  University  of  Okla- 


homa Medical  Center  is  scheduled 
for  November  19th-21st,  1964  at  the 
Center  for  Continuing  Education,  Nor- 
man, Oklahoma.  This  program  will 
stress  therapy  of  shock  based  on  lab- 
oratory experiments  and  the  wealth 
of  clinical  experience  of  the  guest 
participants. 

Preceding  the  symposium,  the 
twenty-five  guest  authorities  will 
gather  in  Oklahoma  City  and  conduct 
research  projects  according  to  their 
specific  interests.  This  “Shock  Tour” 
will  be  limited  to  the  guest  research- 
ers on  November  16th,  17th  and  18th 
at  the  Civil  Aeromedical  Research 
Institute.  Results  of  the  three  days 
laboratory  work  will  be  presented 
and  discussed  with  current  therapeu- 
tic measures  being  stressed  at  the 
Symposium  on  Therapy  of  Shock. 

Nebraska  and  Oklahoma  physi- 
cians will  be  interested  in  the  Ne- 
braska vs.  Oklahoma  football  game 
November  21st. 

For  final  program  and  other  infor- 
mation write  to  Office  of  Postgradu- 
ate Education,  University  of  Okla- 
homa Medical  Center,  801  Northeast 
13th  Street,  Oklahoma  City,  Okla- 
homa 73104.  □ 


Eighteen  Medical 
Students  Receive 
OSMA  Loans 

Eighteen  University  of  Oklahoma 
medical  students  are  receiving  $9,000 
in  loans  from  the  Oklahoma  State 
Medical  Association  this  semester. 

The  OSMA  Financial  Aid  to  Edu- 
cation Committee,  headed  by  Joe  L. 
Duer,  M.D.,  Woodward,  met  on  Sep- 
tember 13th  to  consider  all  applica- 
tions and  to  select  the  most  deserving 
students  as  recipients  of  the  $500 
loans.  Earlier,  Doctor  Duer  present- 
ed five  $500  OSMA  scholarship  checks 
to  entering  freshmen  with  the  high- 
est scholastic  standings. 

Since  the  inception  of  the  associa- 
tion’s Financial  Aid  to  Education 
Program  in  1962,  $17,400  has  been 
processed  in  loans  to  forty-four  O.U. 
students,  including  those  granted  for 
the  fall  term  of  1964.  Fifteen  scho- 


larships have  been  awarded  in  the 
aggregate  amount  of  $7,500,  and 
$955.12  still  remains  in  the  account 
for  grants-in-aid  to  tide  students 
over  short-term  financial  emergen- 
cies. 

The  overall  program  is  supported 
by  the  earmarking  of  $5.00'  from  the 
annual  dues  of  every  association 
member,  amounting  to  an  annual 
deposit  into  the  fund  of  some  $8,600. 

Loans  are  repayable  at  the  com- 
pletion of  the  student’s  medical  train- 
ing, and  simple  interest  at  the  rate 
of  two  per  cent  does  not  accrue 
until  that  time.  A three-year  period 
is  allowed  for  repayment  after  the 
notes  become  due. 

Efforts  are  now  being  made  to 
convert  the  Financial  Aid  to  Educa- 
tion Program  to  the  status  of  a non- 
profit corporation,  thereby  permit- 
ting tax-deductible  contributions  into 
the  fund.  □ 

AF  Reserve 
Needs  Doctors 

The  Fourth  Air  Force  Reserve  has 
announced  the  establishment  of  re- 
serve medical  units  at  all  Air  Force 
bases  in  Oklahoma,  and  is  asking 
for  eighteen  state  doctors  to  com- 
mand and  staff  the  units. 

Medical  reservists  will  train  with 
the  hospitals  one  weekend  of  each 
month  and  two  weeks  each  summer. 
Each  unit  will  be  capable  of  func- 
tioning independently  of  the  hospital, 
but  in  most  instances,  reserve  medi- 
cal personnel  will  augment  the  Base 
Hospital  Staff  if  and  when  ordered 
to  active  duty. 

The  Air  Force  is  primarily  inter- 
ested in  physicians  who  have  com- 
pleted their  active  duty  obligations, 
and  would  like  to  retain  their  re- 
serve status.  However,  the  program 
is  open  to  all  doctors  who  can 
qualify  for  a commission,  including 
interns. 

Further  information  can  be  obtain- 
ed by  writing  to  Headquarters,  Four- 
th Air  Force  Reserve  Region  (SUR), 
Randolph  Air  Force  Base,  Texas, 
78148.  □ 
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The  Beverly  Hills  Hospital 
The  Beverly  Hills  Clinic 

(Formerly  Beverly  Hills  Clinic  and  Sanitarium ) 

Acute  Psychiatric  Diagnostic  and  Treatment  Center 

☆ New  Outpatient  and  Hospital  Facilities  ☆ Beautiful  New  Buildings  On  a Secluded 
Scenic  and  Wooded  Site  ☆ Open  Cottage  System  and  Regulated  Intensive  Treatment 
Units  ☆ All  Established  Methods  of  Diagnosis  and  Treatment  Utilized.  ☆ 


PSYCHIATRY 

A.  J.  Schwenkenberg,  M.D. 

Joseph  L.  Knapp,  M.D. 
Jackson  H.  Speegle,  M.D. 
Fred  H.  Jordan,  M.D. 


PSYCHIATRY 
Joseph  H.  Lindsay,  M.D. 
John  T.  Holbrook,  M.D. 
PSYCHOLOGY 

Traudl  E.  Jordan-Diener,  Ph.D. 
W.  R.  Garretson,  M.  A. 


1353  N.  Westmoreland  ☆ Dallas  11,  Texas  dk  FE  1-8331 
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MOHLER  HONORED  BY  HEART  ASSOCIATION 


Photograph  courtesy  of  The  Daily  Oklahoman 


Southern  Medical 
Association  Meets 
In  November 

The  58th  Annual  Meeting  of  the 
Southern  Medical  Association  will  be 
held  November  16th-19th,  1964,  in 
Memphis,  Tennessee,  it  was  announc- 
ed recently  by  J.  Hoyle  Carlock, 
M.D,.  Ardmore,  Oklahoma  Councilor 
of  SMA. 

An  outstanding  scientific  program 
will  feature  general  sessions;  sym- 
posia on  problems  of  the  adolescent, 
current  venereal  disease  problems 
and  chemotherapy;  twenty- two  scien- 
tific section  meetings;  and,  color 
television. 

The  section  meetings  will  cover 
major  specialties  as  well  as  general 
practice.  Each  section  discussion 
will  be  anchored  by  an  outstanding 
specialist  in  the  field. 

Other  features  of  the  meeting  are 
alumni  reunions,  the  annual  dinner- 
dance,  scientific  and  technical  ex- 
hibits, and  a golf  tournament.  Spe- 
cial entertainment  has  been  arrang- 
ed for  the  ladies. 

Further  information  and  a housing 
reservation  card  may  be  obtained 
from  Mr.  Robert  F.  Butts,  Executive 
Director,  Southern  Medical  Associa- 
tion, 2601  Highland  Avenue,  Birming- 
ham, Alabama.  □ 

Cancer  Group  Clarifies 
Drug  Program 

The  Oklahoma  Division  of  the 
American  Cancer  Society  has  re- 
cently issued  information  to  clarify 
the  policy  of  its  drug  program  for 
the  medically  indigent,  terminal  can- 
cer victim. 

Here  is  the  present  policy: 

“Certain  medications  are  provided 
for  patients  who  cannot  pay  for 
them.  If  other  resources  are  not 
available,  the  Division  can  authorize 
the  payment  of  the  cost  of  narcotics 
for  a cancer  patient,  up  to  $15.00  per 
patient  per  each  30  days.  This  type 
of  service  is  approved  only  where 
patients  are  without  other  resources. 
In  most  cases  it  is  possible  to  secure 
welfare  assistance  from  the  appro- 
priate county  or  state  agency.  In 


E.  C.  Mohler,  M.D.,  (left)  of  Ponca 
City  received  the  Oklahoma  Heart 
Association’s  highest  award  in  cere- 
monies at  OHA’s  annual  program 
meeting  September  19th. 

President  W.  D.  Finney  of  Fort 
Cobb  presented  Doctor  Mohler  with 
the  Association’s  Distinguished  Ser- 
vice Medallion  mounted  on  a walnut 
plaque,  citing  the  Ponca  City  physi- 
cian for  continuing  leadership. 

Doctor  Mohler,  currently  chairman 
of  OHA’s  Long  Range  Planning  com- 
mittee, served  as  president  in  1962-63, 


cases  requiring  ACS  funds  for  nar- 
cotics, the  Unit  investigates  and  se- 
cures the  physician’s  approval.  The 
request  is  sent  to  the  Division  office 
on  Form  S-2.  The  Division  office 
then  authorizes  a druggist,  in  writ- 
ing, to  provide  such  narcotics  as  are 
prescribed  by  the  physician,  not  to 
exceed  $15.00  per  month.  Authoriza- 
tion is  issued  for  a period  of  90 
days.  After  this  period,  the  case  is 
reviewed  and  renewed  if  the  need 
exists. 

“Payment  for  drugs  by  the  ACS 
cannot  be  assumed  until  after  the 
Division  office  has  authorized  the 


has  served  as  chairman  of  the  OHA 
Research  Committee  and  OHA  Exe- 
cutive Committee,  and  has  been  a 
State  Heart  Association  leader  since 
his  election  to  the  state  Board  of 
Directors  in  1954. 

Other  physicians  honored  at  the 
Heart  Association  ceremonies  were: 

L.  L.  Conrad,  M.D.,  of  Oklahoma 
City,  for  outstanding  service  in  Pro- 
fessional Education,  and  Doctor 
Galen  P.  Robbins  of  Oklahoma  City, 
for  educational  service  in  the  field 
of  external  cardiac  resuscitation.  □ 


requests. 

“The  narcotics  for  which  ACS  will 
pay  are  limited  to  these  four:  Mor- 
phine, Dilaudid,  Pantopon,  and  non- 
compounded  Codeine.” 

A terminal  patient  is  defined  as 
one  who  will  not  respond  to  addi- 
tional treatment,  whether  it  be  ir- 
radiation, chemotherapy  or  addition- 
al surgery.  A medically  indigent 
patient  is  one  where  he  and  the 
family  have  exhausted  all  their  cur- 
rent resources  because  of  the  added 
burden  of  the  illness,  and  where  the 
costs  involved  would  destroy  the 
economic  stability  of  the  family.  □ 
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Ritzhaupt  Proposes  New 
Health  Facilities 

On  September  17th  the  day  before 
his  death  from  a heart  attack  (see 
editorial),  Senator  Louis  H.  Ritz- 
haupt, M.D.,  submitted  a proposal 
to  the  Oklahoma  State  Legislative 
Council  requesting  a $2,066,200  ap- 
propriation for  the  purpose  of  im- 
proving the  physical  plant  and  equip- 
ment of  the  State  Department  of 
Health. 

The  proposal,  if  approved  by  the 
Legislative  Council  and  subsequently 
by  the  30th  Oklahoma  Legislature, 
calls  for  the  construction  of  a 
$1,750,000  central  office  building  for 
the  health  department  and  for  a 
$316,200  expansion  of  the  state  labora- 
tory facility. 

Both  projects  will  be  located  on  the 
present  health  department  property, 
3400  North  Eastern,  Oklahoma  City. 

For  the  central  office  building, 
Senator  Ritzhaupt  recommended 
building  a T-shaped  structure  having 
one  wing  three  stories  high  and  one 
wing  two  stories  high.  About  28,000 
square  feet  of  the  new  structure 
would  replace  the  existing  47-year- 
old  health  department  headquarters. 

The  laboratory  project,  which  is 
eligible  to  have  50  per  cent  of  its 
cost  offset  by  federal  Hill-Burton 
matching  funds,  includes  the  reno- 
vation of  the  existing  18,400  square 
foot  structure  plus  new  construction 
of  10,000  square  feet. 

When  and  if  the  proposal  is  ac- 
complished, the  department  will  have 
about  100,000  square  feet  of  space. 

In  justifying  the  overall  proposal 
and  recommending  serious  study  of 
the  project,  Ritzhaupt  reported  that 
the  present  central  headquarters  of- 
fice was  built  to  house  elderly  Union 
soldiers  and  their  wives.  Deficiencies 
listed  were  poor  design  and  termite 
infested  construction,  absence  of  hot 
water,  substandard  toilet  facilities, 
safety  and  fire  hazards. 

The  need  for  improved  laboratory 
facilities  was  supported  in  the  pro- 
posal on  the  basis  of  accommodating 
new  programs  and  extended  services. 

□ 


DONOVAN  F.  WARD,  M.D. 


Student  AMA  Banquet 
Slated  October  16th 

Members  of  the  University  of  Okla- 
homa Chapter  of  the  Student  Ameri- 
can Medical  Association,  their  wives 
and  dates,  will  be  guests  of  the 
Oklahoma  State  Medical  Association 
on  October  16th  when  the  traditional 
annual  banquet  is  held  in  Oklahoma 
City’s  Sheraton-Oklahoma  Hotel. 

Featured  speaker  for  the  event  is 
Donovan  F.  Ward,  M.D.,  president 
of  the  American  Medical  Association 
from  Dubuque,  Iowa.  Doctor  Ward’s 
topic,  “AMA  Contributes  To  Amer- 
ica’s Good  Health,”  will  accentuate 
the  positive  AMA  accomplishments, 
both  past  and  present,  toward  the 
betterment  of  public  health. 

The  Iowa  surgeon  recently  replaced 
Doctor  Norman  A.  Welch,  Boston, 
as  AMA  president.  Doctor  Welch 
died  suddenly  on  September  3rd  of 
a cerebral  hemorrhage,  and  Doctor 
Ward,  as  president-elect  was  im- 
mediately elevated  to  leadership. 

The  banquet  will  begin  at  8:00  p.m. 
in  the  Sheraton’s  Ballroom.  In  ad- 
dition to  students,  the  invitation  list 
will  include  officers  and  trustees  of 
the  Oklahoma  State  Medical  Associa- 
tion, the  O.U.  medical  school  dean 
and  three  associate  deans,  and  phy- 
sicians participating  in  the  school’s 
preceptorship  program. 

More  than  250  persons  are  expected 
to  attend.  □ 


DEATH 

LOUIS  H.  RITZHAUPT,  M.D. 

1891-1964 

Former  president  of  the  Oklahoma 
State  Medical  Association  and  dean 
of  the  Oklahoma  State  Senate,  Louis 
H.  Ritzhaupt,  M.D.,  Guthrie  surgeon, 
died  September  18th,  1964. 

Born  in  Kansas  City,  Missouri, 
Doctor  Ritzhaupt  had  lived  in  Okla- 
homa 70  years.  He  graduated  from 
George  Washington  University  School 
of  Medicine  in  1917  and  established 
his  practice  in  Guthrie  in  1918.  He 
began  his  role  as  public  servant  by 
filling  a four-year  term  on  the  Guth- 
rie School  Board  and  served  two 
years  as  a city  councilman. 

Despite  27  years  of  service  in  the 
Senate,  he  maintained  his  medical 
practice  in  Guthrie  throughout  the 
years.  For  32  years  he  served  as  a 
member  of  the  House  of  Delegates  of 
the  OSMA  and  as  president  of  the 
group  in  1935-36. 

ARTHUR  A.  HELLBAUM,  M.D. 

1904-1964 

A former  professor  of  the  depart- 
ment of  Pharmacology  at  the  Uni- 
versity of  Oklahoma  School  of  Medi- 
cine, Arthur  A.  Hellcaum,  M.D.,  died 
September  4th,  1964,  in  Oklahoma 
City.  Following  23  years  with  the 
O.U.  Medical  School,  Doctor  Hell- 
baum  served  with  the  American  Can- 
cer Society  in  New  York  City  before 
establishing  his  practice  in  Ardmore, 
Oklahoma,  where  he  was  residing  at 
the  time  of  his  death. 

Bom  in  Latah,  Washington,  he  re- 
ceived a Ph.D.  degree  from  the  Uni- 
versity of  Wisconsin  and  his  medical 
degree  from  the  University  of  Chi- 
cago, The  School  of  Medicine.  Last 
June  7th,  he  was  honored  at  St.  Olaf 
College,  in  Minnesota,  with  the  hon- 
orary degree  of  Doctor  of  Science. 

He  was  a member  of  many  medical 
groups  including  the  American  So- 
ciety of  Endocrinologists  and  was 
listed  in  Who’s  Who  in  America  as 
well  as  American  Men  of  Science.  He 
served  as  president  of  the  Oklahoma 
Rheumatism  Society  and  on  the  ad- 
visory staff  of  the  Arthritis  and  Rheu- 
matism Foundation. 
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Do  You  Treat  Just  Half  of  a Patient? 


Of  course  not! 

You  are  interested  in  the  health  of  the  whole 
patient. 

And  Oklahoma’s  Rural  Electric  Cooperatives 
don’t  benefit  just  part  of  Oklahoma,  either. 
They  benefit  all  Oklahomans  through  direct 
electrical  service  to  rural  areas. 

And  that’s  just  part  of  the  picture: 

Low-cost  electricity  furnished  by  the  REC  to 
rural  Oklahoma  enables  the  state's  food  and 
fiber  producers  to  work  more  efficiently  and  to 
provide  all  Oklahomans  with  more  and  better 
food  and  clothing  at  lower  prices. 

REC  electricity  also  means  heat,  light,  refrig- 
eration and  plumbing  for  all  Oklahomans  to 
enjoy  when  they  visit  scenic  rural  recreation 
areas. 


REC  power  serves  remote  microwave  relay 
stations  that  provide  improved  long-distance 
telephone  service  and  help  all  Oklahomans  to 
be  educated  and  entertained  by  television. 

REC  light  and  power  serve  many  consolidated 
schools  and  rural  churches,  as  well  as  numer- 
ous small  businesses  located  far  from  other 
power  sources— such  as  service  stations  and 
roadside  restaurants— that  contribute  so  much 
to  the  comfort  and  well-being  of  all  Oklahomans. 

By  bringing  modern  conveniences  to  rural 
Oklahoma,  the  REC’s  provide  more  safeguards 
for  the  health  of  all  Oklahomans. 

So  you  see,  Oklahoma’s  Rural  Electric  Co- 
operatives don’t  benefit  just  rural  Oklahoma 
any  more  than  you  treat  just  half  of  a patient. 

Oklahoma  REC’s  benefit  all  Oklahomans. 


One  of  Oklahoma’s  Great  Tax-Paying,  Free  Enterprise  Businesses  . . . 


OKLAHOMA  RURAL  ELECTRIC  COOPERATIVES 
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Miscellaneous  Advertisements 


PHYSICIANS  Wanted:  Eye,  Ear, 
Nose,  Throat,  Orthopedist,  Urologist 
to  lease  space  for  January  1st,  1965 
occupancy  in  new  medical  building 
directly  across  street  from  main 
hospital  in  Yuma,  Arizona.  For  fur- 
ther information  contact  Earnest 
Johnson,  Wilson  & Van  Sant,  6122  N. 
7th  Street,  Phoenix,  Arizona.  Phone 
264-7561. 

EXCELLENT  general  practice  op- 
portunity in  Western  Oklahoma.  Part- 
nership. Contact  Key  B,  The  Journal, 
Oklahoma  State  Medical  Association, 
P.O.  Box  18696,  Oklahoma  City. 

GENERAL  practitioner  desires  to 
relocate.  O.U.  graduate,  28-years- 
old,  would  consider  any  size  com- 
munity on  small  investment,  salary 
or  percentage-type  basis.  Contact 
Key  S,  The  Journal,  Oklahoma  State 
Med'cal  Association,  P.O.  Box  18696, 
Oklahoma  City. 

FOR  SALE:  All  professional  of- 
fice equipment  including,  GE  Cardio- 
scribe,  ultra-violet  lamp,  McKesson 
waterless  metabolator,  ophthalmo- 
scope, cystoscope.  Many  small  in- 
struments. Laboratory  equipment 
and  GE  X-Ray  unit  with  complete 
dark  room  accessories.  Contact  A.  S. 
Nuckols,  M.D.,  211  N.  Sixth,  Ponca 
City,  Oklahoma.  Phone  ROgers  5-4330. 

OFFICE  SPACE:  New,  modern 

office  building,  located  at  4700  N.W. 
23rd,  Oklahoma  City,  available  for 
one  or  two  physicians  in  120  days. 
Across  street  from  major  shopping 
center,  ample  off-street  parking. 
Contact  Earl  F.  Malherbe,  Jr.,  4210 
N.W.  39th,  WI  3-3342. 

IDEAL  opening  for  young  doctor 
in  well-established  medical  clinic, 
sharing  reception  room  and  equip- 
ment with  three  other  doctors.  Won- 
derful location  on  North  May  Ave- 
nue, Oklahoma  City.  Contact  Frank 
D.  Thompson,  3115  N.  Pennsylvania, 
Oklahoma  City,  JA  5-5700  or  JA  4- 
9552. 


RESIDENCIES  AVATLABLE.  Jan- 
uary 1st  and  July  1st,  1965.  Internal 
medicine  three  years,  surgery  four 
years,  general  practice  two  years. 
American  physicians  preferred.  Co- 
operative medical  center  of  five  pri- 
vate hospitals  (1300  beds),  large  out- 
patient center  (50,000  annual  visits), 
and  research  laboratory.  Total  com- 
plement of  40  interns,  30  residents, 
and  seven  Directors  of  Medical  Edu- 
cation. Stipends  and  benefits  are 
equivalent  to  $6400-$8200.  Write  Doc- 
tor W.  R.  Miller,  Medical  Director, 
Saint  Paul  Medical  Center,  279  Rice 
Street,  Saint  Paul,  Minnesota  55102. 


FOR  SALE:  Riding,  Briggs-Strat- 
ton  lawnmower  with  roller.  Call  Mrs. 
Peter  E.  Russo,  VI  3-4953,  Oklahoma 
City. 


WANTED:  Physician,  one  of  three, 
in  the  industrial  department  of  a 
14-man  mixed  specialty  clinic.  Should 
have  two  years  hospital  training. 
Salary  is  open  and  there  is  a part- 
nership opportunity  available.  Con- 
tact Hays  R.  Yandell,  M.D.,  2020  S. 
Xanthus,  Tulsa,  Oklahoma. 


WANTED : General  practitioner 

with  family  to  join  internist  and  gen- 
eral surgeon,  fully  accredited  40-bed 
hospital  and  adjoining  clinic  in 
Southwest.  No  investment  required. 
Salary  open.  Contact  Key  L,  The 
Journal,  Oklahoma  State  Medical 
Assoc'ation,  P.O.  Box  18696,  Okla- 
homa City. 


M.D.,  experienced  in  private  prac- 
tice and  industrial  medicine  would 
like  location  in  private  practice  or 
clinic;  college;  or  city,  state  or  fed- 
eral agency.  Contact  Key  A,  The 
Journal,  Oklahoma  State  Medical  As- 
sociation, P.O.  Box  18696,  Oklahoma 
City. 


STATEMENT  OF  OWNERSHIP,  MAN- 
AGEMENT AND  CIRCULATION 

(Act  of  October  23,  1962:  Section  4369, 
Title  39,  United  States  Code) 

1.  Date  of  filing,  October  1,  1964 

2.  Title  of  Publication,  The  Journal  of 
the  Oklahoma  State  Medical  Association 

3.  Frequency  of  issue,  Monthly 

4.  Location  of  known  office  of  publi- 
cation, 601  NW  Expressway,  Oklahoma 
City,  Oklahoma  73118 

5.  Location  of  the  Headquarters  or 
General  Business  Offices  of  the  Pub- 
lishers, 601  NW  Expressway,  Oklahoma 
City,  Oklahoma  73118 

6.  Names  and  Addresses  of  Publisher, 
Editor,  and  Managing  Editor — Publisher, 
Oklahoma  State  Medical  Association,  601 
NW  Expressway,  Oklahoma  City,  Okla- 
homa; Editor,  C.  B.  Dawson,-  M.  D.,  528 
NW  12th  Street,  Oklahoma  City,  Okla- 
homa; Managing  Editor,  Don  Blair,  601 
NW  Expressway,  Oklahoma  City,  Okla- 
homa 

7.  Owner,  Oklahoma  State  Medical  As- 
sociation (Non-profit),  601  NW  Express- 
way, Oklahoma  City,  Oklahoma;  Harlan 
Thomas,  M.  D.,  President,  Medical  Arts 
Buildinq,  Tulsa,  Oklahoma;  R.  R.  Han- 
nas, M.  D.,  Vice-President,  Sentinel, 
Oklahoma;  Bob  J.  Rutledge,  M.  D.,  Sec- 
retary-Treasurer, 1111  North  Lee,  Okla- 
homa City,  Oklahoma 

8.  Known  Bondholders,  Mortgagees, 
and  other  Security  holders  owning  or  hold- 
ing 1 percent  or  more  of  total  amount 
of  bonds,  mortgages  or  other  securities, 
none 

9.  Paragraphs  7 and  8 include,  in  cases 
where  the  stockholder  or  security  holder 
appears  upon  the  books  of  the  company 
as  trustee  or  in  any  other  fiduciary  re- 
lation, the  name  of  the  person  or  cor- 
poration for  whom  such  trustee  is  acting, 
also  the  statements  in  the  two  para- 
graphs show  the  affiant's  full  knowledge 
and  belief  as  to  the  circumstances  and 
conditions  under  which  stockholders  and 
security  holders  who  do  not  appear  up- 
on the  books  of  the  company  as  trustees, 
hold  stock  and  securities  in  a capacity 
other  than  that  of  a bona  fide  owner. 
Names  and  addresses  of  individuals  who 
are  stockholders  of  a corporation  which 
itself  is  a stockholder  or  holder  of  bonds, 
mortgages  or  other  securities  of  the  pub- 
lishing coloration  have  been  included 
in  paragraphs  7 and  8 when  the  interests 
of  such  individuals  are  equivalent  to  1 
percent  or  more  of  the  total  amount  of 
the  stock  or  securities  of  the  publishing 
corporation. 

10.  This  item  must  be  completed  for 

all  publications  except  those  which  do 
not  carry  advertising  other  than  the 
publisher's  own  and  which  are  named  in 
sections  132.231,  132.232.  and  132  233, 

Postal  Manual  (Sections  4355a,  4355b,  and 
4356  of  Title  39,  United  States  Code) 

A.  Total  No.  copies  printed.  Average 
No.  copies  each  issue  during  preceding 
12  months  2,250,  Single  issue  nearest  to 
filing  date  2,250. 

B.  Paid  Circulation— 1.  To  verm  sub- 
scribers by  mail,  carrier  delivery  or  by 
other  means.  Average  No.  copies  each 
icsue  during  preceding  12  months  2,056, 
Single  issue  nearest  to  filing  date  2,056. 
B — 2.  Sales  through  Agents,  News  Deal- 
ers, or  otherwise,  Average  No.  copies 
each  issue  during  preceding  12  months 
44,  Single  issue  nearest  to  filing  date  45. 

C.  Free  Distribution  by  mail,  carrier 
delivery,  or  by  other  means.  Average  No. 
copies  each  issue  during  preceding  12 
months  121,  Single  issue  nearest  to  filing 
date  125. 

D.  Total  No.  of  copies  distributed  (Sum 
of  lines  Bl,  B2  and  C)  Average  No.  copies 
each  issue  during  preceding  12  months 
2,221,  Single  issue  nearest  to  filing  date 
2,235. 

I certify  that  the  statements  made  by 
me  above  are  correct  and  complete. 

s/DON  BLAIR 
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(Continued  from  the  September  issue  of 
The  Journal.) 

By  1942  they  were  active  in  many  other 
areas  of  war  work — making  surgical  dress- 
ings for  the  Red  Cross,  manning  a War 
Bond  booth  in  the  Skirvin  Tower  Hotel  for 
one  week,  participating  in  the  Troop  Transit 
Committee  (which  met  trains  and  buses  to 
distribute  candy,  cigarettes,  and  postcards  to 
inductees),  made  many  contributions  of 
money  to  Red  Cross  drives  and  invested  the 
Auxiliary’s  Emergency  Fund  in  War  Bonds. 
By  April  1st,  1943,  Mrs.  C.  P.  Bondurant  re- 
ported that  Auxiliary  members  had  done 
32,448  hours  of  volunteer  war  work.  In  ad- 
dition, they  continued  their  traditional  serv- 
ices of  making  layettes  for  local  hospitals, 
making  clothing  and  scrapbooks  for  Crip- 
pled Children’s  Hospital,  sponsoring  an  An- 
nual Public  Relations  Coffee,  and  keeping 
themselves  and  others  informed  about  pro- 
posed medical  legislation. 

In  1949  the  Community  Service  Commit- 
tee (then  called  Social  Service)  elected  to 
help  the  Oklahoma  County  Tuberculosis  As- 
sociation prepare  their  Christmas  seals  for 
mailing.  This  project  quickly  became  a tra- 
dition, and  each  year  the  Auxiliary’s  October 
meeting  has  been  designated  for  this  pur- 
pose. The  largest  number  of  letters,  31,000, 
were  processed  in  1962  by  69  Auxiliary 
members.  Over  the  years  the  Auxiliary  has 
given  an  average  of  150  hours  per  year  to 
the  Christmas  seal  program  alone. 

One  of  the  most  rewarding  of  the  Auxil- 
iary’s activities  began  with  the  formation  of 
the  Medical  Students’  wives  Advisory  Com- 
mittee, which  maintained  a furniture  and 
clothing  bank  in  rooms  near  the  school,  fur- 
nished machines  and  gave  sewing  lessons  to 
interested  students’  wives.  For  several  years 
there  had  been  wives’  clubs  at  the  school, 
each  class  having  its  own  organization. 
Among  both  County  and  State  Auxiliary 
members  there  was  a growing  interest  in 
these  young  wives,  and  a belief  that  they 
would  benefit  much  more  from  a unified  or- 
ganization of  their  own.  On  September  22nd, 
1955,  under  the  leadership  of  Oklahoma 
County  Auxiliary  members  (Mrs.  James  P. 
Luton,  Mrs.  George  H.  Garrison,  Mrs.  James 
P.  Bell,  and  Mrs.  J.  R.  Huggins)  the  first 
Auxiliary  to  the  Student  American  Medical 
Association  was  formed,  and  now  the  move- 


OURNAL/  auxiliary 


ment  is  nation-wide.  The  Oklahoma  County 
Auxiliary  still  assists  the  local  S.A.M.A.  Aux- 
iliary by  sponsoring  the  furniture  and  cloth- 
ing bank,  and  helping  them  arrange  meet- 
ings and  programs. 

Since  1925,  12  Oklahoma  County  women 
have  become  State  Auxiliary  Presidents ; 
many  more  serve  in  other  State  and  National 
offices.  As  horizons  expand  and  opportuni- 
ties for  service  increase,  the  present-day 
Auxiliary  can  say  gratefully,  “The  lot  is 
fallen  unto  me  in  a fair  ground ; yea,  I have 
a goodly  heritage.” 

FALL  CLINICAL 

Because  of  this  very  special  event  in  Oc- 
tober we  are  departing  from  our  custom  of 
presenting  the  County  histories,  to  present 
history  in  the  making.  The  women’s  com- 
mittee, with  Mrs.  Henry  C.  Traska  as  chair- 
man, has  exciting  plans  for  making  the  days 
of  October  26th,  27th  and  28th  pleasant  and 
worthwhile  for  you,  who  will  be  attending 
the  Clinical  Meeting  in  Oklahoma  City. 

Registration  will  begin  at  2:00  p.m.  Oc- 
tober 25th,  on  the  mezzanine  of  the  Okla- 
homa-Sheraton  Hotel.  Tickets  to  the  social 
events  will  be  available  and  coffee  and  rolls 
will  be  served.  Monday  will  be  left  open  for 
your  own  plans  to  see  Oklahoma  City.  Tues- 
day will  be  filled  with  planned  excitement. 
At  twelve  o’clock  sharp,  a luncheon  program 
called  “Tea  House  of  the  October  Moon”  will 
be  presented  in  the  Persian  Room  of  the 
Skirvin  Tower  Hotel.  With  their  flair  for 
the  unusual,  Balliets  will  give  the  style  show 
an  oriental  touch.  Adding  to  the  oriental 
feeling  will  be  a Karate  Dance  Exhibition  by 
Jack  Whang,  who  is  a teacher  of  the  art. 
Door  prizes,  brought  from  the  oriental  pa- 
vilion at  the  World’s  Fair,  will  be  given  to 
the  lucky  winners.  At  7 : 00  p.m.  the  Persian 
Room  will  be  the  scene  of  “An  Enchanting 
Evening”  for  the  doctors,  wives  and  guests. 

Among  the  attractions  in  Oklahoma  City 
these  days  will  be  “Who’ll  Save  the  Plow- 
boy”  at  the  Mummers  Theatre  in  the  round. 

Don’t  miss  this  Oriental  Holiday.  □ 
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How  good  is  Medicare?  Here’s  an  example: 

An  81-year-old  Ohio  woman  was  severely  ill 
for  a two-year  period.  Blue  Cross  of  North- 
east Ohio  paid  $26,110.31  on  her  hospital 
bill,  a sum  believed  to  be  the  largest  ever 
paid  nationally  for  any  one  person’s  hospital 
care.  If  the  woman  had  been  protected  by 
Medicare  instead  of  Blue  Cross,  she  would 
have  paid  a $90  deductible  and  then  would 
have  received  $3,130  of  federal  benevolence. 
The  remaining  $23,000  would  have  fallen 
entirely  on  the  patient  and  her  family. 

Speaking  of  Social  Security,  the  experience 
of  France  should  serve  as  sufficient  warning 
to  the  “bigger-and-better”  O.A.S.I.  enthus- 
iasts in  the  U.  S.  At  the  present  time,  France 
is  $250  million  in  the  red  on  its  social  security 
scheme,  but  a $3.4  billion  deficit  is  expected 
by  1970,  according  to  a recent  government 
survey. 

Frenchmen  now  spend  $18  billion  annually 
for  “security,”  $14.5  billion  of  which  comes 
directly  from  the  pockets  of  workers  and 
employers  and  $3.5  billion  from  less-direct 
government  taxes.  This  unbelievable  figure 
can  be  compared  to  France’s  entire  national 
budget  of  $18.5  billion. 

But  from  bad  to  worse  is  the  future  out- 
look. Health  insurance  costs  are  going  up, 
coverage  is  going  up  (30  million  of  France’s 
48  million  people  are  now  covered)  and  in- 
flation has  robbed  purchasing  power  to  a 
point  that  subsistence  payments  are  inade- 
quate. 

What  to  do?  No  satisfactory  answer  has 
been  found,  and  the  problem  continues  to 
snowball.; 

Internal  Revenue  Service,  the  unpredictable 
evil  omen  of  the  working  man,  has  manu- 
factured another  imaginative  program  of 
harassment — this  time  aimed  at  the  adver- 
tising revenues  of  non-profit  publications 
(including  this  Journal.)  Regulations  are 
now  being  drafted  to  permit  taxing  of  all 
advertising  and  certain  subscription  revenues 
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of  publications  sponsored  by  tax-exempt  cor- 
porations. They  are  saying  that  advertising 
income  is  “unrelated”  to  the  purposes  of 
the  non-profit  publishers,  an  attitude  hardly 
supported  by  normal  logic.  If  the  forth- 
coming regulations  stand  the  test,  including 
Congressional  efforts  to  outlaw  the  position 
of  IRS,  the  American  Medical  Association 
will  have  about  one-half  of  its  income  taxed 
— that  produced  by  the  publication  of  ten 
scientific  publications,  a tabloid  newspaper 
and  a health  education  magazine  for  the 
laity. 

In  most  industrial  countries,  income  taxes 
are  less  than  50  per  cent  of  national  revenues. 
In  the  U.  S.,  they  comprise  80  per  cent. 

Muskogee  pioneers  experimental  program  of 
coordinated  home  care.  A home  care  program 
designed  to  extend  hospital  care  into  the 
home  was  inaugurated  September  1st  by 
Muskogee  General  Hospital,  Muskogee  Com- 
munity Nursing  Service,  and  Blue  Cross-Blue 
Shield.  Among  the  benefits  to  be  derived 
if  the  experiment  proves  out  are:  savings 
in  health  care  costs,  increased  availability  of 
hospital  beds  for  acutely  ill  patients,  and 
reduction  in  the  future  need  for  hospital 
expansion.  Blue  Cross  subscribers  will  be 
allowed  benefits  for  “hospital  care  at  home” 
from  visiting  nurses  and  physicians  at  no  in- 
crease in  dues  costs. 


MEETINGS 

October  15-16  AM  A Conference  on  Aging 
and  Long-Term  Care,  Skirvin 
Hotel,  Oklahoma  City 

October  25  OSMA  Board  of  Trustees,  Asso- 
ciation Headquarters  Building, 
Oklahoma  City 

October  26,  27  and  28  Oklahoma  City  Clinical 
Society.  S h e r a t o n-Oklahoma, 
Oklahoma  City 

October  29-31  National  Stroke  Congress, 
Palmer  House,  Chicago 

November  13-14  American  Cancer  Society, 
Oklahoma  Division,  Inc.,  Skirvin 
Hotel,  Oklahoma  City 

November  29-December  2 American  Medical 
Association,  Miami  Beach, 
Florida 
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Syphilitic  Heart  Disease 

Since  1958,  there  has  been  a shocking  and 
increasing  incidence  in  syphilis  particularly 
among  young  people.  It  is  probable  that  this 
has  been  greater  than  the  figures  indicate; 
and  it  may  be  assumed  that  many  of  those 
in  the  younger  years  have  remained  un- 
treated. 

If  this  assumption  is  correct,  physicians 
in  fifteen  years  from  now  should  encounter 
more  cardiovascular  syphilis,  a complication 
of  untreated  acquired  syphilis  appearing  in 
some  ten  per  cent  of  patients. 

Though  there  is  uncertainty  about  diffuse 
syphilitic  myocarditis,  gumma  of  the  myo- 
cardium has  been  documented  repeatedly  at 
autopsy,  more  commonly  in  the  ventricular 
walls  and  less  commonly  in  the  ventricular 
septum. 

In  cardiovascular  syphilis  the  primary 
lesion  is  in  the  aortic  wall  representing  in- 
flammation in  the  media  and  adventitia.  Re- 
placement of  the  fragmented  and  disorgan- 
ized elastic  tissue  of  the  media  by  fibrous 
tissue  and  progressive  scarring  in  the  ad- 
ventitia accounts  for  the  “tree  bark  wrinkl- 
ing^ of  syphilitic  aortitis.  Though  the  coro- 
nary arteries  remain  intact,  changes  in  the 
aortic  media  commonly  decrease  the  diameter 
of  the  coronary  ostia.  Deformity  of  the  com- 
missures of  the  aortic  leaflets  follows  disease 
of  the  media  of  the  aortic  ring;  not  infre- 
quently the  cusps  are  thickened  with  rolled 
edges. 

The  clinical  recognition  of  uncomplicated 
aortitis  in  the  two  decades  after  infection, 
and  even  extending  to  a lifetime  of  recurrent 
syphilitic  inflammation,  resolution  and  scar- 
ring in  the  aortic  wall  is,  for  the  purposes  of 
this  paper,  impossible  of  diagnosis.  The 
complications  of  aortitis,  except  possibly  for 
narrowing  of  the  cornary  ostia,  are  recog- 
nized generally  with  a little  difficulty.  The  in- 
cidental finding  upon  routine  examination  of 
the  characteristic  early  diastolic,  soft,  blow- 
ing murmur  heard  best  at  the  left  of  the 

Prom  the  Division  of  Continuing  Education,  Vanderbilt  Uni- 
versity School  of  Medicine,  Nashville,  Tennessee. 
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sternum  at  the  third  interspace  is  the  earliest 
and  quite  diagnostic  feature.  As  the  incom- 
petency of  the  aortic  valve  progresses,  the 
murmur  becomes  louder  and  is  heard  at  the 
base,  along  the  left  border  of  the  sternum, 
to  the  apex  itself  and  even  to  the  anterior 
axillary  line.  Then,  commonly,  the  peripheral 
signs  appear — the  water-hammer  and  capil- 
lary pulses,  the  low  diastolic  pressure  often 
with  a rising  systolic  pressure  and  the  pistol- 
shot  sound.  Commonly  a systolic  murmur  at 
the  aortic  area  accompanies  the  ejection  of 
blood  into  the  dilated  ascending  aortic  arch. 
The  complicating,  usually  mid-diastolic  Aus- 
tin-Flint  murmur  may  accompany  the  dias- 
tolic murmur  of  regurgitation,  representing 
turbulence  from  the  meeting  of  the  free 
regurgitant  stream  of  blood  with  that  from 
the  auricle.  The  usual  apical  systolic  mur- 
mur results  from  hypertrophy  of  the  left 
ventricle  and/or  its  dilatation  with  mitral 
insufficiency.  Angina  pectoris  commonly  ac- 
companies aortic  incompetency  because  of 
the  associated  narrowing  of  coronary  ostia 
and  an  ill-sustained  intra-aortic  pressure. 
The  diagnosis  of  angina  pectoris  due  to 
syphilis  in  the  absence  of  a valvular  lesion 
is  one  of  clinical  judgment,  verified  only  by 
a favorable  result  from  antisyphilitic  treat- 
ment. The  ultimate  result  of  aortic  insuf- 
ficiency is  left  heart  failure,  congestive  fail- 
ure and  death. 

The  diagnosis  of  the  less  common  aortic 
saccular  aneurysm  is  relatively  simple  in 
these  days  of  roentgenology.  The  many 
varied  possibilities  of  its  clinical  picture  are 
clear  if  one  will  simply  imagine  an  expand- 
ing tumor  in  the  mediastinum  potentially 
pressing  upon  the  esophagus,  trachea,  major 
bronchi  particularly  the  left,  the  recurrent 
laryngeal  nerves,  the  vagus  nerve  and  the 
sympathetic  branches,  the  lung,  the  pleura, 
the  vessels  arising  from  the  aortic  arch,  and 
the  erosion  of  bone  by  a pulsating  tumor  ad- 
jacent to  the  sternum,  the  ribs,  the  clavicle, 
and  vertebra. 

Many  diseases  may  occur  during  latent 
syphilis;  history  only  may  point  to  the  cor- 
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rect  diagnosis  of  a murmur.  A reactive  sero- 
logic test  does  not  prove  an  aortic  murmur 
to  be  of  syphilitic  origin  or  differentiate  it 
from  one  of  rheumatic  or  other  origin.  Nor 
does  a nonreactive  blood  prove  a murmur  to 
be  nonsyphilitic  or  that  syphilis  is  not  pres- 
ent. Negative  screening  tests  occur  in  some 
ten  to  15  per  cent  of  all  having  active  aortic 
disease,  even  in  those  with  postmortem  di- 
agnoses. The  fluorescent  antibody  test  may 
be  positive  (or  negative)  in  such  cases  even 
though  the  routine  screening  tests  are  nega- 
tive. 

Little  need  be  said  about  antisyphilitic 
treatment  in  the  management  of  those  with 
advanced  cardiovascular  disease.  Treatment 
will  not  reconstitute  a normal  valve  nor 
aortic  wall.  Treatment  of  the  complications 
of  syphilitic  aortitis  is  one  of  prophylaxis 
rather  than  cure.  Adequate  treatment  of  a 
person  who  has  acquired  syphilis  of  two  or 
three  years  probably  controls  the  active  pro- 
cess in  the  aortic  wall,  which  in  the  decade 
or  years  hence  might  have  led  to  his  death. 
The  treatment  of  early  syphilis  is  impera- 
tive!— R.  H.  Kampmeier,  M.D.,  Nashville, 
Tennessee.  □ 

Continuing  Education  To 
Be  Stressed  at  AMA  Meeting 

In  THE  AMERICAN  Medical  Association’s 
long  history  of  fostering  the  continuing  edu- 
cation of  practicing  physicians,  the  18th 
clinical  convention  next  November  29th-De- 
cember  2nd  in  Miami  Beach  marks  another 
milestone. 

An  excellent  scientific  program  has  been 
planned  for  the  meeting.  Particularly  note- 
worthy is  the  postgraduate  course  on  ob- 
stetrics, consisting  of  a comprehensive  se- 
ries of  lectures  by  outstanding  teachers. 

Other  sessions  are  devoted  to  timely  sub- 
jects of  wide  interest  and  will  be  followed 
by  question-and-answer  or  discussion  pe- 
riods. The  fireside  conferences  and  break- 
fast roundtables  will  provide  further  time 
for  informal  discussion. 

There  is  today  an  acute  awareness  of  the 
need  for  continuing  education  throughout 
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the  medical  profession.  Much  effort  is  cur- 
rently being  exerted  to  provide  better  edu- 
cational opportunities  for  practicing  phy- 
sicians. Yet,  learning  obviously  remains  an 
individual  matter  which  rests  on  the  person- 
al initiative  of  each  physician. 

Every  physician,  who  possibly  can,  is 
urged  to  take  advantage  of  the  educational 
opportunity  represented  by  the  clinical  con- 
vention. □ 

AMA  President-Elect 
Succeeds  President 

The  SUCCESSION  of  the  President-Elect 
to  the  office  of  President  on  the  death  of 
Norman  Welch,  M.D.,  recently  brought  atten- 
tion to  the  unique  provision  in  the  AMA  Con- 
stitution, Article  VII,  Section  5,  which  states, 
“If  the  President  dies,  resigns  or  is  removed 
from  office,  the  President-Elect  shall  imme- 
diately become  President  and  shall  serve  for 
the  remainder  of  the  term  of  his  immediate 
predecessor.  If  the  time  served  is  less  than 
six  months,  he  shall  also  serve  as  President 
until  the  second  annual  session  following  his 
election  as  President-Elect.  If  the  President- 
Elect  succeeds  in  the  presidency  six  months 
or  more  before  the  following  annual  session, 
the  House  of  Delegates  at  that  following  an- 
nual session  shall  elect  another  eligible  per- 
son to  serve  as  President  until  the  next  an- 
nual session.” 

Thus,  the  House  of  Delegates  at  the  clin- 
ical convention  in  Miami  Beach  is  charged 
with  electing  a new  President-Elect  to  serve 
until  June,  1965,  at  the  time  of  the  annual 
session,  when  he  will  be  installed  as  Presi- 
dent. The  reason  for  this  unusual  provision 
is  not  clear,  inasmuch  as  the  accepted  format 
for  most  organizations  is  to  have  the  Vice- 
President  succeed  to  the  presidency  in  such 
circumstances.  There  is  a Vice-President  of 
the  AMA,  elected  yearly  for  a one-year  term, 
and  this  office  now  becomes  increasingly  ob- 
scure. The  Executive  Vice-President  of  the 
AMA,  (Doctor  Blasingame),  serves  for  an 
indefinite  term,  at  the  discretion  of  the 
Board  of  Trustees. — Walter  E.  Brown,  M.D. 

□ 
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Much  noise  is  heard 
these  days  from  many 
quarters  — even  from 
medical  doctors  — that 
the  profession  must  pro- 
mote some  new  plan  to 
help  the  public  pay  for 
its  medical  needs.  Cer- 
tain segments  of  the  pub- 
lic are  singled  out  as 
needing  care  they  are  not  getting. 

Of  course,  we  deny  these  generalized  alle- 
gations of  unmet  need.  And  because  of  these 
charges  of  “medical  gaposis,”  perhaps  it  is 
time  that  we  define  the  word  need,  and  try 
to  clear  up  the  misunderstandings  and  mis- 
representations which  have  been  shed  on 
the  term  in  its  relationship  to  medical  care. 

In  discussing  medical  care,  need  and  want 
have  been  used  interchangeably.  The  profes- 
sion has  always  provided  care  based  upon 
need — even  without  pay — but  neither  the 
profession  nor  the  tax-paying  public  can  af- 
ford to  furnish  all  of  the  medical  care  that 
people  may  want.  The  cost  would  be  pro- 
hibitive (as  high  as  $35  billion)  and  the 
quality  of  the  product  would  be  compro- 
mised. 

We,  the  profession,  must  shoulder  some  of 
the  responsibility  for  this  problem  in  seman- 
tics. Patients  who  demand  the  “top”  profes- 
sional man  are  often  told  that  he  is  not  need- 
ed under  the  circumstances.  On  the  other 
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hand,  we  may  contribute  to  the  confusion  by 
referring  to  another  physician  the  most  triv- 
ial of  difficulties. 

Patients  — and  physicians  — must  learn 
that  a Cadillac  costs  more  than  a Ford,  even 
though  the  Ford  may  more  than  adequately 
fill  a given  need. 

Americans  have  long  considered  food, 
clothing  and  shelter  to  be  inherent,  guaran- 
teed products  of  our  society.  Today,  how- 
ever, medical  care  has  been  added  to  this  list 
of  guaranteed  necessities. 

Could  it  be  that  other  so-called  necessities 
will  be  added  as  they  are  recognized  as  ex- 
pedient by  the  social  planners?  How  about 
recreation,  dental  care,  transportation,  or 
utilities?  Or,  I might  add  facetiously,  free- 
dom from  voting  and/or  relief  from  the  bur- 
den of  choosing  our  leaders? 

It  is  time  to  quit  promising  a grab-bag  to 
satisfy  all  human  wants,  and  to  begin  talking 
about  what  will  happen  to  self-reliant  people 
if  they  don’t  distinguish  needs  from  ivants, 
and  if  they  don’t  realize  soon  that  there  is  no 
way  in  this  world  to  get  something  for 
nothing. 

The  medical  profession  may  properly  con- 
sider this  task  as  a dutiful  mission  in  these 
days  when  so  many  groups  and  individuals 
are  telling  us  what  we  must  do.  After  all, 
healthy,  well-informed  minds  are  well  with- 
in the  scope  of  good  medical  care. 
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Echoencephalography 


TED  W.  WOLFE,  M.D. 

C.  G.  COIN,  M.D. 

G.  W.  BOLES,  M.D. 

H.  J.  KEARNS,  M.D. 

G.  D.  HALLUM,  M.D. 

Echoencephalography  is  a relatively  new 
and  useful  diagnostic  aid  in  the 
evaluation  of  patients  with  suspected 
intracranial  abnormalities. 

DEFINITION 

Echoencephalography  is  a diag- 
nostic method  utilizing  an  ultrasonic  gen- 
erator which  reflects  sound  beams  from  vari- 
ous interfaces  of  the  skull  and  its  contents. 
It  has  been  found  to  be  of  especial  value  in 
demonstrating  the  position  of  the  mid-line 
structures. 

HISTORY 

Dussik,  in  1942,  suggested  the  use  of  ultra- 
sound in  studying  the  brain  and  detecting 
abnormalities.  In  1956,  Leksell  was  the  first 
to  describe  the  method  and  measurement  of 
the  mid-line  brain  structures  as  revealed  by 

From  the  Departments  of  Radiology  and  Neurosurgery,  St. 
Anthony  Hospital,  Oklahoma  City,  Oklahoma. 

484 


the  ultrasound  echo.  Monographs  appeared 
in  1961  by  Jeppsson  and  then  by  Lithander 
which  further  discussed  application  of  this 
method  in  the  study  of  intracranial  abnor- 
malities. In  March,  1963,  Ambrose  and  Ford 
published  their  results  and  conclusions  based 
on  1,000  cases.  It  is  of  note  that  of  their 
1,000  patients,  867  had  further  radiographic 
investigation  which  confirmed  the  echo  find- 
ings with  the  following  percentage  of  ac- 
curacy : 

1.  Five  hundred  and  forty-one  cases  re- 
vealed no  displacement  of  the  mid-line  echo. 
Of  these,  24  were  incorrect;  517  were  cor- 
rect for  an  accuracy  of  95.6  per  cent. 

2.  Three  hundred  and  twenty-six  cases 
did  reveal  a displacement  of  the  mid-line 
echo.  Of  these,  29  were  incorrect;  297  were 
correct  for  an  accuracy  of  91.1  per  cent. 

3.  One  hundred  and  thirty-three  cases 
had  no  further  diagnostic  testing  and  are, 
therefore,  excluded  from  the  statistical  sur- 
vey. 

PRINCIPLE  AND  TECHNIQUE 

An  ultrasonic  beam  ( i.e .,  a sound  wave  of 
greater  than  20,000  cps)  is  generated  from  a 
small  transducer  held  against  the  scalp  at 
about  the  pinna  of  the  ear.  The  beam  passes 
through  the  skin,  muscle,  skull,  brain,  body 
of  the  lateral  ventricle  and  then  the  various 
mid-line  structures  which  would  include  the 
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NORMAL  ECHOENCEPHALOGRAM 


a.  Transducers  d.  Lateral  wall  of  right  lateral 

b.  Lateral  ventricles  ventricle 

c.  Near  wall  e.  Mid-line  echo 

f.  Lateral  wall  of  left  lateral 
ventricle 

g.  Far  wall 
Figure  1 
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RIGHT  SUBDURAL  HEMATOMA 


a.  Transducer 

b.  Lateral  ventricles 

c.  Subdural  hematoma 

d.  Near  wall 

e.  Subdural  interface 


f.  Lateral  wall  of  right  lateral 
ventricle 

g.  Mid-line  echo 

h.  Lateral  wall  of  left  lateral 
ventricle 

i.  Far  wall 


Figure  2 
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LEFT  PARIETAL  MENINGIOMA 


a.  Transducer 

b.  Lateral  ventricles 

c.  Tumor 

d.  Near  wall 

e.  lateral  wall  of  right 
lateral  ventricle 


f.  Mid-line 

g.  Lateral  wall  of  left 
lateral  ventricle 

h.  Tumor  wall 

i.  Tumor  wall 

j.  Far  wall 


Figure  3 
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pineal  gland,  septum  pellucidum,  falx  cerebri, 
longitudinal  fissure,  and  the  aqueduct  of 
sylvius.  The  beam  then  continues  across  the 
cranium  to  the  other  half  of  the  brain  and 
finally  the  contralateral  skull,  muscle  and 
skin. 

At  each  of  the  tissue  interfaces,  a portion 
of  the  beam  is  reflected  back  to  the  trans- 
ducer and  a portion  then  continues  in  the  de- 
scribed path.  For  each  part  of  the  beam  that 
is  reflected,  the  receiving  portion  of  the 
transducer  projects  a deflection  on  a monitor. 
Therefore,  a record  is  made  passing  the 
beam  from  the  right  to  the  left;  then  from 
the  left  to  the  right;  and  finally,  using  two 
transducers  aimed  at  each  other,  there  is  re- 
corded a deflection  which  represents  the  geo- 
metrical center  of  the  skull.  One  then  simply 
measures  the  amount  of  deviation  of  the  mid- 
line structures  from  the  geometrical  mid- 
line. A deviation  of  greater  than  three  mm. 
is  considered  abnormal. 

A Polaroid  camera  is  attached  to  the  ma- 
chine which  makes  a permanent  record  of 
the  tracing. 

EXAMPLES 

The  following  three  cases  illustrate  the 
use  of  echoencephalography  in  the  study  of 
patients  with  suspected  intracranial  abnor- 
mality. 

ADVANTAGES 

1.  The  echoencephalogram  is  a quick, 
simple  and  accurate  study  that  is  of  assist- 
ance to  the  clinician  in  evaluating  the  posi- 
tion of  mid-line  structures  of  the  brain. 

2.  The  method  is  harmless,  painless  and 
is  of  no  inconvenience  to  the  patient. 

3.  The  examination  can  be  made  at  re- 
peated intervals  and  the  permanent  photo- 


graphic records  compared  to  observe  the 
progress  of  mid-line  position.  This  has 
proven  to  be  of  particular  value  in  following 
the  progress  of  patients  with  head  injury. 

4.  The  machine  is  easily  portable  and  can 
be  used  at  the  bedside,  or  in  the  emergency 
room. 

5.  The  examination  is  easily  accom- 
plished on  infants  or  small  children. 


DISADVANTAGES 


1.  At  present,  the  method  is  rather 
coarse  and  can  be  expected  to  aid  only  in 
demonstrating  a shift  in  the  mid-line  struc- 
tures when  produced  by  a supratentorial  le- 
sion of  sufficient  size  to  cause  deviation.  It 
will  rarely  yield  information  regarding  the 
nature  of  the  displacing  lesion. 

2.  Certain  lesions  will  not  routinely  re- 
veal a shift  of  the  mid-line  echo.  These  in- 
clude posterior  fossa,  frontal  and  occipital 
lobe  abnormalities. 

3.  Skull  asymmetry,  an  abnormally  thick 
skull  ( e.g .,  Paget’s  Disease)  or  bilateral  space 
occupying  lesions  may  be  misleading. 


CONCLUSION 


Echoencephalography  is  a valuable  ad- 
junct to  the  study  of  patients  suspected  of 
having  intracranial  space  occupying  lesions. 

□ 
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Subclavian  Steal  Syndrome 
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Arteriosclerotic  occlusive  lesions  of  the 
; proximal  subclavian  artery  may  cause 
reversal  of  flow  in  the  corresponding 
vertebral  artery,  thus  aggravating 
basilar  artery  insufficiency . 

Arteriosclerotic  lesions  of  the 

extracranial  vessels  have  been  amenable  to 
surgical  correction  within  the  past  decade. 
The  symptomatology  varies  widely  depend- 
ing upon  the  location  and  extent  of  occlusion 
and  the  adequacy  of  collateral  circulation 
through  the  circle  of  Willis.  The  obstructing 
arteriosclerotic  plaque  may  be  located  in  the 
chest  or  in  the  neck  vessels  and  either  the 
carotid  or  vertebral  systems  may  be  involved. 

Bizarre  patterns  of  vertebral  flow  may  re- 
sult from  extracranial  vascular  occlusion. 
One  of  the  most  unusual  flow  patterns  result- 
ing in  cerebral  vascular  insufficiency  with- 
out direct  involvement  of  either  the  carotid 
or  vertebral  vessels  is  the  subclavian  steal 
syndrome.  This  is  a phenomenon  of  retro- 
grade flow  in  a vertebral  artery  secondary 
to  a pressure  drop  distal  to  a subclavian 
arterial  occlusion  at  its  origin.  This  paradox 
of  priority  has  been  called  the  “Subclavian 
Steal  Syndrome.”1 
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CASE  REPORT 

A 57-year-old  white  female  was  admitted 
to  St.  Anthony  Hospital  on  December  31, 
1963.  She  gave  a three-week  history  of  re- 
current dizziness,  near  syncope  and  nausea. 
She  had  no  visual  disturbances,  paresis  or 
paresthesias.  There  were  no  auditory  dis- 
turbances. She  had  been  on  antihypertensive 
treatment  and  her  symptoms  had  been  at- 
tributed to  postural  hypotension.  One  day 
prior  to  admission  she  experienced  a synco- 
pal episode,  fell  to  the  floor  and  was  momen- 
tarily unconscious.  She  was  examined  by 
her  physician  at  that  time  and  had  no  neu- 
rological sequelae. 

There  was  no  history  of  arm  claudication. 

PHYSICAL  EXAMINATION 

The  patient  was  a well  developed,  well 
nourished  white  female  in  no  distress.  She 
appeared  neither  acutely  nor  chronically  ill. 
The  blood  pressure  was  178/90  in  the  right 
arm,  92/70  in  the  left  arm,  pulse  84,  respira- 
tion 20  and  temperature  98.6°.  Examination 
of  the  neck  revealed  diminished  pulsation  in 
the  left  supraclavicular  fossa.  The  carotid 
pulsations  were  normal.  There  was  a loud 
systolic  bruit  in  the  right  supraclavicular 
fossa.  The  right  brachial  and  radial  pulses 
were  strong.  The  left  brachial  and  radial 
pulses  were  present,  but  definitely  dimin- 
ished. The  lung  fields  were  clear  to  percus- 
sion and  auscultation.  The  heart  exhibited 
normal  sinus  rhythm.  There  were  no  mur- 
murs. There  was  no  clinical  cardiomegaly. 
The  abdomen  was  soft.  There  were  no  mass- 
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es,  tenderness  or  bruits  present.  The  lower 
extremities  had  normal  pulses.  There  was 
no  cyanosis,  clubbing  or  edema. 

LABORATORY  DATA 

The  hemogram  and  urinalysis  were  nor- 
mal. The  fasting  blood  sugar  was  100 
mgm%.  The  blood  urea  nitrogen  was  13 
mgm%.  The  serum  cholesterol  was  189 
mgm%.  The  chest  x-ray  was  normal.  The 
electrocardiogram  was  suggestive  of  left 
ventricular  hypertrophy.  On  January  3,  1964 
a right  brachial  arteriogram  was  done  (fig- 
ure 1).  The  contrast  material  was  injected 
into  the  right  subclavian  artery.  There  was 
prompt  opacification  of  the  right  carotid  and 
vertebral  arteries.  On  subsequent  films  the 


bolus  of  dye  was  seen  to  enter  the  basilar 
artery  and  then  flow  retrograde  down  the 
left  vertebral  artery  into  the  left  subclavian 
artery.  There  was  abrupt  termination  of  the 
left  subclavian  artery  proximally  with  in- 
creased opacification  in  this  area  on  the  sub- 
sequent film,  indicating  obstruction  at  this 
point.  The  diagnosis  was  obstruction  of  the 
proximal  left  subclavian  artery  with  sub- 
clavian steal  syndrome. 

On  January  6,  1964  a left  posterolateral 
thoracotomy  was  done  through  the  bed  of 
the  fourth  rib.  There  was  complete  occlusion 
of  the  left  subclavian  artery  secondary  to  an 
arteriosclerotic  plaque  from  its  origin  at  the 
aortic  arch  for  approximately  two  cm.  Distal 
to  the  obstruction  there  was  only  a faint 
pulse  in  the  subclavian  artery.  The  left  com- 
mon carotid,  left  vertebral,  and  distal  left 
subclavian  arteries  were  normal.  The  me- 


Figure  1.  Right  brachial  arteriogram  demonstrating  retrograde  flow  in  the  left  vertebral  artery  and  proxi- 
mal obstruction  of  the  left  subclavian  artery. 
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Figure  2.  Operative  approach  of  proximal  left  sub- 
clavian arterial  occlusion. 

diastinal  pleura  was  incised  along  the  aortic 
arch  and  up  the  left  subclavian  artery.  A 
Satinsky  clamp  was  used  to  partially  occlude 
the  thoracic  aorta  at  the  origin  of  the  left 
subclavian  artery.  The  distal  subclavian  ar- 
tery was  occluded  with  a vascular  clamp.  A 
longitudinal  incision  was  then  made  in  the 
subclavian  artery  extending  proximally  into 
the  thoracic  aorta  and  distally  beyond  the 
obstruction  (figure  2). 

The  atherosclerotic  plaque  was  then  dis- 
sected free  in  its  medial  plane.  Examination 
of  the  specimen  revealed  that  approximately 
85  per  cent  of  the  occlusion  was  athero- 
sclerosis and  there  was  thrombosis  in  the  re- 
maining lumen  resulting  in  complete  occlu- 
sion. It  is  postulated  that  the  onset  of  her 
symptoms  coincided  with  central  thrombosis 
of  the  plaque  and  consequent  complete  ob- 
struction of  the  left  subclavian  artery.  The 
distal  intima  was  then  tacked  to  the  media 
in  four  quadrants  with  6-0  arterial  silk 
sutures. 

Brief  release  of  the  aortic  clamp  revealed 
no  proximal  obstruction.  The  arteriotomy 
was  then  closed  with  5-0  arterial  silk.  Fol- 
lowing release  of  the  vascular  clamps  there 
was  vigorous  pulsation  in  the  distal  sub- 
clavian artery.  A routine  thoracotomy 
closure  was  done.  Post-operatively  the  pa- 
tient had  strong  pulsations  in  the  left  upper 
extremity  and  equal  blood  pressure  in  both 
arms.  The  right  supraclavicular  bruit  was 
no  longer  present.  The  soft  left  supraclavi- 


cular bruit  was  diminished.  She  had  an  un- 
eventful post-operative  course  and  was  dis- 
charged on  the  eighth  postoperative  day.  She 
has  been  free  of  symptoms  since  surgery, 
with  no  evidence  of  dizziness  or  syncope. 

SECOND  CASE  REPORT 

A 58-year-old  white  male,  retired  laborer, 
was  admitted  to  the  Oklahoma  City  Veter- 
ans Administration  Hospital  May  4,  1964. 
He  had  experienced  light-headedness  for  the 
past  three  years  which  had  increased  in  fre- 
quency. In  April  1963,  he  had  an  aorto- 
femoral  by-pass  graft  for  increasing  claudi- 
cation beginning  in  both  hips  and  involving 
the  legs.  Following  this  operation  the  ce- 
rebral symptoms  increased  and  he  experi- 
enced dizziness  and  diplopia  almost  daily, 
progressing  to  three  or  four  times  a day 
shortly  before  admission.  The  other  most 
prominent  symptom  was  weakness  in  his 
arms,  and  elevation  or  exercise  of  the  arms 
aggravated  the  symptoms.  There  was  no 
syncope,  nausea  or  auditory  disturbance,  but 
he  did  have  difficulty  with  slurring  of  speech. 

PHYSICAL  EXAMINATION 

The  patient  was  a well  developed,  well 
nourished,  white  male  in  no  distress.  The 
blood  pressure  was  100/80  in  the  right  arm 
and  78/70  in  the  left  arm.  The  pulse  rate 
was  90  per  minute  and  the  respiration  rate 
was  16  per  minute.  Both  carotid  pulses  were 
full.  There  was  a loud  bruit  over  the  right 
supraclavicular  fossa  and  a thrill  was  pal- 
pable in  the  right  carotid  and  right  sub- 
clavian arteries.  There  was  no  bruit  on  the 
left.  The  right  brachial  and  radial  pulses 
were  weak  and  these  pulses  were  not  present 
on  the  left.  There  were  strong  full  pulses 
throughout  the  lower  extremities,  the  fe- 
moral pulses  were  those  present  in  the  bi- 
lateral aorto-femoral  by-pass  grafts.  The 
lungs  were  clear  to  percussion  and  ausculta- 
tion. The  heart  had  a normal  sinus  rhythm 
without  cardiomegaly.  There  was  a grade 
two  systolic  murmur  heard  in  the  right  third 
intercostal  space  radiating  into  the  right 
neck.  The  abdomen  had  a well  healed  mid- 
line incision  with  a palpable  abdominal  aorta. 
The  extremities  exhibited  no  cyanosis,  club- 
bing or  edema. 
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LABORATORY  DATA 

The  hemogram  and  urinalysis  were  nor- 
mal. The  fasting  blood  sugar  was  76  mg%. 
The  blood  urea  nitrogen  was  18  mg%  and 
the  serum  cholesterol  was  212  mg%.  The 
chest  x-ray  was  normal  and  the  electrocar- 
diogram showed  occasional  ventricular  extra- 
systoles. On  May  11,  1964,  an  aortogram 
was  performed  by  means  of  catheterization 
through  the  right  brachial  artery.  This 
showed  a small  plaque  at  the  take  off  of  the 
inominate  artery,  but  there  was  prompt 
opacification  of  both  carotids,  the  right  ver- 
tebral and  the  right  subclavian  arteries  with 
no  opacification  of  the  left  subclavian  ar- 
tery. The  later  films  in  the  series  showed 
opacification  of  the  left  vertebral  artery  be- 
ginning cephalad  and  continuing  retrograde 
in  subsequent  films.  The  diagnosis  of  oc- 
clusion of  the  proximal  left  subclavian  ar- 
tery with  subclavian  steal  syndrome  was 
made. 

On  May  21,  1964,  a left  posterolateral 
thoracotomy  was  performed  and  the  pleural 
cavity  was  entered  through  the  bed  of  the 
fourth  rib.  There  was  complete  occlusion 
of  the  left  subclavian  artery  from  its  origin 
extending  approximately  3.5  cm.  distally,  at 
which  point  a normal  appearing  vessel  was 
found.  The  pleura  was  incised  along  the 
aortic  arch  and  up  the  subclavian  artery 
throughout  the  length  of  its  occlusion.  Pres- 
sure measurements  were  made  at  this  point 
and  the  aortic  pressure  was  found  to  be  100 
mm  Hg.  and  the  pressure  in  the  subclavian 
artery  distal  to  the  block  was  50  mm  Hg. 
(figure  3).  Vascular  clamps  were  placed 
on  the  aorta  at  the  origin  of  the  left  sub- 
clavian artery  and  on  the  distal  normal  sub- 
clavian artery.  A longitudinal  arteriotomy 
measuring  approximately  2.5  cm.  was  made 
over  the  occluded  portion  of  the  subclavian 
artery  and  an  endarterectomy  was  done  re- 
moving the  occluding  segment  in  its  entirety. 
The  clamps  were  then  released  slightly  to  be 
certain  that  there  was  good  proximal  and 
distal  flow.  The  distal  intima  was  sutured  to 
the  media  with  four  separate  sutures  of  6-0 
arterial  silk,  and  the  arteriotomy  closed  with 
a running  cardiovascular  suture  of  5-0  silk. 
The  clamps  were  released  and  pressure  meas- 
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Figure  3.  Aortic  and  left  subclavian  pressure  trac- 
ings made  before  and  after  left  subclavian  endarterec- 
tomy. 

urements  again  made  revealing  a pressure  of 
100  mmg.  Hg.  both  in  the  aorta  and  distal 
subclavian  artery.  A routine  chest  closure 
was  performed.  The  patient  had  an  unevent- 
ful recovery.  He  has  had  no  further  dizzi- 
ness, diplopia  or  dysarthria  since  surgery. 
Blood  pressure  measurements  in  the  left  arm 
now  are  150/90  and  100/75  in  the  right  arm. 

DISCUSSION 

The  symptoms  of  the  subclavian  steal 
syndrome  are  those  of  vertebral-basilar 
ischemia.  These  may  be  aggravated  by  ex- 
ercise of  the  upper  extremity  on  the  involved 
side  and  may  be  associated  with  claudication 
or  ischemia  of  that  extremity.  Classically  the 
cochlear-vestibular,  visual  and  auditory  sys- 
tems are  affected.  Dizziness,  vertigo,  di- 
plopia, blurred  vision,  partial  deafness,  tin- 
nitus, headache,  nausea  and  vomiting  may 
occur.2  The  diagnosis  is  suspected  when  a 
patient  with  one  or  a combination  of  these 
symptoms  is  found  to  have  a bruit  in  the 
base  of  the  neck  and  a diminished  or  absent 
brachial  pulse.  The  diagnosis  is  confirmed 
by  arteriography.  The  true  pathophysiology 
of  this  condition  was  elucidated  by  Reivich, 
Holling,  Roberts  and  Toole  in  1961.3  Using 
an  electromagnetic  flow  meter  they  demon- 
strated in  both  human  and  canine  studies 
that  occlusion  of  the  subclavian  artery  at  its 
origin  resulted  in  reversal  of  flow  in  the  cor- 
responding vertebral  artery.  This  was  asso- 
ciated with  a compensatory  increase  in  blood 
flow  through  the  opposite  vertebral  and  both 
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carotid  arteries,  but  the  total  effect  was  a 
41  per  cent  decrease  in  cerebral  blood  flow. 
In  one  patient  retrograde  vertebral  flow  was 
measured  at  120  cc  per  min. 

Consequently,  with  proximal  obstruction 
of  the  subclavian  artery,  the  lowered  pres- 
sure in  the  vertebral  artery  allows  reversal 
of  flow  through  the  basilar  artery  as  an  un- 
wanted and  detrimental  collateral  vessel  for 
the  distal  subclavian  circulation. 

SUMMARY 

Two  patients  with  subclavian  steal  syn- 


drome have  been  presented  along  with  a brief 
discussion  of  the  symptomatology  and  patho- 
physiology of  this  syndrome  n 
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STATE-FEDERAL  HEALTH  PROGRAMS  GROW 

The  federal-state  Kerr-Mills  is  paying  part  or  all  of  the  costs  of 
medical  care,  including  hospitalization,  for  thousands  of  aged  Americans 
who  need  such  help. 

Payments  for  medical  care  under  the  Nation’s  federally-aided  public 
assistance  programs  neared  the  $1  billion  mark  in  1963 — an  increase  of 
almost  $150  million  over  1962,  according  to  recent  Health,  Education  and 
Welfare  Department  figures. 

Almost  three-quarters  of  the  total — nearly  $745  million — was  for 
medical  assistance  to  the  aged  under  the  Kerr-Mills  Old  Age  Assistance 
(OAA)  and  Medical  Assistance  for  the  Aged  (MAA)  programs.  These 
costs  alone  increased  by  nearly  $110  million  over  1962. 

Medical  Assistance  for  the  Aged,  totalled  $330  million,  an  increase 
of  $79  million  over  1962,  while  medical  care  costs  for  recipients  of  Old 
Age  Assistance  totalled  $415  million,  an  increase  of  $31  million  over  1962. 
The  MAA  program  covers  the  aged  who  can  provide  for  themselves  ordi- 
narily but  need  help  on  their  medical  expenses.  The  OAA  program  pro- 
vides medical  care  for  the  aged  on  public  welfare  rolls. 

Total  costs  of  medical  care  in  1963  for  the  needy  aged,  blind,  dis- 
abled, and  families  with  children  totalled  $964,276,000,  a large  percentage 
of  which  was  paid  for  hospitalization. 

The  figures  for  1963  showed  that  the  federally-aided  programs : 

— Hospital  bills  accounted  for  about  40  per  cent  of  the  expenditures, 
or  $384,888,000,  an  increase  of  $52  million  over  1962. 

— Nursing  homes  received  $333,867,000,  an  increase  of  $62  million 
over  1962. 

— Physicians  were  paid  $88,942,000,  increased  $7  million. 

— Dentists  received  $21,203,000,  increased  $3  million. 

— Drug  payments  totalled  $89,216,000,  increased  $12  million. 

— Various  other  services  such  as  optometrists,  podiatrists,  special 
medical  supplies,  etc.  totalled  $46,072,000. 
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How  Often  Are 
or  The  Epidemiology 


We  Wrong? 
of  Doctor  Error 


GAYLORD  S.  KNOX,  M.D. 

We  are  often  wrong — ivhy  and 
ivhat  to  do  about  it  are 
explored  in  this  article. 

There  IS  a surprisingly  large  and  sig- 
nificant degree  of  observer  error  associated 
with  many  of  the  procedures  and  techniques 
of  clinical  medicine.  The  size  and  sources  of 
a portion  of  this  error  have  only  become  ap- 
parent in  the  last  few  years. 

Patients  come  to  us,  as  physicians,  when 
they  are  in  distress  and  because  they  are  in 
distress  they  tend  to  endow  us  with  qualities 
we  may  or  may  not  possess. 

“Three  faces  wears  the  doctor:  when 
first  sought 

An  angel’s  and  a God’s  the  cure  half 
wrought ; 

But  when,  the  cure  complete,  he  seeks 
his  fee 

The  devil  looks  less  terrible  than  he.” 

— Anonymous 

illustrates  a common  attitude.  This  is  be- 
ing brought  up  again  because  it  has  a direct 
bearing  on  the  problem  of  observer  error. 

From  the  Department  of  Radiology,  University  of  Oklahoma 
School  of  Medicine,  Oklahoma  City,  Oklahoma. 
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In  the  course  of  making  daily  decisions  af- 
fecting life  and  death  we  begin  to  believe 
that  we  are  more  than  others.  We  do  in  fact 
come  to  believe  ourselves  to  be  “gods” ; when 
we  speak  we  automatically  assume  we  speak 
the  “truth.”  These  feelings  on  our  part  are 
understandable  of  course  and  have  a ration- 
al and  logical  background. 

In  medical  school,  the  teachers  were  right. 
Professors  were  not  only  always  right  but 
they  always  knew  the  answers,  therefore 
they  were,  in  a word — infallible.  When  lab- 
oratory data  were  quoted  there  was  seldom 
any  question  concerning  the  validity  of  the 
test  results.  We  all  read  the  clinical  patho- 
logical conferences,  we  all  attended  the  final 
conference,  in  the  morgue,  and  here  of 
course  we  were  given  the  final  “answer.”  In 
this  situation  the  professor  was  the  path- 
ologist and  his  pronouncement  was  a “fact.” 

Later  on  we  entered  our  internship  and  in 
the  hectic  pace  of  the  accident  room  or  in  the 
drama  of  the  operating  theater  or  the  humbl- 
ing ward  rounds,  how  many  times  were  we 
“raked  over  the  coals”  because  we  missed  an 
“obviously  consolidated  left  chest”  or  were 
admonished  to  “please  be  more  accurate”  in 
our  history  taking — all  of  course  by  people 
who  we  believed  had  the  answers.  As  we 
became  more  sophisticated  we  no  longer  be- 
lieved in  someone  else’s  absolutes.  The  Chief 
wasn’t  always  right;  perhaps  on  rare  oc- 
casions he  even  accepted  our  opinion,  or  may- 
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TABLE  I 


Summary  of  Findings  in  Clinical  Tests  and  Laboratory  Tests  Dealing  with  Error. 


1. 

Diagnosis  of  Myocardial  Infarct  (Paton-2) 
214  Autopsied  patients 

56%  error 

2. 

Diagnosis  of  Emphysema  (Fletcher10) 
20  patients,  8 expert  internists 

33-85%  disagreement 
on  simple  signs 

3. 

Disease  of  the  Tonsil  (Bakwin1) 

389  children,  3 groups  of  observers 

174-324  recommended 
for  removal 

4. 

Nutritional  Status  (Derry'oerry7) 
221  children,  11  pediatricians 

Malnutrition  90 

range  32-47 

agreed  on  by  all  7 

5. 

Taking  of  Medical  Histories  (Cochrane,  et  al. 1 ) 
993  miners,  4 observers 

Percent  reported  with: 
cough  23-40 

sputum  13-42 

dyspnea  10-18 

pain  6-17 

6. 

Reliability  of  History  in  Diagnosis  of  Duodenal  Ulcer  (Dunn  and  Etter8) 
206  consecutive  patients 

29-49%  histories  failed 
to  reveal  presence  of 
radiologically  proven 
ulcer 

7. 

Interpretation  of  Electrocardiograms: 
Davies0— 100  sets,  10  observers 
Segall23— 100  sets,  20  observers 

approximately  20%  inter- 
and  intra-individual 
variation 

8.  Clinical  laboratory  procedures  <Belk  and  Sunderman2) 
Standard  samples  to  59  hospital  laboratories 

Material  % gross  error 
Hb  22 

glucose  10 

protein  15 

calcium  28 

9.  Radiation  effect  on  the  thyroid  gland  (Miller,  et  al.30) 

Treated  and  untreated  thyroid  gland— 39  patients,  135  readings 

False  positive — 6.5% 
False  negative — 37.5% 

10.  Erythrocyte  counts  (Magath,  et  al.19) 

16-28%  gross  variation 

After  Garland13  and  modified. 

be  our  opinion  turned  out  to  be  “correct.” 
This  of  course  increased  our  estimation  of 
ourselves  and  showed  us  that  “young  minds 
at  work  on  this  problem  have  a clear  and 
rare  grasp  of  the  facts.” 

Occasionally,  however,  we  found  ourselves 
making  an  obvious  mistake  or  error.  This 
was  usually  when  the  error  was  pointed  out 
to  us  in  no  uncertain  terms. 

To  restate  the  present  problem:  there  is 
a very  large  and  surprising  degree  of  inac- 
curacy in  the  interpretation  or  evaluation  of 
many  clinical  and  laboratory  procedures  used 
in  everyday  practice.  The  mere  existence  of, 
far  less  the  extent  of,  the  resulting  diagnos- 
tic error  is  very  little  appreciated.  Some  in- 
vestigations have  been  made  into  these  prob- 
lems, and  these  are  summarized  here  (table 

D-. 


Paton,22  at  the  Royal  Infirmary  in  Edin- 
burgh, studied  over  1,000  patients  who  had 
been  admitted  with  a clinical  diagnosis  of 
myocardial  infarction.  Autopsy  was  per- 
formed on  214  of  those  who  died.  The  diag- 
nosis of  myocardial  infarction  was  confirmed 
in  118.  Conversely,  infarction  was  revealed 


A 1951  graduate  of  Tulane  University 
School  of  Medicine,  Gaylord  S.  Knox,  M.D., 
is  certified  by  the  American  Board  of  Radi- 
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at  autopsy  in  52  patients  in  whom  it  was  un- 
suspected clinically.  The  accuracy  rate  in 
the  diagnosis  of  myocardial  infarction  was 
44  per  cent.  Of  course,  many  of  the  cases 
were  acutely  ill,  difficult  to  examine  and 
electrocardiograms  were  not  available  in  all. 
Nevertheless,  Paton  regarded  the  degree  of 
error  as  surprising. 

Fletcher,10  at  the  London  Postgraduate 
Medical  College,  arranged  with  eight  experi- 
enced internists — all  Fellows  of  the  Royal 
College  of  Physicians,  to  examine  the  chests 
of  20  patients  with  emphysema,  in  order  to 
assess  the  validity  of  well-known  physical 
signs.  Agreement  on  the  presence  of  the 
most  simple  sign  was  observed  in  only  20 
per  cent  of  the  tests!  Many  signs  produced 
a two-thirds  agreement  only,  which  he  felt 
was  not  much  better  than  chance.  In  this 
study,  the  observer’s  final  integration  of  all 
the  separate  signs  into  a diagnosis  of  em- 
physema showed  no  greater  consistency  than 
did  the  individual  signs,  so  that  the  inte- 
grated conclusions  were  no  more  consistent 
than  the  isolated  observations  on  which  they 
were  based ! 

Bakwin1  reported  a study  of  1,000  school 
children  regarding  the  need  for  tonsillec- 
tomy. Of  these,  611  had  had  their  tonsils 
removed.  The  remaining  389  were  then  ex- 
amined by  other  physicians,  and  174  were 
selected  for  tonsillectomy.  This  left  215 
children  whose  tonsils  were  apparently  nor- 
mal. Another  group  of  doctors  was  put  to 
work,  examining  these  215  children  and  99 
of  them  were  judged  in  need  of  a tonsillec- 
tomy. Finally,  another  group  of  doctors  was 
employed  to  examine  the  remaining  children 
and  nearly  one-half  were  recommended  for 
operation.  In  the  end,  there  were  65  of  the 
original  1,000  whose  tonsils  had  not  either 
been  removed  or  recommended  for  removal. 
Bakwin  concluded  that  there  was  no  correla- 
tion between  the  estimate  of  one  physician 
and  another  regarding  the  advisability  of 
tonsillectomy  and  he  added  that  economic 
conditions  played  no  part  in  the  recommenda- 
tion in  this  particular  series. 

Derryberry7  reported  a study  of  108  boys 
by  experienced  pediatricians,  and  113  girls 
by  five  experienced  women  physicians,  who 
were  asked  to  classify  them  according  to  nu- 
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tritional  status.  They  made  complete  clin- 
ical examinations  and  employed  such  diag- 
nostic aids  as  they  desired.  In  the  entire 
series,  the  number  of  children  reported  as 
suffering  from  malnutrition  varied  from  28 
to  47  and  these  were  not  the  same  cases. 
There  were  90  in  which  one  or  another  ex- 
aminer diagnosed  malnutrition,  but  only 
seven  in  which  all  examiners  agreed. 

Cochrane,  et  al .,4  reported  a study  of  ob- 
server error  in  taking  medical  histories. 
Some  four  physicians  interviewed  993  coal- 
miners concerning  certain  common  symp- 
toms. These  observers  asked  the  miners  the 
same  questions.  The  wide  range  in  recorded 
responses  is  remarkable  and  shows  that  a 
history  is  very  liable  to  be  biased  by  the  at- 
titude of  the  recorder  and  that  symptoms, 
like  beauty,  are  likely  to  be  in  the  eye  of  the 
beholder. 

Dunn  and  Etter8  report  on  the  reliability 
of  the  clinical  history  in  the  diagnosis  of  du- 
odenal ulcer.  For  one  group  of  206  consecu- 
tive men  examined  whose  films  were  in- 
terpreted by  one  radiologist,  the  medical  his- 
tory failed  to  reveal  the  presence  of  radio- 
logically  demonstrated  ulcers  in  49  per  cent. 
For  a specially  selected  group  of  79  whose 
films  were  independently  agreed  upon  as 
positive  or  negative  for  duodenal  ulcer  by 
three  radiologists,  the  medical  history  failed 
to  establish  the  diagnosis  in  29  per  cent  of 
the  radiologically  proven  cases. 

Davies0  studied  variations  in  the  interpre- 
tation of  electrocardiograms.  The  sample 
included  50  cases  which  had  been  reported 
as  indicating  infarction;  25  cases  as  normal 
and  25  cases  as  showing  various  abnormali- 
ties other  than  infarction.  Nine  experienced 
and  one  less  experienced  cardiologist  inter- 
preted the  100  sets  of  tracings  and  were 
given  a choice  of  reporting  them  either  as 
normal,  abnormal  or  showing  infarction. 
Some  weeks  later,  the  observers  read  the 
tracings  again.  Disagreement  was  found  in 
all  three  categories.  There  was  a general  or 
majority  agreement  on  four  out  of  five  trac- 
ings, but  the  fifth  gave  rise  to  considerable 
dispute.  There  was  as  much  difficulty  in  de- 
ciding between  normal  and  abnormal,  as 
there  was  between  abnormal  and  infarction, 
and  each  observer’s  working  definition 
varied,  since  after  the  second  reading  all  were 
found  to  have  changed  their  opinions  in  some 
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of  the  tracings.  The  author  concluded  that 
certain  leads  and  certain  patterns  were  par- 
ticularly controversial,  but  that  “we  should 
not  expect  too  much  of  the  electrocardio- 
grams, and  it  is  tme  that  we  recognize  that 
some  tracings  are  of  little  diagnostic  value 
and  are  very  likely  to  be  interpreted  accord- 
ing to  clinical  bias.  In  this  way  observer 
variation  may  add  to  diagnostic  error.” 

Segall23  also  studied  variation  in  the  in- 
terpretation of  the  electrocardiogram.  He 
used  20  observers  and  100  tracings,  40  of 
wfliich  had  been  reported  as  showing  infarc- 
tion, 20  as  normal,  and  40  with  non-specific 
abnormalities.  He  found  that  among  the 
group  of  20,  all  agreed  on  21  tracings,  and 
a majority  agreed  on  only  33  of  the  tracings. 
He  concluded  that  “our  present  state  of 
knowledge  of  electrocardiography  requires 
modification  along  several  lines.” 

Belk  and  Sunderman2  conducted  a study 
of  the  results  of  chemical  analyses  of  stand- 
ard solutions  in  59  hospital  clinical  labora- 
tories. The  results  showed  wide  variation 
in  the  reports  of  the  various  laboratories. 
The  extent  of  gross  error  ranged  from  five 
per  cent  to  28  per  cent,  and  the  “unsatisfac- 
tory determinations”  ranged  from  24  per 
cent  to  59  per  cent. 

Miller,  Lindsay  and  Daley2  studied  the  re- 
liability of  the  pathologic  diagnosis  of  radia- 
tion effect  on  treated  and  untreated  thyroid 
glands  in  a series  of  39  patients  at  the  Uni- 
versity of  California.  They  concluded  that 
the  error  rate  was  significant.  Some  four 
per  cent  false  positives  and  27  per  cent  false 
negative  readings  were  obtained.  After  their 
test-retest  studies,  they  concluded  that  the 
“histologic  criteria  in  this  field  need  consid- 
erable refinement.” 

Magath19  studied  fluctuations  of  the  ery- 
throcyte count  under  standard  laboratory 


TABLE  II 

Accuracy  of  Palpation  in  the  Diagnosis  of  Axillary 
Node  Disease  in  Breast  Carcinoma 


Harrington 

Hagensen 

Siris  and  Dobson 

From  Garland12 


Clinical  Diagnosis 
Positive  Nodes  Negative  Axilla 


Negative  at 
operation 
32% 

15% 

29% 


Positive  at 
operation 
29% 

44% 

14% 


TABLE  III 

Variation  in  Interpretation  of  Chest  Roentgenograms 
(Mostly  unselected  survey  material) 

% underreading  % overreading 


of  Positives 

of  Negatives 

Birkelo,  et  al.3 

25 

— 

Garland,  et  al.14 

27 

1.7 

Yerushalmy,  et  al.27 

32 

1.7 

Groth-Petersen,  et  al.1G 

32 

2.0 

Danish  Tuberculosis  Index 

Bull.  W.H.O.  1955 

— 

1.6 

From  Garland12 

conditions.  They  reported  a gross  variation 
ranging  from  16  per  cent  to  28  per  cent  de- 
pending in  part  on  the  degree  of  training  of 
the  technician. 

Garland12  has  summarized  the  results  in 
palpation  of  the  axilla  for  positive  nodes 
prior  to  breast  surgery.  Again  the  range  of 
error  is  apparent  (table  II). 

By  making  “loaded”  films  or  by  dual  or 
triple  reading  radiologists  have  been  able  to 
check  the  accuracy  of  their  reading.  This 
has  been  done  (table  III). 

It  should  be  mentioned  that  there  are  two 
different  ways  of  estimating  error.  Suppose 
we  had  100  films,  ten  of  which  showed  pa- 
thology, and  90  of  which  were  negative.  If 
we  missed  two  positive  films  and  called  two 
negative  films  positive,  then  the  error,  by 
one  method  of  thinking,  would  be  four  in  100 
or  four  per  cent,  that  is,  we  only  read  four 
films  inaccurately.  However,  the  film  was 
taken  in  the  first  place  to  find  pathology, 
and  when  we  missed  two  of  the  ten  patho- 
logic films,  we  really  missed  20  per  cent  of 
the  pathology.  This  combined  with  the  two 
negative  films,  (2/90  or  2.2  per  cent  inaccu- 
racy in  the  negative  films)  would  then  give 
us  a nearly  22  per  cent  gross  error.  This  is 
the  way  error  is  being  expressed  in  this 
paper. 

When  confronted  with  the  results  of  the 
laboratory  studies,  some  pathologists  made 
the  same  observation  that  many  clinicians 
have  made  relative  to  the  other  investiga- 
tions, “impossible.”  Most  physicians  believe 
that  in  their  own  field  such  a degree  of  error 
or  percentage  of  variation  in  accuracy  is  un- 
thinkable. 

An  editorial  in  Lancet  in  1954  commented 
on  the  observations  on  error  in  interpretation 
of  chest  roentgenograms,  and  rendered  the 
opinion  that  the  practical  significance  of 
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these  factors  in  general  medicine  is  probably 
very  small.  Action,  it  read,  seldom  follows 
the  result  of  a single  observation,  and  the 
discussion,  consultation  and  re-examination 
that  usually  precede  the  final  diagnosis  or 
decision,  greatly  reduce  the  hazard  from 
this  sort  of  error.  This  is  indeed  optimism. 
All  of  us  are  familiar  with  examples  of  ac- 
tion, based  on  a single  positive  electrocardio- 
gram, bronchoscopy,  biopsy  or  other  test. 
Although  the  errors  of  all  of  these  procedures 
have  not  yet  been  submitted  to  a statistical 
analysis,  there  is  no  reason  to  expect  them 
to  be  less  than  those  in  the  studies  listed 
above.  Likewise  many  clinicians  continue 
to  believe  that  their  observations  are  accu- 
rate and  are  unaware  of  the  need  for  con- 
sultation and  re-examination  to  reduce  error. 
They  understand  that  laboratory  or  Roent- 
gen “tests”  may  be  subject  to  faulty  inter- 
pretation but  certainly  not  careful  “obser- 
vation.” 

Not  only  should  clinicians  recognize  their 
own  errors,  but  also  should  admit  them  in 
their  teaching.  Students  should  be  taught 
obvious  and  useful  signs  and  should  not 
waste  their  time  on  refinements  which  must 
be  subject  to  gross  errors.  Diagnostic  pro- 
cedures of  all  kinds  should  be  subjected  to 
the  test  of  observer  error  before  they  are 
published  in  texts  and  taught  to  students. 

What  is  a source  of  many  of  these  errors 
that  have  been  cited  ? Most  of  us  assume  that, 
except  in  occasional,  perhaps  borderline, 
instances,  the  signs  we  observe  are  present 
and  those  that  we  do  not  observe  are  absent. 


Figure  1:  THREE  TRIANGLES 
from  Garland,  L.  H.  Accuracy  of  Diagnostic  Procedures 

Am.  J.  Roentgen.  82:30  July  1959 
Courtesy  author  and  publisher  Charles  C.  Thomas 
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Figure  2:  (See  text  for  caption) 

from  Street,  R.  F.  A Gestalt  Completion  Test,  etc. 

Courtesty  Bureau  of  Publications 

Teachers  College,  Columbia  University,  New  York 

Two  simple  examples  of  non-medical  percep- 
tion may  be  used  to  illustrate  the  fact  that 
a sign  may  be  present  one  time  and  absent 
at  another  for  the  same  observer.  One  of 
these  is  the  three  triangles  of  Brooks  (figure 
1)  which  illustrates  the  fact  that  we  tend  to 
notice  only  those  things  which  we  consider 
significant.  What  is  seen  depends  on  the 
store  of  information  that  the  observer  brings 
into  the  perceptual  act.  The  second  example 
(figure  2)  shows  that  what  is  seen  often 
depends  on  the  information  supplied  with 
the  pattern.  To  decipher  the  shadows  one 
needs  to  know  that  it  is  intended  to  represent 
a horse  and  rider.  We  may  be  surprised  to 
find  that  we  have  missed  three  simple  words 
in  one  figure  and  the  horse  and  rider  in  the 
other.  We  saw  them  but  did  not  recognize 

them. 

Left  to  ourselves,  most  of  us  would  be  sure 
that  we  had  read  the  three  triangles  correct- 
ly the  first  time  and  that  the  second  figure 
is  a meaningless  series  of  blots.  Perception, 

then,  is  a process  involving  judgment  as  well 
as  seeing.  What  is  perceived  is  in  part  con- 
structed by  the  observer  and  depends  on  the 
observer’s  innate  search  for  meaning.  As  a 
result,  what  we  perceive  is  literally  as  plaus- 
ible as  we  can  make  it  on  the  basis  of  prior 
experience  influenced  by  an  indeterminate 
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number  of  other  immediate  or  remote  fac- 
tors. 

To  behold  is  not  necessarily  to  observe. 

Diagnosis  is  the  cornerstone  of  modern 
clinical  medicine.  It  requires  accurate  obser- 
vation, rational  deduction  and,  in  its  most 
complete  form,  is  the  process  of  identifying 
a disease  by  considering  the  history,  symp- 
toms, physical  signs  and  results  of  every 
other  type  of  examination  of  the  patient.  It 
includes  differential  diagnosis  and  provides 
a basis  for  prognosis.  The  process  usually 
contains  some  element  of  uncertainty,  and 
so  diagnosis  should  perhaps  be  better  re- 
defined as  the  procedure  for  reaching  the 
most  probable  conclusion  on  the  basis  of 
facts  at  hand.  Judgment,  as  we  all  well 
know,  is  often  made  in  an  intuitive  flash, 
but  how  often  do  we  realize  that  it  is  de- 
termined by  a multitude  of  interacting  fac- 
tors. At  the  moment  of  making  a judgment, 
we  are  usually  unaware  of  many  of  these 
factors  so  the  validity  of  their  contribution 
to  the  judgment  cannot  be  questioned  or  ex- 
amined. 

How  many  of  us  expect  to  find  cancer  in 
the  old  “crock”  or  an  ulcer  in  that  old  biddy 
who  is  always  parked  in  our  office?  A doc- 
tor once  said,  “I  was  all  set  to  throw  that 
hostile  female  out  of  the  office,  to  tell  her 
to  go  back  and  go  to  work,  when  I decided 
that  first  I should  read  her  x-ray  report. 
Lo  and  behold,  she  had  an  active  ulcer ! 
That  being  the  case,  I had  to  swallow  my 
hostility  and  go  back  to  treat  her.”  The  fact 
that  observation  depends  a great  deal  on  in- 
formation brought  into  the  act  of  observing 
by  the  observer,  and  is  influenced  by  atti- 
tudes of  the  observer,  is  illustrated  by  the 
organic  diseases  that  are  occasionally  missed 
by  psychiatrists  in  the  disturbed  patients, 
or  that  are  overlooked  in  psychiatrically  dis- 
turbed patients  by  other  physicians. 

To  recognize  this  fact,  that  is,  the  fact  that 
our  observations  are  influenced  by  our  atti- 
tudes, and  to  realize  that  our  judgments  are 
always  influenced  by  a multitude  of  inter- 
acting factors,  some  of  which  we  are  com- 
pletely unaware,  is  perhaps  to  go  a little 
way  to  free  ourselves  from  what  Bertrand 
Russell  called  “The  tyranny  of  the  Here  and 
Now.” 

A conclusion,  of  course,  in  looking  for  a 
solution  to  this  problem  of  observer  error 
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and  inaccuracy  in  clinical  medicine  is  that 
we  find  no  true  solution.  We  can  only  im- 
prove our  accuracy  by  consultation,  by 
awareness  that  there  are  errors  inherent  in 
all  of  us,  and  that  these  must  be  lived  with. 
Perhaps  we  should  do  as  Johnson  suggested 
and  try  to  replace  the  security  of  thinking 
along  well  defined,  familiar  channels  with  a 
newT  kind  of  security  based  on  accepting  am- 
biguity, uncertainty  and  open  choice. 

SUMMARY 

The  accuracy  of  many  diagnostic  pro- 
cedures is  subject  to  distortion  from  errors 
in  technique  of  examination  and  interpreta- 
tion. The  former  are  correctable  with  care; 
the  latter  are  partly  correctable  with  train- 
ing and  experience.  Even  experienced  phy- 
sicians, however,  are  found  to  have  an  error, 
a measurable  degree  of  observer  error,  ap- 
parently due  to  the  so-called  human  equa- 
tion. Accuracy  in  diagnosis  can  be  improved 
by  independent  examination,  either  by  the 
same  observer  on  two  different  occasions, 
or  by  two  different  observers  without  the 
knowledge  of  the  other  interpretation.  Real- 
ization of  the  degree  of  observer  error  in  all 
fields  should  provide  a stimulus  to  greater 
care  in  examination,  to  the  increased  use 
of  consultation  and,  above  all,  a continuous 
attempt  to  clarify  and  correct  the  factors 
involved. 

Henry  Garland  concluded  one  of  his  ar- 
ticles13 by  quoting  former  President  Hoover 
who  said:  “What  do  you  want — security  or 
self  reliance?”  Self  reliance  should  include 
an  effort  to  correct  one’s  mistakes,  to  capital- 
ize on  one’s  blunders.  The  only  real  security 
is  the  power  to  adapt.  He  added  the  follow- 
ing suggestions. 

1.  Study  the  degree  of  observer-error  in 
your  own  work. 

2.  Attempt  to  reduce  it  by  high  quality 
and  careful  work,  periodic  conferences,  and 
consultation  with  your  colleagues. 

Finally,  E.  D.  Palmer,21  in  a small  mimeo- 
graphed book  called  Pearls  for  the  Student  of 
Gastroenterology , wrote  in  the  foreword : 
“Whenever  one  writes  for  another  to  read, 
he  faces  the  terrible  spectre  that  his  words 
will  be  believed.  Dear  Student  — believe 
nothing  you  read  here.  Know  it,  and  never 
forget  it — but  don’t  believe  it.  Don’t  believe 
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it  any  more  than  you  would  believe  what  you 
read  in  the  newspapers,  the  history  books  or 
the  instruction  book  that  came  with  your 
car.  Some  of  it  may  be  true,  but  you  and  I 
will  probably  never  know  which  is  and  which 
isn’t.  We  must  face  the  fact  that  if  we  had 
to  talk  about  medicine  in  terms  of  what  we 
know  for  sure,  we  wouldn’t  have  much  to 
say  . . . This  is  of  course  no  excuse  for  not 
learning  and  knowing  everything  that  any- 
one has  to  say,  and  for  not  taking  all  into 
consideration  in  approaching  a clinical  prob- 
lem. This  philosophy  need  cause  the  student 
no  dismay.  It  is  hoped  that  it  may  help  block 
the  worst  clinical  sin  of  all — the  selection 
of  one  unknown  from  many  to  label  as  the 
truth.”  □ 

I am  indebted  to  Doctor  L.  H.  Garland  for  his  kind  permis- 
sion to  use  much  of  the  material  from  his  article13  on  this  same 
subject. 
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CENTRAL  CONTROL  OF  PROFESSIONAL  COMMUNICATIONS? 


Some  pharmaceutical  manufacturers  are 
pouring  millions  of  advertising  dollars  into 
national  commercial  publications,  complete- 
ly bypassing  the  official  journals  of  organ- 
ized medicine  and  jeopardizing  their  exist- 
ence. 

Maybe  they  think  it  sells  more  pills,  or 
that  it’s  cheaper,  but  they  forget  their  moral 
obligation  to  support  locally-controlled  media 
of  vital  interest  to  the  medical  profession 
and,  indeed,  to  the  drug  industy  itself.  At 
a time  when  drug  manufacturers  are  desper- 
ately attempting  to  maintain  the  identity 
and  the  research  and  marketing  freedom  of 
component,  free  enterprize  companies,  their 
advertising  policies  are  contributing  to  the 
central  control  of  medical  communications. 

If  the  present  decline  in  national  adver- 


tising revenue  continues,  many  official  med- 
ical society  publications  will  fold-up,  and  a 
few  commercial  publications  will  have  even 
greater  responsibilhy  for  professional  com- 
munications. The  average  doctor  and  the 
average  medical  society  may  well  be  silenced. 

There’s  a place  for  everything  in  this 
world — including  the  excellent  commercial 
medical  publications — but  not  at  the  expense 
of  centralized  control  of  medical  communi- 
cations. 

Ask  your  detailman  about  his  company’s 
policies.  Manufacturers  whose  products  are 
supported  by  the  faith  of  practicing  physi- 
cians should  return  the  faith  by  immedi- 
ately restoring  advertising  support  to  the 
locally-controlled  official  publications  of  or- 
ganized medicine. 
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ABSTRACTS 


ENERGY  BALANCE  AND  OBESITY 

The  basis  of  concepts  concerning  obesity  today  rests 
upon  the  assumption  that  obesity  results  from  a greater 
caloric  intake  than  output.  It  follows  that  when  a 
patient  does  not  lose  weight  on  a diet  prescribed  to  sup- 
ply fewer  calories  than  needed,  he  is  cheating  on  the 
diet.  In  this  article  the  author  discusses  the  possibility 
that  these  assumptions  might  not  be  entirely  true.  One 
factor  appears  to  be  the  amount  of  activity  or  muscle 
tone.  It  appears  obvious  that  a less  active  person  wall 
gain  weight  compared  to  a similar  one  eating  the  same 
diet  but  indulging  in  more  activity  all  other  factors 
being  equal. 

In  the  utilization  of  foodstuffs  about  80  per  cent  ap- 
pears as  heat  and  20  per  cent  in  forms  usable  for 
work.  It  seems  possible  that  some  humans  can  more 
“efficiently”  utilize  this  energy  resulting  in  “meta- 
bolic” obesity.  There  is  some  evidence  in  animals  and 
humans  that  the  type  of  diet  in  relation  to  content  of 
fat,  carbohydrates  and  protein  and  the  caloric  dis- 
persal of  meals  affect  the  body’s  handling  of  food. 
Some  obese  patients  do  not  appear  to  be  able  to  mobil- 
ize fat  stores  as  rapidly  as  others.  Although  the  con- 
cept of  metabolic  obesity  remains  a long  way  from 
being  proved,  it  has  stimulated  work  on  the  problem 
of  obesity. 

Editor’s  note:  We  will  all  follow  developments  in 
this  field  with  interest.  Obesity  remains  one  of  the  most 
important  problems  that  physicians  face  today.  Any 
help  we  can  receive  in  dealing  with  it  will  be  greatly 
appreciated. 

Energy  Balance  and  Obesity,  Joe  M.  Dabney,  M.D., 

Annals  of  Internal  Medicine,  60:  4,  689-699,  April,  1964. 

DEATH  BY  HEX? 

This  article  reports  a 53-year-old  patient  without  a 
previous  Ir  story  of  asthma  or  respiratory  difficulties 
who  died  in  status  asthmaticus  approximately  nine 
months  after  the  onset  of  symptoms.  The  symptoms 
started  after  the  patient’s  mother  predicted  dire  results 
if  he  went  against  her  desires.  She  used  the  words 
“Something  will  strike  you.”  In  a telephone  conver- 
sation immediately  prior  to  the  patient’s  death  she 
repeated  her  admonition  to  “remember  her  prediction 
of  dire  results.”  Within  about  an  hour  the  patient  was 
dead. 

The  author  notes  that  death  produced  by  magical 
means  is  a part  of  man’s  early  culture.  He  suggests 
that  his  thin  veneer  of  civilized  intellect  covering  his 
primitive  emotions  protects  man  from  such  occurrences 
today.  When  this  armor  becomes  too  thin,  modern 
man  may  succumb  like  his  ancestors  although  less 
directly  and  more  slowly. 

It  is  impossible  to  tell  whether  the  response  to  the 
mother’s  threat  caused  the  asthma  or  merely  aggra- 
vated it.  The  author  notes  that  it  is  difficult  for  the 
scientifically  trained  physician  to  accept  death  as  the 
result  of  a wish  of  a thwarted  mother. 


Editor’s  Note:  Physicians  will  continue  to  be  sur- 
prised and  amazed  by  the  things  that  can  happen  to 
human  beings  in  health  and  disease.  It  is  not  too 
difficult  to  accept  the  possibility  of  a “voodoo  death,” 
but  to  explain  it  in  scientific  terms  is  another  matter. 

A Sophisticated  Version  of  Voodoo  Death,  James  L. 
Mathis,  Psychosomatic  Medicine,  26:  March- April, 
1964,  104-107. 


PSYCHIATRY,  ‘BRAINWASHING,’  AND  THE 
AMERICAN  CHARACTER.  Louis  Jolyon  West,  M.D. 

Considerable  evidence  is  marshalled  to  deny  the 
apparently  popular  thesis  that  the  moral  integrity  of 
American  youth  is  deteriorating.  The  remarkable 
rarity  of  American  turncoats  in  the  Korean  War  is 
considered  a tribute  to  the  present  American  genera- 
tion rather  than  an  indictment  of  them.  In  further 
support  of  the  new  breed  the  author  cites  the  growing 
idealism  of  American  youth  by  serving  the  Peace 
Corps  and  in  their  general  social  consciousness. 

Doctor  West  does  his  best  to  make  this  “the  best 
of  all  possible  worlds”  in  an  extremely  well  written, 
stimulating  paper. 

Am.  J.  of  Psychiatry,  Vol.  120,  9:  842,  March,  1964. 


RECENT  PUBLICATIONS 

The  Journal  welcomes  the  opportunity  to  list  current 
publications  by  any  Oklahoma  physician. 

Inflight  loss  of  consciousness,  J.  Robert  Dille,  M.D. 
and  Pei  Chin  Tang,  Ph.D.,  Aerospace  Medicine,  Vol. 
35,  No.  6,  June  1964. 

Dyskinensia  in  children,  J.  T.  Jabbour,  Pediatric  Di- 
gest, pg.  47,  Jan.,  1964. 

Cardiovascular  effects  of  the  insecticide  endrin,  T.  E. 
Emerson,  Jr.,  C.  M.  Brake,  and  L.  B.  Hinshaw,  Ca- 
nadian J.  Physiol,  and  Pharmacol.,  42:  41,  1964. 

Ebstein’s  anomaly  in  the  neonate:  a clinical  study  of 
three  cases  observed  from  birth  through  infancy, 
Toyoshige  Yamanchi  and  Glen  Cayler,  Am.  J.  Dis. 
Child,  107:  165-172,  Feb.,  1964. 

Experimental  analysis  of  a film  used  as  a threatening 
stimulus,  Joseph  C.  Spiesman,  R.  S.  Lazarus,  L.  David- 
son, A.  M.  Mordkoff,  J.  of  Consulting  Psychology, 
28:  23-33,  Feb.,  1964. 

Measurement  of  total  pressure  of  dissolved  gas  in 
mammalian  tissue  in  vivo.  M.  T.  Lategola,  J.  Applied 
Physiol.  19:  322,  1964. 

Diagnosis  of  disorders  of  the  ureterovesical  junction. 
William  L.  Parry,  M.D.,  New  York  State  Journal  of 
Medicine,  64,  6,  744-747,  Mar.  15,  1964. 

Reprints  of  the  above  publications  are  usually  available  on 
request  from  the  senior  author,  c/o  Mrs.  Joan  Campbell,  Veter- 
ans Administration  Hospital,  921  N.E.  13th  Street,  Oklahoma 
City,  Oklahoma. 
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Electronics  and  Electrocardiography 

JOHN  NAUGHTON,  M.D. 


In  recent  years  electronic  engineers  have 
made  many  valuable  contributions  to  med- 
ical science.  Among  the  more  promising  de- 
velopments has  been  telecardiography,  a 
method  of  recording  the  electrocardiogram 
by  radio-telemetry.  A signal  is  modulated  by 
physiological  impulses  with  the  reception  of 
the  modulated  signal  by  a receiver  operating 
at  the  frequency  of  the  transmitter.1  The 
ECG  can  be  recorded  then  on  a standard  ma- 
chine, oscilloscope  or  magnetic  tape. 

Telecardiography  has  made  possible  the 
recording  of  continuous  ECG  tracings  on  an 
individual  for  many  hours.  Since  its  intro- 
duction to  clinical  cardiology  many  new  and 
interesting  observations  about  electrophysi- 
ology have  been  documented.  Most  impor- 
tantly this  method  of  investigation  has  fur- 
ther substantiated  the  limitations  imposed  on 
the  clinician  by  the  conventional  resting 
ECG  and  have  demonstrated  that  the  con- 
ventional ECG  does  not  correlate  with  the 
physiological  status  of  the  individual  in  many 
instances.  This  fact  has  been  appreciated  by 

From  the  Department  of  Medicine  and  the  Neurocardiology 
Research  Center  of  the  University  of  Oklahoma  Medical  Center, 
Oklahoma  City,  Oklahoma. 

Produced  under  the  auspices  of  the  Professional  Education 
Committee  of  the  Oklahoma  State  Heart  Association. 
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many  investigators  such  as  Masters2  for 
many  years. 

The  principles  of  telecardiography  are  cur- 
rently being  employed  in  two  investigations 
at  the  University  of  Oklahoma  Medical  Cen- 
ter. The  first  study  involves  the  use  of  the 
RKG100  Radiotelemeter  to  obtain  a single 
lead  ECG  recording  during  rest,  varying 
levels  of  exercise  and  recovery.  Many  inter- 
esting observations  have  been  recorded  on 
large  groups  of  presumably  healthy  people 
and  of  cardiac  patients  during  these  studies. 
Examples  of  the  recordings  are  depicted  in 
figures  1 and  2. 


Figure  1.  This  is  an  example  of  ECG  changes  during 
continuous  monitoring  of  a presumably  healthy  35-year- 
old  white  male  using  the  oblique  lead.  At  rest  the 
P-Wave  was  inverted  indicating  an  ectopic  atrial  pace- 
maker which  was  confirmed  by  the  conventional  ECG. 
During  standing  the  P-Wave  was  erect  followed  by  a 
transient  wandering  atrial  pacemaker.  The  P-Wave 
then  remained  positive  during  work  and  recovery. 

Oklahoma  State  Medical  Association 


Incomplete  RBBB  with 
Complete  RBBB  during  Heavy  Work 


Figure  2.  The  oblique  lead  ECG  in  this  apparently 
healthy  68-year-old  white  male  revealed  a prominent 
S-Wave  compatible  with  an  incomplete  RBBB  which 
was  confirmed  by  conventional  ECG.  During  the  13th 
minute  of  fairly  vigorous  work  the  QRS  interval  broad- 
ened with  a slight  increase  in  the  prominence  of  the 
S Wave  indicating  a complete  RBBB.  This  complete 
intraventricular  block  remained  for  a few  seconds  dur- 
ing the  initial  minute  of  recovery  following  which  it 
reverted  to  the  original  incomplete  RBBB  form.  A 
phenomenon  such  as  this  would  probably  have  been 
completely  undetected  had  the  patient  performed  the 
standard  Masters’  test. 

The  second  investigation,  under  the  direc- 
tion of  Doctor  Thomas  Lynn,  involves  the  re- 
cording of  eight  hours  of  continuous  ECG 
on  individuals  in  varying  states  of  health. 
The  Avionics  Electrocardioscanner  is  used 
in  this  study. 


Although  sufficient  data  are  not  yet  avail- 
able for  a detailed  scientific  report,  the  im- 
portance of  obtaining  this  type  of  informa- 
tion is  becoming  apparent.  Investigators 
have  found  changes  in  rhythm,  transient  in- 
traventricular blocks,  ST-T  Wave  changes 
and  rate  alterations  in  many  individuals  who 
have  had  normal  standard  electrocardio- 
grams. On  the  other  hand,  many  patients 
with  grossly  abnormal  resting  ECGs  often 
have  very  stable  recordings  during  exercise 
and  routine  daily  activities.  The  accumula- 
tion of  this  type  of  data  undoubtedly  will  in- 
fluence the  emphasis  placed  on  the  conven- 
tional ECG  in  later  years,  particularly  when 
the  ECG  and  physiological  status  of  the  pa- 
tient fail  to  correlate. 

Telecardiography  also  has  many  potential 
practical  clinical  applications.  Among  these 
is  the  continuous  recording  of  the  ECG  dur- 
ing the  Masters’  test  which  obviates  the  need 
for  several  cumbersome  electrodes.  □ 
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NEW  HEAD  FOR  A.A.M.C. 


Doctor  Robert  C.  Berson,  Dean  of  the  Uni- 
versity of  Texas  South  Texas  Medical  School, 
San  Antonio,  has  been  named  the  next  Ex- 
ecutive Director  of  the  Association  of  Amer- 
ican Medical  Colleges. 

He  will  assume  his  new  position  early  in 
1985,  succeeding  Doctor  Ward  Darley,  said 
Doctor  George  A.  Wolf,  Jr.,  President  of  the 
A.A.M.C. 

“In  his  eight  years  as  our  Executive  Di- 
rector, Doctor  Darley  has  won  a national 
and  international  reputation  as  a medical 
statesman,”  Doctor  Wolf  said  in  making  the 
announcement.  “His  contributions  to  med- 
ical education  have  been  many,  and  finding 
a successor  has  not  been  an  easy  task. 
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“However,  we  feel  that  in  Doctor  Berson 
we  have  found  a man  who  can  effectively 
and  constructively  take  over  the  reins.” 

Doctor  Berson,  52,  is  a native  of  Browns- 
ville, Tennessee.  He  is  a graduate  of  Van- 
derbilt University  School  of  Medicine,  Nash- 
ville, Tennessee,  and  subsequently  became  its 
Assistant  Dean.  He  also  has  served  on  the 
faculties  of  the  University  of  Illinois  College 
of  Medicine,  Chicago,  and  the  Medical  Col- 
lege of  Alabama,  Birmingham. 

He  served  as  Associate  Director  of  the 
Survey  on  Medical  Education,  which  in  1953 
sponsored  the  publication  of  “Medical 
Schools  in  the  United  States  at  Mid-Cen- 
tury.” Doctor  Berson  is  immediate  past 
President  (1963-64)  of  the  A.A.M.C. 
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A Report  on  Blue  Shield 

GEORGE  H.  GARRISON,  M.D. 


George  H.  Garrison,  M.D.,  Oklahoma  City 
pediatrician,  was  President  of  the  Oklahoma 
State  Medical  Association  in  1959-50.  He 
has  served  on  the  Blue  Shield  Board  of  Trus- 
tees continuously  since  1950. 

The  folloiving  article  was  presented  on 
October  18th  by  Doctor  Garrison  before  the 
annual  meeting  of  the  Blue  Shield  Board  of 
Trustees  at  Western  Hills  Lodge,  Sequoyah 
State  Park. 


BACKGROUND 

The  JOURNAL  of  the  Oklahoma  State 
Medical  Association,  page  210  (1943),  states, 
“The  House  of  Delegates  in  a far-reaching 
decision  approved  the  inauguration  of  an 
experimental  prepaid  medical  and  surgical 
plan  to  be  operated  in  connection  with  The 
Blue  Cross  Plan  and  authorized  President 
James  Stevenson  of  Tulsa  to  appoint  a com- 
mittee to  work  out  the  details  for  the  activa- 
tion of  the  plan.”  July  15th,  1943,  at  a meet- 
ing of  the  above  committee,  Doctor  John  F. 
Burton,  Chairman,  reports,  “The  plan  is  to 
be  operated  in  connection  with  The  Blue 
Cross  Hospital  Plan  and  will  incorporate 
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features  of  other  plans  successfully  spon- 
sored by  medical  associations.” 

Further  comment  in  the  Journal,  page  393 
(1943),  says  “The  House  of  Delegates  in  in- 
structing the  committee  to  proceed  in  the 
formation  of  a prepaid  plan,  while  not  an- 
ticipating the  introduction  of  the  Wagner- 
Murray-Dingell  Bill  in  Congress,  neverthe- 
less has  a possible  combative  instrument  for 
the  medical  profession.” 

Page  360  (1944)  July  9th,  1944,  records: 
“The  committee  has  found  that,  in  states 
where  all  services  are  included,  the  plans 
have  not  been  successful,  and  that  it  is  best 
to  start  with  those  services  which  are  men- 
tioned in  the  printed  plan  and  gradually  ex- 
tend the  plan  to  include  other  types  of  serv- 
ices.” 

Page  454  (1944)  October  8th,  1944  we 
find:  “The  Prepaid  Medical  Plan  Commit- 
tee prepared  its  final  recommendations  for 
an  indemnity  plan  to  be  presented  to  the 
Council  and  the  House  of  Delegates  October 
22nd.” 

Page  500  (1944)  : “A  special  session  of 
the  House  of  Delegates,  Doctor  C.  R.  Roun- 
tree, President,  approved  the  indemnity  plan 
by  56  to  three  and  instructed  the  Council  to 
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select  a 15-member  Board  of  Trustees — nine 
physicians  and  six  laymen.” 

Thus,  Oklahoma  Physicians  Service,  later 
called  Blue  Shield,  came  into  being. 

IMPLEMENTATION 

In  the  actual  implementation  of  the  plan, 
Oklahoma  Physicians  Service  went  into 
those  counties  where  and  when  requested  by 
the  County  Medical  Society  and  set  up  the 
formal  enrollment.  This  was  done  after  a pre- 
liminary survey  in  which  the  nature  and 
cost  of  publicity  for  the  project  had  been 
determined.  Local  physicians,  by  donation, 
paid  for  the  newspaper  ads,  posters,  mailing, 
etc.,  and  the  hospitals  volunteered  space  for 
the  enrollment.  This  illustrates  how  inti- 
mately and  interestedly  the  medical  profes- 
sion was  concerned  with  launching  this  new 
plan.  Even  more  convincing  of  their  interest 
was  the  fact  that  the  initially  required  op- 
erating capital,  in  excess  of  $10,000,  w^as  pro- 
vided voluntarily  by  Oklahoma  physicians, 
clinics  and  hospitals.  Justifying  such  faith 
on  their  part,  The  Plan  repaid  the  capital 
investment  in  August  of  1946. 

Though  the  House  of  Delegates  approved 
the  initiation  of  such  a prepaid  plan  and  the 
Council  of  the  Oklahoma  State  Medical  As- 
sociation named  the  first  Board  of  Trustees, 
the  State  Association  had  no  financial  inter- 
est in  The  Plan  and  no  administrative  con- 
trol of  it,  but  today  the  OSMA  is  still  invited 
to  submit  names  to  be  considered  for  vacan- 
cies on  the  Board  of  Trustees. 

Later,  in  1945,  page  257  of  the  Journal, 
we  find,  “Prepaid  surgical  and  obstetrical 
care  plan  now  in  operation  in  five  counties,” 
emphasizing  the  modest  beginning. 

The  AMA  Council  on  Medical  Service  had 
developed  a set  of  “Standards  of  Acceptance 
for  Medical  Care  Plans”  which  included: 

1.  Approval  by  the  local  State  or  County 
Medical  Association. 

2.  Responsibility  of  the  medical  profes- 
sion for  the  medical  services  included  in  the 
benefits. 

3.  Free  choice  of  physician. 

4.  Maintenance  of  the  confidential  pa- 
tient-physician relationship. 

5.  Maximum  benefits  consistent  with 
sound  financial  operation. 


6.  Benefits  in  terms  of  either  .service  or 
indemnity. 

7.  Sound  enrollment  and  administrative 
practice. 

To  these  “Standards,”  Oklahoma  Physi- 
cians Service  (Blue  Shield)  has  adhered 
without  modification  or  variation. 

A HERITAGE  OF  FREEDOM 

A large  percentage  of  physicians  now  prac- 
ticing in  Oklahoma  have  established  them- 
selves in  private  practice  since  1945  and, 
therefore,  know  little  of  the  basic  needs  and 
reasons  which  led  to  the  formation  of  pro- 
fessionally sponsored  prepaid  medical  care 
plans.  It  was  an  attempt  to  provide  medical 
care  of  a high  order  to  all  of  our  people. 
It  wras  to  avoid  a compulsory  or  regimented 
medical  care  system  with  its  inevitable  de- 
cline in  the  quality  and  availability  of  such 
services.  It  wras  to  preserve  FREEDOM  in 
this  country.  In  1934  or  1935,  Rexford  Guy 
Tugwell,  Ph.D.,  a member  of  the  New  Deal 
Brain  Trust,  said  in  effect  that  if  we  con- 
trol the  medical  profession,  we  can  control 
the  country.  Physicians  must  become  more 
acutely  aware  of  their  responsibility  in  pre- 
serving the  freedom  of  America,  and  Ameri- 
can medicine.  In  this  effort,  there  is  no 
stronger  ally  than  Blue  Shield.  The  greatest 
deterrent  to  foisting  upon  this  nation  state 
medicine,  socialized  medicine,  political  medi- 
cine, or  whatever  term  you  choose  to  call  it, 
is  voluntary  prepaid  medical  care.  The  faster 
w’e  can  increase  the  coverage  of  the  major 
portion  of  our  population,  the  greater  is  our 
chance  of  thwarting  the  ever  increasing 
danger  of  regimented  medicine. 

Though  there  are  many  prepaid  medical 
care  plans  and  insurance  companies  in  this 
field,  the  largest,  by  far,  is  Blue  Shield.  Blue 
Shield  is  the  ONLY  ONE  in  which  the  med- 
ical profession  has  a voice.  The  profession 
has  not  only  been  invited,  but  urged  to  par- 
ticipate in  the  formation  of  Blue  Shield  poli- 
cies, to  assist  in  the  establishment  of  a fee 
schedule  for  services,  to  aid  in  the  adjudica- 
tion of  misunderstandings  and  disagree- 
ments, and  to  submit  names  for  nominations 
to  fill  vacancies  on  the  official  Board.  If  these 
things  be  true,  Blue  Shield  is  our  ablest  sup- 
port in  the  struggle  ahead,  and  it  behooves 
us  to  uphold  it  in  all  of  its  endeavors. 
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Blue  Shield  / GARRISON 

PROBLEMS  NEEDING  ANSWERS 

Physicians  are  opposed  to  compulsion. 
Blue  Shield,  likewise,  is  opposed  to  compul- 
sion. It  is  imperative  then  that  they,  physi- 
cians and  Blue  Shield,  come  to  a better  un- 
derstanding of  common  problems.  What  are 
some  of  these  problems? 

• First  is  the  startling  fact  that  only  25 
per  cent  of  the  population  of  Oklahoma 
is  now  covered  by  Blue  Shield. 

• Second,  but  of  equal  importance,  is  mis- 
understanding and  poor  communication 
about  the  benefits  and  limitations  of  the 
Membership  Contract  on  the  part  of 
both  member  and  physician. 

• An  apparent  failure  to  appreciate  the 
fact  that  insurance  benefits  are  never  in- 
tended to  cover  100  per  cent  of  cost  of 
illness. 

• Dissatisfaction  of  member  concerning 
fees  charged  for  services. 

• Seemingly  inadequate  coverage  provided 
by  The  Plan  in  “specific”  instances, 
again  from  viewpoint  of  both  the  mem- 
ber and  the  physician. 

• Alleged  “hike”  in  fee  when  member  has 
insurance. 

• The  need  for  information  on  the  part  of 
Blue  Shield  concerning  procedures  listed 
as  “IC”  (Individual  Consideration)  in 
order  that  a fair  and  just  payment  may 
be  made,  and  the  feeling  of  the  physician 
that  he  is  being  unduly  imposed  upon  to 
provide  this  necessary  information. 
There  can  be  no  equitable  schedule  of 
payments  for  many  traumatic  cases,  and 
even  for  the  newer  surgical  and  medical 
procedures  as  they  become  accepted 
methods  of  management,  without  a rea- 
sonably detailed  description  of  the  extent 
of  the  injury  and/or  the  procedure  in 
order  that  a Medical  Committee  may  ar- 
rive at  a fair  compensation. 

• It  is  most  important  that  both  the  mem- 
ber and  the  physician  understand  that 
diagnostic  procedures  generally  are  not 
insurable. 

• The  member  has  a right  to  know,  in  ad- 
vance, approximately  what  a contemplat- 
ed surgical  procedure  is  going  to  cost, 
and  this  can  be  determined  in  90  per 
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cent  or  more  of  cases.  The  physician 
has  an  obligation,  likewise,  in  this  re- 
spect, and  should  not  pass  it  off.  When 
a physician  steadfastly  avoids  or  refuses 
to  discuss  the  cost  of  his  services,  the 
patient  would  do  well  to  consider  some- 
one else. 

• Both  member  and  physician  should  be 
aware  that  surgical  and  obstetrical  serv- 
ices for  which  Blue  Shield  provides  a 
benefit,  that  benefit  will  be  paid  whether 
the  service  is  rendered  in  a hospital,  out- 
patient department,  physician’s  office, 
or  elsewhere.  This  knowledge  could  re- 
duce unnecessary  hospitalization. 

• Unquestionably,  friction  and  dissatisfac- 

tion could  be  avoided  if  all  members  and 
physicians  were  aware  that  the  Schedule 
of  Benefits  provided  by  Blue  Shield  wTas 
approved  in  1962  by  a committee  of  phy- 
sicians— members  of  the  Oklahoma  State 
Medical  Association — as  approximating 
85  per  cent  of  the  average  fee  charged 
for  such  service  at  that  time.  Fees  con- 
siderably out  of  line  should  be  explained. 
For  example,  on  the  “400”  Blue  Shield 
Schedule . Charge  Benefit 

Prostatectomy  $1000  $255 

Removal  of  coccyx  $ 500  $105 

Appendectomy  $ 300  $150 

Fees  such  as  these  create  a feeling  in 
the  patient  that  either  Blue  Shield  is  not 
meeting  its  responsibility  or  the  physi- 
cian is  overcharging  for  his  services.  Un- 
fortunately, either  feeling  reacts  unfav- 
orably toward  both  voluntary  prepaid 
insurance  plans  and  the  medical  profes- 
sion. This  could  be  obviated  by  the  two 
points  suggested  earlier:  that  there  be 
(1)  a frank  discussion  of  the  costs  in- 
volved before  major  surgery  is  under- 
taken, and  (2)  a realization  that  much 
care  and  consideration  went  into  the 
preparation  of  the  Schedule  of  Benefits. 

• Utilization,  and  duration  of  hospital  stay, 
are  other  problems  concerning  medicine 
and  Blue  Cross-Blue  Shield.  Since  the 
inception  of  The  Plans  in  Oklahoma  near- 
ly 25  years  ago,  the  duration  of  hospital 
stay  has  been  ten  to  12  per  cent  above 
the  national  average  for  similar  plans. 
On  occasion,  it  has  been  even  higher,  and 
from  1957  to  1963,  there  was  an  increase 
in  the  average  hospital  stay  from  6.5 
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days  to  7.6  days.  Perhaps  too  often  con- 
venience determines,  or  to  some  degree 
affects,  the  time  of  departure  from  the 
hospital.  Coincidentally,  during  this 
same  period  of  25  years,  utilization  per 
1000  members  per  year  exceeded  the  na- 
tional average  of  similar  plans  by  ten 
per  cent. 

There  must  be  a real  awakening  on  the 
part  of  the  Blue  Shield  member  and  the  phy- 
sician as  to  the  vital  functions  which  Blue 
Shield  serves  and  an  honest  effort  on  the 
part  of  both  to  assist  in  fulfilling  these  func- 
tions. A case  to  illustrate  the  need  for  such 
awareness  is  that  of  an  obstetrical  patient 
in  early  pregnancy  admitted  because  of  ab- 
dominal pain  and  vaginal  bleeding.  Clearly, 
the  Contract  limits  the  maternity  benefits 
to  ten  days  hospitalization.  This  should  have 
been  well  known  by  the  patient,  the  physi- 
cian, and  the  hospital  administrator;  and 
when  that  period  ended,  these  three  should 
have  come  to  an  understanding  about  the 
cost  of  continued  hospitalization.  Such  an 
understanding  then  would  have  prevented 
unpleasantness  later.  Not  one  of  these  three, 
the  patient,  the  physician,  or  the  hospital  ad- 
ministrator, could  rightly  escape  his  respon- 
sibility in  this  respect. 

When  a physician  receives  $33,000  for  pro- 
fessional services  to  12  families  within  a 
period  of  16  months,  one  wonders  whether 
or  not  such  utilization  would  warrant  con- 
tinuing coverage  for  these  families.  It  is 
only  natural  that  other  questions  arise,  also. 

Of  vital  and  far-reaching  importance  to 
Blue  Shield,  physicians,  and  the  people  of 
Oklahoma  is  the  operation  of  the  Kerr-Mills 
Law  in  providing  hospitalization  and  medi- 
cal care  for  the  older  citizens.  Through  a 
rare  degree  of  cooperation  and  sincere  de- 
sire to  serve  the  best  interests  of  all  con- 
cerned, the  Department  of  Public  Welfare, 
Blue  Cross  and  Blue  Shield,  and  the  Medical 
Association  of  Texas  worked  out  a most  sat- 
isfactory and  practical  method  of  adminis- 
tering the  provisions  of  that  law  in  Texas. 
It  would  be  well  for  Oklahoma  to  emulate 
this  endeavor. 

PROGRAM  OF  PARTNERSHIP 

We  see,  then,  there  are  problems  and  areas 
of  concern  common  to  Blue  Shield  and  medi- 


cine. Blue  Shield  cannot  and  will  not  alone 
resolve  these,  because  it  is  dedicated  to  the 
freedom  of  medicine,  the  free  choice  of  phy- 
sician, the  maintenance  of  the  confidential 
patient-physician  relationship,  and  any  at- 
tempt on  its  part  to  bring  resolution  in  these 
areas  would  mean  regimentation.  Blue  Shield 
is  basically  opposed  to  this.  In  the  “Stand- 
ards of  Acceptance  for  Medical  Care  Plans,” 
moreover,  it  states  in  paragraph  two  that  it 
is  the  “responsibility  of  the  medical  profes- 
sion for  the  medical  services  included  in  the 
benefits.” 

By  this  time,  it  has  become  evident  that 
there  is  need  for  a much  closer  working  re- 
lationship between  the  Trustees  of  Blue 
Shield  and  the  Trustees  of  the  Medical  As- 
sociation to  the  end  that  both  organizations 
may  better  serve  the  people  of  Oklahoma.  Let 
us  have  an  end  to  lip  service  and  half-heart- 
ed cooperation;  let  us  bring  our  inquiries, 
differences,  and  misunderstandings  to  the 
conference  table  and  engage  our  most  serious 
efforts  to  the  solution  of  the  aforementioned 
and  other  knotty  situations  facing  us. 

Blue  Shield  has  been  in  Oklahoma  for  19 
years.  In  this  period,  it  has  paid  to  physi- 
cians $56  million  ($7.3  million  in  1963).  In 
these  same  19  years,  we  physicians  should 
have  decided  whether  Blue  Shield  is  to  be 
trusted,  whether  it  has  lived  up  to  the  basic 
tenets  of  its  founders,  whether  Blue  Shield 
is  an  asset  to  medicine  and  its  greatest  de- 
fense against  regimentation  by  the  govern- 
ment. If  the  answers  here  are  all  in  the  af- 
firmative, as  I KNOW  they  are,  then  let  us 
physicians  bury  our  grudges,  quit  being  sus- 
picious and  critical  and  become  constructive, 
cooperative  and  helpful.  Let  us  stop  the  in- 
excusable abuses  occurring  year  after  year 
which,  if  continued,  will  destroy  the  greatest 
ally  we  have.  Let  us  set  up  a mechanism 
through  organized  medicine  to  improve  the 
efficiency  of  Blue  Shield  and  inform  the  phy- 
sicians of  Oklahoma  what  it  really  is,  and, 
together,  let  us  do  this  for  our  patients,  Blue 
Shield  members. 

THIS  IS  THE  HOUR  OF  DECISION. 
ALREADY  WE  HAVE  HESITATED  FAR 
TOO  LONG!  TOMORROW  MAY  BE  TOO 
LATE ! □ 
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A NEW  CONCEPT  IN  RETIREMENT  PLANNING 

The  Self-Employed  Individual's  Tax  Retirement  Act  of  1962,  P.L.  87-792  (also 
known  as  the  Keogh  Act  or  H.R.  10),  makes  it  possible  for  the  self-employed 
professional  man  to  set  up  his  own  tax-favored  retirement  program,  while  at 
the  same  time  providing  similar  benefits  for  his  employees,  if  any. 

Massachusetts  Mutual  life  insurance  or  annuity  contracts  rep- 
resent one  of  the  most  favorable  methods  for  investment  of 
retirement  funds.  For  concise  information,  ask  for  our  free 
booklet— 

"Planning  for  Retirement  through 
Tax-Sheltered  Investment" 


Supplement  your  OSMA  Group  Insurance  with  this  valuable  additional  coverage. 

WILSON  & WILSON,  inc.  MASSACHUSEIIS  MUTUAL 

General  Agent 

1280  First  Nat' I Bldg.  - Tel.  CE  6-4681 
Oklahoma  City 


LIFE  INSURANCE  COMPAN 

SPRINGFIELD.  MASSACHUSETTS  - ORGANIZED  1851 
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OSMA  Looks  at  New  Legislature,  Anticipated  Legislation 


Oklahomans  will  see  many  new 
faces  walking  the  corridors  and  seat- 
ed in  the  House  and  Senate  chambers 
at  the  state  capitol  when  the  30th 
Session  of  the  Oklahoma  State  Legis- 
lature convenes  January  5th,  1965. 

The  November  3rd  general  election 
resulted  in  the  naming  of  an  almost 
entirely  new  Senate  and  House  of 
Representatives.  Due  to  the  federal 
court’s  reapportionment  order  hand- 
ed down  last  July,  the  upcoming 
session  will  be  comprised  of  48  Sena- 
tors and  99  House  members.  Here- 
tofore, the  Senate  had  44  members 
while  the  House  had  120. 

Of  the  newly  elected  legislators, 
the  Democrats  claimed  78  seats  in 
the  House  and  41  in  the  Senate.  Re- 
publicans held  their  percentage  of 
representation  in  each  house  by 
electing  21  House  members  and  seven 
Senators.  The  majority  of  Republi- 
can strength  in  both  Houses  lies  in 
Oklahoma  and  Tulsa  Counties, 

Two  physicians  from  Oklahoma 
County  polled  majority  support  to 
represent  their  constituents  in  a new- 
ly created  Senate  and  House  district. 
Richard  D.  Stansberry,  M.D.,  Okla- 
homa City,  was  elected  to  the  Okla- 
homa State  Senate  and  John  W. 
Drake,  M.D.,  Oklahoma  City,  to  the 
House  of  Representatives.  Both  phy- 
sicians are  Republicans  and  members 
of  the  Oklahoma  County  Medical 
Society. 

The  defeat  of  many  incumbents— 
particularly  in  the  Senate— coupled 
with  greater  representation  in  the 
heavily  populated  areas  of  the  state, 
will  give  way  to  the  selection  of  a 
new  power  clique.  Senator  Clem 
McSpadden  of  Chelsea,  a ten-year 
Democratic  veteran  in  the  Senate 
and  a nephew  of  Oklahoma’s  late 
humorist,  Will  Rogers,  has  unoffi- 


cially been  tagged  for  President  Pro 
Tempore  of  the  new  Senate. 

The  role  of  Speaker  of  the  House 
of  Representatives  is  certain  to  go  to 
Representative  J.  D.  McCarty,  a 
Democrat  from  Oklahoma  County 
who  has  been  assured  the  job  for  an 
unprecedented  third  term.  Speaker 
McCarty  has  served  in  the  House  of 
Representatives  for  24  years. 

While  no  one  can  predict  the  ef- 
fects of  reapportionment,  a multitude 
of  new  legislators,  and  the  rise  of  a 
new  power  structure  in  the  Senate, 
Thomas  C.  Points,  M.D.,  Chairman 
of  the  OSMA  State  Legislative  Com- 
mittee,  makes  this  observation: 
“Oklahoma  medicine  has  the  same 
opportunity  to  be  influential  with  the 
new  legislature  as  does  any  other 
group.  But,  in  order  to  be  effective, 
physicians  must  be  willing  to  tell 
the  story  of  medicine  to  those  leg- 
islators back  in  their  home  districts. 
We  must  be  willing  to  not  only  show 
up  at  the  legislature  when  we  are 
concerned  with  passing  or  kill- 
ing a bill  which  directly  affects  us, 
but  we  should  always  be  there  when 
called  on  for  advice,  when  we  are 
concerned  about  an  allied  or  para- 
medical piece  of  legislation,  and  any 
other  time  when  we  feel  the  testi- 
monials of  our  profession  can  con- 
tribute to  the  betterment  of  public 
health  for  all  Oklahoma.” 

Last  Session  Kept  OSMA  Busy 

During  the  last  session  of  the  Okla- 
homa Legislature,  there  were  357 
bills  introduced  in  the  Senate  and 
574  in  the  House.  The  legislature 
was  faced  with  the  burden  of  meet- 
ing large  State  Government  depart- 
mental appropriation  requests,  and  it 
finally  enacted  into  law  a budget  ex- 
ceeding a billion  dollars  for  the  bi- 


ennium. The  increase  was  accom- 
plished with  no  new  taxes. 

In  excess  of  40  bills  introduced  di- 
rectly or  indirectly  concerned  the 
OSMA  during  the  last  session.  The 
late  Senator  Louis  H.  Ritzhaupt  pro- 
vided a watchful  eye  where  legisla- 
tion affecting  medicine  was  concern- 
ed. 

In  the  29th  Session,  the  OSMA 
State  Legislative  Committee  worked 
for  passage  of  Senate  Bill  295,  which 
led  to  an  appropriation  of  $84,000, 
enabling  the  Board  of  Unexplained 
Deaths  to  have  its  first  modest  budg- 
et with  which  to  run  the  medical 
examiners’  program. 

The  Committee  worked  with  the 
State  Health  Department  in  passing 
a new  Health  Code,  and  prevented 
chiropractors  from  receiving  man- 
datory appointments  on  the  state  and 
county  boards  of  health.  It  success- 
fully opposed  a section  of  Senate  Bill 
57,  which  would  have  prohibited  a 
licensed  physician  from  serving  on 
a county  hospital  board  of  control; 
successfully  opposed  Senate  Bill  212 
and  House  Bill  683,  which  would  have 
switched  the  administrative  authority 
in  mental  institutions  from  doctors 
of  medicine  to  business  administra- 
tors; successfully  opposed  a section 
of  House  Bill  579  requiring  mandatory 
licensure  of  all  persons  practicing 
professional  nursing  and  invoking 
fines  against  both  employee  and  em- 
ployer if  non-licensed  persons  prac- 
ticed nursing. 

Anticipated  Legislation  in 
30th  Session 

Already,  several  pieces  of  antici- 
pated legislation  to  be  considered  by 
the  30th  Session  of  the  Oklahoma 
Legislature  are  under  review  and 
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study  by  the  OSMA  State  Legislative 
Committee.  No  one  can  be  sure  what 
form  any  anticipated  measure  will 
take  until  the  bill  is  written  and  pre- 
filed. Prefiling  of  bills  will  begin  on 
November  19th. 

Certain  legislative  measures  are 
anticipated  by  the  Committee,  either 
because  of  interim  Legislative  Coun- 
cil action  or  due  to  emphasis  by  other 
groups  and/or  state  agencies.  Meas- 
ures under  review  by  the  Commit- 
tee, at  the  request  of  the  State  Health 
Department,  are: 

• State  Health  Department  may 
propose  legislation  to  give  the 
department  regulatory  super- 
vision over  air  pollution  control 
problems  in  Oklahoma; 

• Extend  licensure  laws  to  muni- 
cipalities of  less  than  3,000  popu- 
lation, requiring  examinations 
and  licensure  of  municipal  sew- 
age plant  and  water  plant  oper- 
ators; 

• Enactment  of  legislation  to  per- 
mit health  department  em- 
ployees to  charge  fees  for 
some  visiting  nurse  services  at 
the  county  levels,  where  bed- 
side nursing  care  is  rendered 
and  where  diagnostic  and  coun- 
seling services  in  the  child  guid- 
ance clinics  are  concerned; 

• Enactment  of  legislation  to  auth- 
orize the  State  Health  Depart- 
ment to  close  hazardous  and  un- 
fit nursing  homes  and  rest  home 
facilities,  allowing  adequate  no- 
tice and  time  to  operators  and 
owners  to  make  prescribed  ad- 
justments; 

• Legislative  authority  and  financ- 
ing for  the  microfilming  of  State 
Health  Department  records; 

• Legislation  to  permit  the  State 
Health  Department  to  regulate 
and  license  vending  machines; 

• An  appropriation  of  $3,588,178  to 
operate  the  State  Health  Depart- 
ment for  the  next  biennium; 

• A capital  outlay  of  funds  to  con- 
struct a new  State  Health  De- 
partment building  and  to  expand 
some  existing  facilities.  The  re- 
quest will  amount  to  $2,066,200. 

Medical  Examiners  Act:  In  addi- 


tion to  the  State  Health  Department 
measures,  the  Board  of  Unexplained 
Deaths  will  ask  the  next  legislature 
for  a biennium  appropriation  of  $196,- 
245  to  expand  the  services,  hire  addi- 
tional help  and  finance  the  state  and 
county  medical  examiners  system. 

Moreover,  an  amendment  is  likely 
to  be  introduced  by  the  Board  of 
Unexplained  Deaths  to  permit  pay- 
ment of  travel  expenses  and  expert 
witness  fees  for  pathologists  who  per- 
form post-mortem  examinations  and 
thereafter  serve  as  expert  witnesses 
in  trial  cases.  Another  amendment 
may  be  presented  which  would  pro- 
vide that  a physician  may  legally 
hold  the  office  of  County  Medical 
Examiner  and  collect  fees  for  this 
service  in  addition  to  any  other  elec- 
tive or  appointive  office  he  may  hold. 

Routine  Testing  of  Newborn:  The 
matter  of  routine  testing  for  phenylke- 
tonuria (PKU)  and  other  metabolic 
disorders  in  all  newborn  infants  is 
being  encouraged  by  the  Legislative 
Council’s  Committee  on  Rehabilita- 
tive Services.  Senator  Ralph  Graves 
of  Shawnee,  who  is  chairman  of  the 
Committee,  expresses  a need  for  such 
legislation,  but  he  is  presently  favor- 
ing a statement  of  public  policy 
rather  than  requiring  mandatory  test- 
ing of  all  infants. 

Medical  Practice  Act:  Resolution 
No.  16,  adopted  last  May  by  the 
OSMA  House  of  Delegates,  urges  the 
passage  of  legislation  to  establish 
the  membership  of  the  Board  of 
Medical  Examiners  on  a staggered 
tenure  system,  in  order  to  provide 
the  necessary  continuity  of  experi- 
enced personnel. 

The  Legislative  Council’s  Health 
and  Welfare  Committee  contemplates 
amending  the  Medical  Practice  Act 
by  allowing  the  issuance  of  tempor- 
ary licenses  to  approved  graduates 
of  foreign  medical  schools  for  the 
duration  of  their  resident  training 
in  state  hospitals. 

Mental  Health:  The  OSMA’s  State 
Legislative  Committee  will  have 
plenty  of  latitude  to  evaluate  and 
make  recommendations  on  measures 
related  to  mental  health.  This  is 
made  possible  by  the  OSMA’s  state- 
ment of  policy  on  mental  health  and 
illness  referred  to  as  “New  Action 


For  Mental  Health  in  Oklahoma,’’ 
which  was  adopted  by  the  House  of 
Delegates  last  May. 

The  Legislative  Council’s  Health 
and  Welfare  Committee  apparently 
plans  to  introduce  an  amendment 
which  would  authorize  admission  of 
alcoholics  to  mental  institutions  for 
care  and  treatment.  This  recommen- 
dation is  a result  of  Resolution  No. 
25  adopted  by  the  OSMA  House  of 
Delegates  last  May,  calling  for  simi- 
lar action. 

Workmen’s  Compensation:  It  is 

probable  that  several  bills  related 
to  the  Workmen’s  Compensation  Laws 
will  be  introduced  in  the  upcoming 
session.  An  OSMA  committee  has 
been  appointed  and  has  previously 
met  with  the  Legislative  Council’s 
Workmen’s  Compensation  Committee, 
discussing  the  problems  arising  under 
the  law.  The  Committee  on  Occupa- 
tional Medicine  was  appointed  by 
OSMA  President,  Harlan  Thomas, 
M.D.,  and  the  Chairman  is  Kieffer 
Davis,  M.D.,  of  Bartlesville. 

In  addition  to  the  specific  proposals 
mentioned  heretofore,  the  OSMA  Leg- 
islative Committee  is  studying  the 
possible  necessity  for  a child  abuse 
law.  If  needed,  the  law  would  likely 
take  the  form  of  conferring  immunity 
to  doctors  of  medicine  and  other  pro- 
fessional personnel  and  institutions 
when  reporting  cases  involving  physi- 
cal abuse  of  children. 

The  association  committee,  more- 
over, has  been  requested  by  repre- 
sentatives of  the  Oklahoma  Physical 
Therapists  to  consider  a proposal  to 
establish  a licensing  or  registration 
board  for  physical  therapists.  The 
suggestion  provides  that  approved 
therapists  must  work  under  the  su- 
pervision of  physicians. 

Doctor  Points  made  this  comment 
with  respect  to  the  reviewing  of 
specific  pieces  of  legislation:  “Where 
OSMA  policy  is  clearly  defined,  the 
committee  will  act  accordingly. 
When  we  review  one  or  more  pro- 
posals where  the  policy  is  not  clear, 
such  subject  matter  will  be  referred 
to  the  appropriate  OSMA  committee 
and  then  back  to  either  the  Board 
of  Trustees  or  House  of  Delegates 
for  clarification.”  □ 
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Board  of  Trustees 
Proceedings 

The  Oklahoma  State  Medical  Asso- 
ciation’s Board  of  Trustees  conducted 
a routine  business  meeting  on  October 
25th,  at  OSMA  headquarters,  Okla- 
homa City. 

In  announcing  the  purpose  of  the 
called  meeting,  President  Harlan 
Thomas,  M.D.,  said  he  planned  to 
hold  regular  meetings  of  the  Board 
throughout  the  year  in  order  to  keep 
the  policy-making  body  abreast  of 
association  projects  and  problems. 

Family  Planning 

The  question  of  OSMA  endorsement 
of  family  planning  provoked  more 
discussion  than  any  other  agenda 
item  considered  by  the  Trustees. 
OSMA’s  Maternal  Mortality  Commit- 
tee and  the  Council  on  Public  Health 
submitted  a proposal  for  the  associa- 
tion to  support  a cooperative  program 
between  the  Planned  Parenthood  As- 
sociation and  the  State  Department  of 


Health,  to  institute  birth  control  ac- 
tivities through  the  public  health  faci- 
lities of  the  state. 

According  to  the  proposal,  prob- 
lems of  medical  care  and  public 
health,  as  well  as  social  and  economic 
problems,  are  being  compounded  by 
the  population  explosion.  It  was  rec- 
ommended that  birth  control  tech- 
niques be  viewed  as  within  the  pur- 
view of  preventive  medicine,  and  the 
proposal  also  made  reference  to  a 
variety  of  techniques  acceptable  to 
all  religious  faiths. 

Objectives  were  raised  by  some 
trustees  to  the  question  of  acceptance 
by  all  religious  faiths,  and  there 
were  further  objections  to  classifying 
the  problem  as  a responsibility  of 
public  health  agencies. 

The  proposal  was  tabled  by  a 
vote  of  18  to  3,  on  the  basis  that 
family  planning  counselling  should  re- 
main primarily  a problem  to  be 
worked  out  individually  between  pa- 
tient and  physician. 

Reports  of  Councils 

Another  improtant  item  on  the 


agenda  provided  for  progress  reports 
from  the  association’s  six  council 
chairmen,  who  are  charged  with  ma- 
jor responsibilities  in  supervising 
committee  work  and  in  carrying  out 
the  association’s  overall  program  of 
activities. 

Rex  E.  Kenyon,  M.D.,  Oklahoma 
City,  reported  for  the  Council  on 
Public  Policy.  He  presented  infor- 
mation on  association  activities  re- 
lated to  the  recent  Medicare  battle 
in  Washington,  which  included  send- 
ing three  delegations  to  call  on  Okla- 
homa Representatives  and  Senators. 
Further,  in  this  connection,  he  re- 
viewed the  recent  AMA-OSMA  spon- 
sored public  education  program  on 
existing  “Health  Opportunity  Pro- 
grams for  the  Elderly.” 

Kenyon  also  announced  that  the  an- 
nual County  Society  Officers  Confer- 
ence will  be  conducted  in  January, 
with  the  program  principally  devoted 
to  state  and  federal  legislation,  and 
public  relations. 

Following-up  on  a House  of  Dele- 
gates request  (May,  1964),  Doctor 
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Kenyon’s  council  formulated  rules 
for  selecting  the  annual  recipient  of 
the  A.  H.  Robins’  Community  Service 
Award.  These  rules  are  reported  on 
page  519  of  this  issue  of  the  Journal. 

As  an  adjunct  to  Doctor  Kenyon’s 
report,  Thomas  C.  Points,  M.D., 
Chairman  of  the  Association’s  State 
Legislative  Committee,  advised  trus- 
tees of  anticipated  health  legislation 
expected  when  the  legislature  con- 
venes in  January.  (See  report,  page 
510) 

The  report  of  the  Council  on  Public 
Health  was  presented  by  Chairman 
Hayden  H.  Donahue,  M.D.,  Norman. 
He  told  Trustees  of  his  council’s  role 
in  conducting  the  November  15th-16th 
AMA  Regional  Conference  on  Aging 
in  Oklahoma  City,  and  of  continuing 
activities  in  cooperation  with  the 
Cornell  Automotive  Crash  Injury 
Studly. 

Perhaps  the  most  important  proj- 
ect, according  to  Doctor  Donahue, 
will  be  a February,  1965  statewide 
Congress  on  Mental  Health,  to  be 
organized  and  sponsored  by  his  coun- 
cil. An  effort  will  be  made  to  attract 
at  least  500  participants  from  all 
sectors  of  Oklahoma’s  population. 

The  overall  purpose  of  the  congress 
will  be  to  review  Oklahoma’s  Mental 
Health  Survey  (see  October  Journal) 
in  relationship  to  the  association’s 
broad  mental  health  policy,  “New 
Action  for  Mental  Health,”  and  to 
generally  promote  public  and  legis- 
lative interest  in  improving  the  state’s 
mental  health  program  along  pro- 
fessionally-approved lines. 

Other  activities  of  the  Council  on 
Public  Health,  as  reported  by  Doctor 
Donahue,  include  the  formation  and 
activation  of  a liaison  committee  with 
the  State  Department  of  Health,  to 
conduct  a year-round  program  on 
immunization  education,  and  the  pub- 
lication of  a reference  list,  or  bibliog- 
raphy, of  recommended  reading  on 
the  subject  of  “Smoking  and  Health.” 

R.  R.  Hannas,  Jr.,  M.D.,  Sentinel, 
Chairman  of  the  Council  on  Profes- 
sional Education,  advised  the  Board 
that  eight  regional  postgraduate  edu- 
cation courses  had  been  scheduled 


for  January  through  April,  1965.  Sub- 
jects to  be  covered  are  “The  Blood,” 
“The  Thyroid,”  “The  Ovaries,”  and 
“The  Small  Intestine.” 

Activities  of  the  Council  on  Inter- 
professional Relations  were  reviewed 
briefly  by  Chairman  Orange  M.  Wel- 
born,  M.D.,  Ada.  He  said  preliminary 
discussions  had  been  held  by  the 
committees  on  Osteopathy  and  Phar- 
macy, and  that  the  formulation  of 
long-range  recommendations  for  im- 
proved liaison  were  well  underway. 
Further,  he  reported  that  program 
time  at  the  County  Society  Officers 
Conference  is  being  requested  in  or- 
der to  discuss  mutual  problems  with 
pharmacists. 

The  Council  on  Socio-Economic  Ac- 
tivities was  represented  by  Chairman 
E.  M.  Gullatt,  M.D.,  Ada.  He  review- 
ed current  financial  problems  associ- 
ated with  the  health  care  programs 
operated  by  the  Department  of  Pub- 
lic Welfare,  and  said  certain  recom- 
mended changes  in  the  programs 
would  probably  have  to  wait  until 
the  next  legislature  disposed  of  an 
anticipated  request  for  the  extra 
funds  felt  necessary  to  maintain  the 
present  scope  of  benefits. 

Executive  Secretary  Don  Blair  re- 
ported for  the  Council  on  Insurance. 
He  said  the  relationship  between  the 
association  and  its  approved  profes- 
sional liability  insurance  carrier  had 
improved  markedly  during  recent 
months;  that  the  association  was 
now  being  provided  with  excellent 
progress  reports  from  the  company, 
and  that  better  mutual  understanding 
of  common  objectives  had  been  reach- 
ed. 

Joint  Meeting  with  Blue  Shield 

In  an  unprecedented  move,  the  as- 
sociation’s Board  of  Trustees  accept- 
ed an  invitation  from  the  Blue  Shield 
Board  of  Trustees  to  meet  in  joint 
session.  The  purpose  of  the  meeting 
will  be  to  discuss  medical  economic 
conditions  which  need  the  attention 
of  both  organizations,  and  to  under- 
take negotiations  designed  to  promote 
an  even  better  relationship  between 
organized  medicine  and  Blue  Shield, 


with  the  ultimate  objective  of  pro- 
viding better  prepayment  programs 
for  all  Oklahomans. 

The  date  has  not  been  set  for  the 
joint  meeting  at  this  writing,  but  it 
is  expected  to  be  held  in  Oklahoma 
City  during  the  month  of  January. 

Other  Actions 

The  Board  of  Trustees  also: 

• Heard  a financial  report,  pre- 
sented by  Treasurer  Bob  J. 
Rutledge,  M.D.,  Oklahoma  City, 
which  revealed  the  solvency  of 
the  association  with  respect  to 
the  budget  for  the  first  five 
months  of  the  fiscal  year. 

• Received  a progress  report  from 
the  Executive  Secretary  on  build- 
ing maintenance  and  improve- 
ment projects  authorized  by  the 
Trustees  at  the  July  26th  meet- 
ing. 

• Approved  a job  classification  and 
salary  schedule  for  staff  em- 
ployees, prepared  at  the  Board’s 
request  by  the  Executive  Sec- 
retary. 

• Nominated  R.  M.  Wadsworth, 
M.D.,  R.  R.  Hannas,  Jr.,  M.D., 
and  Charles  E.  Delhotal,  M.D., 
as  candidates  for  a single  ap- 
pointment to  the  Crippled  Chil- 
dren’s Advisory  Committee  to 
the  Department  of  Public  Wel- 
fare. 

• Received  a progress  report  from 
the  Oklahoma  Medical  Political 
Action  Committee  regarding  or- 
ganizational and  educational  ac- 
tivities. 

• Authorized  Charles  L.  Johnson, 
M.D.,  Bartlesville,  to  represent 
the  association  before  the  Ec- 
onomic Security  Committee  of 
the  U.S.  Chamber  of  Commerce 
on  December  11th,  1964,  to  testify 
against  the  chamber’s  policy 
favoring  compulsory  coverage  of 
physicians  under  Social  Security. 

The  next  meeting  of  the  Board  of 
Trustees  is  tentatively  scheduled  for 
January,  1965.  □ 
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OSMA  Honors  Five  Tulsa  Physicians 


Harlan  Thomas,  M.D.,  President  of 
the  Oklahoma  State  Medical  Associ- 
ation (left)  is  seen  as  he  presents  a 
50-Year-Pin  from  the  OSMA  to  James 
C.  Brogden,  M.D.,  and  James  C. 
Peden,  M.D.,  and  Life  Membership 
Certificates  to  M.  V.  Stanley,  M.D., 
Robert  M.  Shepard,  Sr.,  M.D.,  and 
Karl  F.  Swanson,  M.D.,  (from  left  to 
right),  all  Tulsa  physicians. 

The  presentation  was  made  at  the 
October  12th  meeting  of  the  Tulsa 
County  Medical  Society.  Doctor 
Peden  graduated  from  the  University 
of  Pennsylvania  School  of  Medicine 
in  1914,  and  Doctor  Brogden  from 
the  University  of  Maryland  School  of 
Medicine  in  1914.  Both  entered  prac- 
tice in  Tulsa  in  1921,  and  both  are 


former  Presidents  of  the  Tulsa  Coun- 
ty Medical  Society.  Both  Doctor 
Peden  and  Doctor  Brogden  are  still 
in  active  practice. 

Doctor  Stanley  and  Doctor  Shepard 
are  still  in  active  practice,  and  Doc- 
tor Swanson  retired  earlier  this  year. 

A third  Tulsa  physician,  Doctor 
Delbert  0.  Smith  was  unable  to  at- 
tend and  a 50- Year-Pin  was  sent  to 
him.  He  graduated  from  the  Uni- 
versity of  Kansas  in  1913  and  has 
been  in  retirement  for  several  years. 

Two  other  doctors  who  were  un- 
able to  attend  and  receive  Life  Mem- 
bership Certificates  were  H.  Boyd 
Stewart,  M.D.,  and  James  0.  Lowe, 
M.D.  □ 


Kirkman  Named 
Professor  of  Biochemistry 

Henry  Neil  Kirkman,  M.D.,  profes- 
sor of  biochemistry  and  associate 
professor  of  pediatrics,  is  serving  as 
chairman  of  the  Department  of  Bio- 
chemistry at  the  University  of  Okla- 
homa Medical  Center  until  a per- 
manent replacement  for  Marvin  R. 
Shetlar,  Ph.D.,  can  be  secured. 

Doctor  Shetlar  quit  the  chairman- 


ship and  took  a leave  of  absence  as 
research  professor  to  go  to  Indonesia 
as  a visiting  professor  at  Airlangga 
Medical  School,  Surabaja. 

A 1952  Johns  Hopkins  medical  grad- 
uate, Doctor  Kirkman  came  here  in 
1959  from  the  National  Institute  of 
Arthritis  and  Metabolic  Diseases. 

He  is  a Markle  Scholar  and  a 1963 
National  Institutes  of  Health  research 
career  development  award  winner, 
the  latter  based  on  his  investigations 
of  hereditary  enzymic  defects.  □ 


NOW  ENROLLING 
FOR  SUMMER 


Boys 


KAMP 


39TH  YEAR 

• Coaching,  competing,  and  con- 
ditioning in  all  sports. 

• White,  Buffalo  and  Current  River 
canoe  trips. 

• Swimming,  diving,  water  skiing, 
Scuba  diving. 

• Riflery,  archery  and  fishing. 


IN  THE  HEART  OF  THE 
OZARKS 

ON  LAKE  TANEYCOMO 
BRANSON,  MISSOURI 


for 


Girls 


KAMP 


7TH  YEAR 

• Instruction  and  play  in  land 
sports. 

• River  and  lake  canoe  trips. 

• Art,  dance,  and  crafts. 

• Swimming  and  water  skiing. 

• Riflery  and  archery. 

• Drama,  Poise  and  Charm. 

TWO  FIVE  WEEK  TERMS 
Ages:  8 thru  16 

Write  for  catalog,  movie  dates,  and 
list  of  Oklahoma  Patrons: 

Winter  Address 
C.  G.  "SPIKE"  WHITE 
702  Thomas  Lane 
College  Station,  Texas 
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Do  You  Treat  Just  Half  of  a Patient? 


Of  course  not! 

You  are  interested  in  the  health  of  the  whole 
patient. 

And  Oklahoma’s  Rural  Electric  Cooperatives 
don’t  benefit  just  part  of  Oklahoma,  either. 
They  benefit  all  Oklahomans  through  direct 
electrical  service  to  rural  areas. 

And  that’s  just  part  of  the  picture: 

Low-cost  electricity  furnished  by  the  REC  to 
rural  Oklahoma  enables  the  state’s  food  and 
fiber  producers  to  work  more  efficiently  and  to 
provide  all  Oklahomans  with  more  and  better 
food  and  clothing  at  lower  prices. 

REC  electricity  also  means  heat,  light,  refrig- 
eration and  plumbing  for  all  Oklahomans  to 
enjoy  when  they  visit  scenic  rural  recreation 
areas. 


REC  power  serves  remote  microwave  relay 
stations  that  provide  improved  long-distance 
telephone  service  and  help  all  Oklahomans  to 
be  educated  and  entertained  by  television. 

REC  light  and  power  serve  many  consolidated 
schools  and  rural  churches,  as  well  as  numer- 
ous small  businesses  located  far  from  other 
power  sources  — such  as  service  stations  and 
roadside  restaurants— that  contribute  so  much 
to  the  comfort  and  well-being  of  all  Oklahomans. 

By  bringing  modern  conveniences  to  rural 
Oklahoma,  the  REC’s  provide  more  safeguards 
for  the  health  of  all  Oklahomans. 

So  you  see,  Oklahoma's  Rural  Electric  Co- 
operatives don’t  benefit  just  rural  Oklahoma 
any  more  than  you  treat  just  half  of  a patient. 

Oklahoma  REC's  benefit  all  Oklahomans. 


One  of  Oklahoma’s  Great  Tax-Paying,  Free  Enterprise  Businesses  . . . 


OKLAHOMA  RURAL  ELECTRIC  COOPERATIVES 
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Dennis,  Points  Honored 
By  Central  State  College 

Two  Oklahoma  City  physicians, 
members  of  the  staff  of  the  Univer- 
sity of  Oklahoma  Medical  Center,  re- 
ceived the  Central  State  College  Dis- 
tinguished Former  Student  Award 
during  Homecoming  activities  Octo- 
ber 17th. 

James  L.  Dennis,  M.D.,  dean  and 
director  of  the  OU  Medical  Center, 
and  Thomas  C.  Points,  M.D.,  associ- 
ate clinical  professor  of  gynecology 
and  obstetrics  at  the  school,  were 


JAMES  L.  DENNIS,  M.D. 


chosen  by  the  Central  State  Alumni 
Association  to  receive  the  awards. 

Doctor  Ann  Coyner,  executive  sec- 
retary of  the  association,  said  the 
men  were  selected  on  the  basis  of 
their  contributions  to  the  field  of 
medicine  and  their  contribution  to 
Central  State. 

Doctor  Dennis  took  over  his  new 
administrative  duties  at  the  OU 
Medical  Center  September  1st  after 
serving  as  associate  dean  of  the 
University  of  Arkansas  medical 
school. 

A pre-medicine  student  at  Central 
from  1932-36,  Dean  Dennis  received 
Bachelor  of  Science  and  Doctor  of 
Medicine  degrees  from  the  University 
of  Oklahoma.  He  served  as  president 


of  his  class  in  1940  when  he  graduated 
from  the  OU  medical  school. 

An  intern  in  Alameda  County, 
California,  the  dean  did  his  resident 
work  in  pediatrics  at  the  University 
of  Texas  Medical  Branch  in  Gal- 
veston. 

After  time  out  for  service  as  Navy 
lieutenant  in  the  South  Pacific,  Doctor 
Dennis  went  to  the  University  of 
Arkansas  medical  center  in  1962 
where  he  was  associate  dean  in 
charge  of  clinical  affairs  and  pro- 
fessor of  pediatrics. 

Among  the  honors  Doctor  Dennis 
has  received  are  the  John  Rogers 
Scholarship  Award  from  the  0 U 
School  of  Medicine;  the  Toga  Honor- 
ary Professional  Society  from  OU  and 
the  Mu  Delta  (honorary  medical 
service  society)  award  from  Texas 
University  for  “outstanding  contribu- 
tion to  student  teaching  and  welfare.” 

Born  in  Wyandotte,  Oklahoma,  Doc- 
tor Points  earned  his  BS,  MD,  MS, 
and  PhD  degrees  from  the  University 
of  Oklahoma.  He  attended  Central 


THOMAS  C.  POINTS,  M.D. 


from  1934-37  and  is  again  closely 
associated  with  the  school  due  to 
his  office  as  a member  of  the  Board 
of  Regents  for  Oklahoma  Colleges. 

Besides  serving  on  the  active  staff 
at  the  University  Hospital,  St.  An- 
thony Hospital  and  Presbyterian  Hos- 
pital in  Oklahoma  City,  Doctor  Points 
works  as  associate  clinical  professor 


of  gynecology  and  obstetrics,  and 
assistant  professor  of  preventive 
medicine  at  the  OU  School  of  Medi- 
cine. 

He  is  a member  of  the  staff  liaison 
committee  at  St.  Anthony’s,  a mem- 
ber of  St.  Anthony  Hospital  Medical 
Research  Committee,  and  chairman 
of  St.  Anthony’s  Perinatal  Mortality 
Committee.  He  was  vice-chairman 
of  the  Department  of  Obstetrics  and 
Gynecology  at  Wesley  Hospital  and 
serves  as  a member  of  the  Intern 
Resident  Committee  at  the  Presby- 
terian Hospital. 

A member  of  the  American  Medi- 
cal Association’s  Committee  on  Ma- 
ternal and  Child  Health,  Doctor 
Points  does  duty  as  physician  to  the 
Oklahoma  City  Fire  Department  and, 
as  such,  is  an  official  member  of  the 
Board  of  Chief  Officers  of  the  Okla- 
homa City  Fire  Department. 

On  the  board  of  directors  for  the 
Foundation  for  Medical  Research- 
Perinatal  study  in  Philadelphia, 
Points  also  works  as  a member  of 
the  Maturity  and  Newborn  Advisory 
Committee  of  the  Children’s  Com- 
mittee of  the  Department  of  Health, 
Education  and  Welfare. 

He  is  an  OSMA  Alternate  Delegate 
to  the  AM  A,  and  is  chairman  of  the 
association’s  State  Legislative  Com- 
mittee. □ 

DEATH 

GEORGE  A.  DeTAR,  M.D. 

1874-1964 

George  A.  DeTar,  M.D.,  an  Ottawa 
county  physician  for  more  than  half 
a century,  died  October  14th,  1964,  in 
Joplin,  Missouri.  He  had  maintained 
his  medical  practice  in  Miami,  Okla- 
homa, until  two  and  a half  months 
ago. 

A native  of  Albia,  Iowa,  Doctor 
DeTar  graduated  from  Barnes  Med- 
ical College,  St.  Louis,  in  1907.  His 
practice  was  established  in  Narcissa, 
Indian  Territory,  and  four  years  later 
he  moved  to  Miami. 

For  his  outstanding  service  to  hu- 
manity, the  89-year-old  doctor  was 
presented  an  Honorary-Life  Member- 
ship by  the  Oklahoma  State  Medical 
Association.  □ 
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Indoctrination  Dinner  Held  by  Tulsa  County  Medical  Society 


Sixteen  new  members  of  the  Tulsa 
County  Medical  Society,  admitted 
during  the  past  twelve  months,  are 
seen  above  at  the  society’s  annual 
indoctrination  dinner  for  new  mem- 
bers at  the  Mayo  Hotel,  Tulsa,  on 
Monday,  October  12th. 

From  left  to  right:  (front  row) 
Harold  W.  Calhoon,  M.D.,  urology; 
Timothy  H.  Dennehy,  M.D.,  obstetrics 
and  gynecology;  Robert  T.  Rounsa- 
ville,  M.D.,  orthopedic  surgery;  W. 
Pat  Fite,  Sr.,  M.D.,  surgery;  Daniel 
E.  Christman,  M.D.,  anesthesiology; 
Hal  G.  Bingham,  M.D.,  plastic  sur- 
gery; and  Philip  D.  Diggdon,  M.D., 
urology. 

From  left  to  right:  (standing) 

David  0.  Merifield,  M.D.,  otolaryn- 
gology; Hugh  C.  Graham,  Jr.,  M.D., 
pediatrics;  Stephen  J.  Adelson,  M.D., 
pediatrics;  Gene  H.  Harrison,  M.D., 
general  practice;  William  G.  Mays, 
M.D.,  industrial  medicine;  George  H. 
Ishler,  M.D.,  pathology;  Robert  G. 
Smith,  M.D.,  general  practice;  Al- 
bert L.  Shirkey,  M.D.,  surgery;  and 


Daniel  J.  Alexander,  M.D.,  general 
practice. 

Doctor  Fite,  a veteran  surgeon, 
continues  to  practice  at  Muskogee 
with  offices  also  in  Tulsa. 

Not  present  when  the  picture  was 
made  were  James  N.  Lysaught, 
M.D.,  pediatrics,  and  John  R.  Owen, 
M.D.,  radiology. 

A special  program  at  the  annual 
indoctrination  dinner  featured  the 
following  guest  speakers:  Rex  E. 
Kenyon,  M.D.,  Oklahoma  City,  Presi- 
dent-elect of  the  Oklahoma  State 
Medical  Association,  speaking  on 
“Medical  Ethics”;  Mr.  John  R.  Rich- 
ards and  Mr.  E.  Lee  Grigg,  attor- 
neys-at-law, speaking  on  “Problems 
of  Malpractice”;  Mr.  Pat  Hayes,  cer- 
tified public  accountant,  speaking  on 
“Office  Accounting”;  and  Mr.  Jack 
Spears,  Executive  Secretary  of  the 
Tulsa  County  Medical  Society,  speak- 
ing on  “Medical  Society  Services.” 
William  F.  Thomas,  Jr.,  M.D.,  Chair- 
man of  the  Medical  Precepts  Com- 
mittee, presided.  About  110  persons 
attended.  □ 


Medical  Center  Names 
First  Professor  of 
Child  Psychiatry 

The  University  of  Oklahoma  Med- 
ical Center’s  first  professor  of  child 
psychiatry  has  assumed  his  duties. 

He  is  Marshall  D.  Schechter,  M.D., 
who  came  from  Los  Angeles  where 
he  had  been  in  private  practice  of 
psychiatry  and  psychoanalysis  since 
1949. 

Doctor  Schechter  was  an  associate 
clinical  professor  at  the  University 
of  California  Los  Angeles  School  of 
Medicine.  A graduate  of  the  Uni- 
versity of  Cincinnati  College  of  Med- 
icine, he  took  residency  training  at 
Barnes  Hospital,  St.  Louis,  and  the 
Los  Angeles  VA  Center.  He  also 
holds  the  position  of  consultant  pro- 
fessor of  pediatrics. 

He  has  received  a research  grant 
for  $125,000  from  the  Foundation  for 
Psychiatry  to  make  a study  of  men- 
tally ill  children  as  compared  with 
normal  youngsters.  □ 
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Areawide  Planning 
Subject  of 
Florida  Conference 

Health  facilities  planning  and  its 
effects  on  hospital  care  costs  will 
be  among  the  topics  to  be  discussed 
at  the  First  National  Conference  on 
Areawide  Health  Facilities  Planning 
in  Bal  Harbour,  Florida,  November 
28th-29th. 

The  day  and  one-half  meeting  spon- 
sored by  the  American  Medical  As- 
sociation’s Council  on  Medical  Serv- 
ice, will  be  held  at  the  Americana 
Hotel  immediately  preceding  AMA’s 
18th  clinical  convention. 

Representatives  of  the  Oklahoma 
State  Medical  Association  will  at- 
tend the  conference.  The  OSMA  fa- 
vors voluntary  planning  programs, 
provided  the  association  is  granted 
equal  representation  with  other  groups 
on  any  advisory  boards. 

Saturday’s  opening  session  will  be 
devoted  to  a discussion  of  planning 
and  rising  hospital  costs  from  the 
viewpoint  of  medicine,  hospitals,  gov- 
ernment, planning  agencies,  prepay- 
ment groups,  insurance,  and  the  con- 
sumer. 

Participants  include: 

— J.  Everett  McClenahan,  M.D., 
Pittsburgh,  immediate  past  president, 
Allegheny  County  Medical  Society. 

— Philip  D.  Bonnet,  M.D.,  Boston, 
administrator,  Massachusetts  Memo- 
rial Hospital. 

— Harald  M.  Graning,  M.D.,  Wash- 
ington, D.C.,  assistant  surgeon  gen- 
eral, chief,  Division  of  Hospital  and 
Medical  Facilities,  U.S.  Public  Health 
Service. 

—Samuel  S.  Long,  Toledo,  Ohio, 
executive  secretary,  Hospital  Plan- 
ning Association  of  Greater  Toledo. 

—James  M.  Ensign,  Chicago,  di- 
rector, Professional  Relations,  Blue 
Cross  Association. 

— Walter  M.  Foody,  Chicago,  vice 
president,  Continental  Casualty  Com- 
pany. 

—Nathan  J.  Stark,  Kansas  City, 
Mo.,  director  of  manufacturing,  Hall- 
mark Cards,  Inc. 

Panel  moderator  will  be  George 
Bugbee,  Chicago,  director,  Graduate 


Program  in  Hospital  Administration, 
University  of  Chicago. 

A contrast  in  regional  planning  be- 
tween New  York  and  California  will 
be  discussed  at  Saturday  afternoon’s 
session. 

Presenting  the  New  York  view  will 
be  Norman  S.  Moore,  M.D.,  Ithaca, 
chairman,  Hospital  Review  and  Plan- 
ning Council  of  New  York;  Jack  C. 
Haldeman,  M.D.,  New  York,  presi- 
dent, Regional  Planning  Council  of 
Southern  New  York;  Francis  W. 
O’Donnell,  Buffalo,  president,  Medical 
Society  of  the  County  of  Erie.  War- 
ing Willis,  M.D.,  Bronxville,  presi- 
dent-elect, Medical  Society  of  the 
State  of  New  York,  will  serve  as 
panel  moderator. 

Regional  planning  in  California  will 
be  discussed  by  Malcolm  H.  Merrill, 
M.D.,  Berkeley,  director,  California 
State  Department  of  Public  Health; 
Martin  A.  Paley,  San  Francisco,  exe- 
cutive director,  Bay  Area  Health 
Facilities  Planning  Association;  Ed- 
ward H.  Crane,  Jr.,  M.D.,  past  presi- 
dent, Los  Angeles  County  Medical 


Society  and  a member  of  the  South- 
ern California  Planning  Committee. 
Panel  moderator  will  be  John  M. 
Rumsey,  M.D.,  San  Diego,  chairman 
AMA’s  Committee  on  Medical  Facil- 
ities. 

Saturday’s  concluding  speaker  will 
be  Robert  B.  Throckmorton,  L.L.M., 
AMA’s  general  counsel  who  will  dis- 
cuss health  facilities  planning  legis- 
lation. 

Sunday’s  session  will  be  devoted  to 
the  concept  of  the  community  as 
the  center  of  planning  with  a dis- 
cussion of  the  areawide  planning  pro- 
cess, measurement  of  need,  and  com- 
munity self-determination. 

Speakers  will  include: 

— Robert  M.  Sigmond,  Pittsburgh, 
executive  director,  Allegheny  Hos- 
pital Planning  Association. 

—Edward  A.  Lentz,  Columbus,  Ohio, 
assistant  executive  director,  Colum- 
bus Hospital  Federation. 

—Dean  W.  Roberts,  M.D.,  Bethes- 
da,  Maryland,  executive  director, 
National  Commission  on  Community 
Health  Services.  □ 


D.  W.  Humphreys,  M.D.,  Honored 


In  an  August  5th  meeting  of  the  Payne-Pawnee  County  Medical  Society, 
D.  W.  Humphreys,  M.D.,  Cushing  physician,  was  presented  an  Oklahoma 
State  Medical  Association  50-Year-Pin  in  recognition  of  his  loyalty  to  his 
profession.  Presentation  of  the  pin  was  made  by  W.  N.  Davidson,  M.D.. 
President  of  the  county  society. 

Pictured  at  the  meeting  held  in  the  Cushing  Country  Club  are  left  to 
right  (front  row):  James  D.  Martin,  M.D.,  George  Gathers,  M.D.,  Doctor 
Humphreys,  Doctor  Davidson,  C.  W.  Moore,  M.D.,  and  J.  W.  Martin,  M.D. 
Shown  in  the  back  row  (left  to  right):  E.  0.  Martin,  M.D.,  Powell  Fry. 
M.D.,  G.  R.  Smith,  M.D.,  W.  0.  Davis,  M.D.,  0.  W.  Starr.  M.D.,  C.  M. 
Bassett,  M.D.,  and  E.  M.  Thorp,  M.D. 
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OSMA  Community 
Service  Award 

Beginning  with  the  1965  annual 
meeting,  an  Oklahoma  physician  will 
be  presented  with  a Community 
Service  Award  each  year  at  cere- 
monies to  be  incorporated  into  the 
Inaugural  Banquet. 

Rules  governing  the  new  award 
were  approved  by  the  OSMA  Board 
of  Trustees  at  its  October  25th  meet- 
ing in  Oklahoma  City.  At  the  request 
of  the  association’s  House  of  Dele- 
gates last  May,  Doctor  Rex  Kenyon’s 
Council  on  Public  Policy  was  in- 
structed to  draft  rules  for  partici- 
pating in  the  community  service 
project  which  is  sponsored  nationally 
by  the  A.  H.  Robins  Company,  Inc. 

Robin’s  role  in  the  activity  will  be 
to  supply  a handsome  plaque  for 
presentation  to  the  physician  select- 
ed by  the  association  for  his  out- 
standing contributions  in  civic,  cul- 
tural or  general  economic  areas. 
The  drug  company  will  take  no  part 
in  the  selection,  and  the  plaque  will 
contain  no  reference  to  the  firm. 

According  to  Richard  A.  Velz,  Di- 
rector of  Public  and  Trade  Relations 
for  Robins,  the  purpose  of  the  pro- 
gram is  “to  build  the  community 
service  image  of  the  physician  on  a 
national  basis.” 

With  Oklahoma  joining  in  the  pro- 
gram, the  award  is  now  presented 
by  the  medical  societies  of  twenty 
states,  as  well  as  Mexico,  Puerto 
Rico,  and  the  Canal  Zone. 

A recent  well-known  recipient  of 
the  award  was  Edward  R.  Annis, 
M.D.,  Past-President  of  the  Ameri- 
can Medical  Association,  who  was 
accorded  the  honor  by  the  Florida 
Medical  Association. 

Rules  Outlined 

The  rules  of  participation,  as  pre- 
sented by  Doctor  Kenyon  to  the 
Board  of  Trustees,  are  as  follows: 

1.  The  awardee  must  be  an  active 
member  of  his  component  society. 

2.  The  service  should  have  been 
performed  voluntarily  and  should 
have  benefitted  the  local  or  state 


community  in  a civic,  cultural  or 
general  economic  sense. 

3.  The  service  recognized  must 
be  entirely  separate  from  purely 
professional  achievement  in  research 
and  scientific  endeavor. 

4.  The  service  need  not  have  been 
a single  achievement. 

5.  The  nominee  for  the  award 
must  be  chosen  by  his  component 
society. 

6.  On  or  before  January  1st  of 
each  year,  the  Executive  Secretary 
of  the  Oklahoma  State  Medical  As- 
sociation will  notify  the  President 
of  each  component  society  to  the  ef- 
fect that  nominations  will  be  re- 
ceived for  the  award. 

7.  Nominations  must  be  received 
in  the  office  of  the  OSMA  not  later 
than  March  1st,  of  each  year,  in  or- 
der to  allow  sufficient  time  for  se- 
lection, engraving  of  the  plaque,  and 
notification  of  interested  persons. 


8.  The  President  and  immediate 
Past-President  of  the  OSMA,  with 
the  Executive  Secretary,  and  two 
members  of  the  Council  on  Public 
Policy,  will  serve  as  the  selection 
committee. 

9.  The  award  will  be  presented 
at  the  banquet  held  in  conjunction 
with  the  Annual  Meeting  of  the  Okla- 
homa State  Medical  Association. 

At  the  present  time,  the  Executive 
Secretary  is  preparing  an  instruc- 
tional packet  to  be  mailed  immedi- 
ately to  county  medical  society 
presidents.  It  is  hoped  that  all 
county  societies  will  participate.  □ 


Tucker  Named 
AOA  President 

Richard  Paul  Tucker,  Tulsa,  this 
fall  was  named  president  of  Alpha 
Omega  Alpha  honor  medical  society 
at  the  University  of  Oklahoma  School 
of  Medicine. 

He  was  one  of  four  fourth-year  stu- 
dents elected  to  membership  this 
year.  Others  are  Thomas  Russell, 
Meeker,  first  vice  president;  Michael 
Barkett,  Oklahoma  City,  second  vice- 
president,  and  Stanley  Skaer,  Au- 
gusta, Kansas. 

AOA’s  fall  lecture  November  3rd 
was  presented  by  Victor  A.  McKus- 
ick,  M.D.,  professor  of  medicine  and 
chief  of  the  Division  of  Medical  Ge- 
netics at  Johns  Hopkins  University 
School  of  Medicine,  Baltimore,  Mary- 
land. □ 

Medical  Center  Names 
New  Pathology  Professor 

George  Justice  Race,  M.D.,  Dal- 
las, has  been  appointed  professor 
and  chairman  of  the  Department  of 
Pathology  at  the  University  of  Okla- 
homa Medical  Center,  effective  Jan- 
uary 1st. 

Doctor  Race  is  clinical  professor 
of  pathology  at  Southwestern  Medical 
College  and  pathologist-in-chief  at 
Baylor  University  Medical  Center. 

He  will  replace  William  E.  Jaques, 
M.D.,  professor  of  pathology,  who 
quit  the  chairmanship  July  1st  and 
plans  to  resign  from  the  faculty  next 
July. 

The  new  chairman,  a 1947  gradu- 
ate of  Southwestern,  took  a pathology 
internship  at  Duke  University  Hos- 
pitals and  a surgical  internship  at 
Boston  City  Hospital.  After  Air  Force 
duty  in  Korea,  he  returned  to  Duke 
in  1951  for  two  years  of  residency 
training  in  pathology. 

He  taught  at  Duke  and  Harvard 
before  joining  the  Southwestern  fac- 
ulty in  1955.  He  is  also  professor  of 
microbiology  at  the  Baylor  Univer- 
sity Graduate  and  Dental  Schools.  □ 
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Alumni  Association  Honors  Dean  Dennis 


Welcome  for  the  new  Dean  and  Director  of  the  University  of  Oklahoma  School  of  Medicine  and  Center,  James 
L.  Dennis,  M.D.,  Sunday,  October  25th  in  Oklahoma  City  at  a banquet  sponsored  by  the  Medical  Alumni  as  the 
main  event  of  its  annual  meeting.  Doctor  graduates  of  O.U.  and  those  of  the  nation’s  other  medical  schools  (now 
practicing  in  Oklahoma)  were  about  evenly  divided  among  those  attending. 


Johnson  Predicts  Medicare  Approval 


The  Johnson  Administration  has 
placed  so-called  medicare  at  the  top 
of  its  legislative  program  for  1965. 

In  a policy  paper  issued  a few  days 
before  the  national  elections,  Presi- 
dent Johnson  said: 

“First  we  must  provide  adequate 
hospital  and  nursing  home  care  for 
our  senior  citizens  by  a sound  pro- 
gram financed  through  contributory 
social  insurance.  I pledge  that  the 
legislation  to  accomplish  this  will 
head  my  program  next  year.” 

Administration  forces  in  Congress 
expressed  confidence  that  most  of 
Johnson’s  legislative  program  would 
be  approved  next  year  in  light  of 
the  Democratc  victory  in  the  elec- 
tions. Democrats  gained  a net  of  37 
seats  in  the  House.  However,  Medi- 
care opponents  have  not  conceded 
that  the  Administration  can  obtain 
an  affirmative  vote  from  the  House 
of  Representatives. 

The  Administration  was  reported 
to  be  considering  a program  that 
would  be  financed  by  a separate  em- 
ployer-employee tax  rather  than  an 
increase  in  the  social  security  tax  as 
called  for  in  legislation  that  died  in 
a House-Senate  conference  commit- 
tee when  Congress  adjourned  in  Oc- 
tober. 


In  reiterating  his  opposition  to  so- 
cial security  financing,  Rep.  Wilbur 
D.  Mills  (D.,  Ark.),  chairman  of  the 
Ways  and  Means  Committee,  said 
just  prior  to  adjournment: 

“I  think  one  of  the  difficulties  that 
has  actually  impeded  the  reaching 
of  a sound  solution  is  the  insistence 
by  the  proponents  of  medical  care 
on  proceeding  toward  a solution 
through  the  existing  OASDI  (Social 
Security)  system  rather  than  in  an 
all-out  effort  to  solve  the  problem 
itself  with  some  flexibility  in  their 
approach.  In  other  words,  there  may 
well  be  within  our  reach  solutions 
to  the  admittedly  difficult  and  in- 
creasing problems  of  medical  care 
for  the  aged  which  lie  outside  of  at- 
taching a Federal  program  to  the 
framework  of  the  OASDI  insurance 
system  . . . 

“I  would  be  hopeful  that  the  basic 
prepayment  concept  might  lead  us 
in  the  direction  of  sound  approaches 
to  this  matter.  There  are  other  prin- 
ciples which  we  can  embody  to  in- 
sure a sound  medical  program  while 
at  the  same  time  preserving  our 
basic  social  security  insurance  sys- 
tem.” 

Other  points  listed  in  Johnson’s 
policy  paper  on  health  were: 

“Second,  we  must  step  up  the 


fight  on  mental  health  and  mental 
retardation. 

“I  intend  to  ask  for  increased  funds 
for  research  centers,  for  special 
teacher  training,  and  for  helping 
coordinated  state  and  local  pro- 
grams. 

“Third,  we  must  expand  our  pro- 
gram to  help  train  the  doctors,  den- 
tists and  technicians  this  nation  des- 
perately needs.  Right  now,  the  sta- 
tistics show  that  we  are  importing 
interns  and  resident  physicians  from 
other  countries  which  can  ill  afford 
to  lose  them. 

“Fourth,  we  must  enlarge  pro- 
grams to  help  disabled  citizens  re- 
habilitate themselves  for  useful  em- 
ployment. 

“Fifth,  we  must  increase  existing 
programs  of  medical  assistance  to 
children  of  low-income  families. 

“Sixth,  we  must  work  to  correct 
the  deficiencies  of  young  men  who 
are  rejected  for  military  service  be- 
cause of  health. 

“Seventh,  we  must  move  ahead  in 
the  effort  to  protect  the  purity  of 
the  water  we  drink  and  the  air  we 
breathe.  Air  pollution,  according  to 
one  estimate,  causes  $11  billion  dam- 
age each  year  to  property  alone. 
No  one  can  measure  the  damage  to 
our  children’s  lungs.”  □ 
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P E PTI  C ULCER 


FUNCTIONAL  HYPE  R M OTI  LITY  • IRRITABLE  COLON 


PRO-BANTHlNE  (propantheline  bromide)  Assures  Authoritative 
Anticholinergic  Control  in  Gastrointestinal  Dysfunctions 


The  clear  and  consistent  therapeutic  benefits 
of  Pro-Banthlne  (propantheline  bromide)  have 
made  it  the  preferred  anticholinergic  for  the 
past  decade. 

During  that  time,  many  compounds  have 
been  developed  and  proposed  as  alternatives. 
In  the  appraisal  of  Roach1  . . few,  if  any,  have 
seemed  to  offer  a distinct  improvement, . . .” 

Early  investigations  showed  that  Pro- 
Banthlne  (propantheline  bromide)  reduces  mo- 
tility and  acid  secretion  and  may  be  used  in  a 
wide  range  of  dosage,  to  bring  prompt,  positive 
anticholinergic  benefits  to  patients  with  peptic 
ulcer,  spastic  colon,  pylorospasm  and  related 
gastrointestinal  dysfunctions. 

Recent  evaluations  sustain  these  earlier 
judgments.  In  a current  authoritative  assess- 
ment based  mainly  on  tire  factors  of  potency, 
superiority  to  atropine,  clinical  experience  and 
physiologic  study,  Steinberg  and  Almy2  select 
as  the  first  two  preferred  anticholinergic  drugs, 
methantheline  [Banthlne]  and  propantheline 
[Pro-Banthlne]. 


The  name  Pro-Banthlne  (propantheline  bro- 
mide) sets  a stamp  of  therapeutic  authority  on 
any  anticholinergic  prescription. 

Side  Effects  and  Precautions— Urinary  hesi- 
tancy, xerostomia,  mydriasis  and,  theoretically, 
a curare-like  action  may  occur.  The  drug  is  con- 
traindicated in  patients  with  glaucoma  or 
severe  cardiac  disease. 

Dosage— The  usual  adult  dosage  is  one  tablet 
of  15  mg.  with  meals  and  two  at  bedtime; 
this  a.mount  may  be  doubled  or  tripled  for  pa- 
tients with  severe  conditions.  Pro-Banthlne 
(brand  of  propantheline  bromide)  is  supplied 
as  tablets  of  15  mg.  and,  for  parenteral  use,  as 
serum-type  ampuls  of  30  mg. 

SEARLE 

Chicago,  Illinois  60680 

Research  in  the  Service  of  Medicine 

1.  Roach,  T.  C.:  Therapy  of  Peptic  Ulcer,  J.  Louisiana  Med.  Soc. 
115:136-139  (April)  1963. 

2.  Steinberg,  H.,  and  Almy,  T.  P.,  Drugs  for  Gastrointestinal  Dis- 
turbances, Chapter  21,  in  Modell,  W.  (editor):  Drugs  of  Choice 
-1964-1965,  St.  Louis,  The  C.  V.  Mosby  Company,  1964, 
p.  343. 
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Miscellaneous  Advertisements 


BIG  SAVINGS  on  “Returned-To- 
New”  and  surplus  equipment.  Re- 
conditioned, refinished,  guaranteed, 
X-Ray,  examining  tables,  autoclaves, 
ultrasonics,  diathermies,  or  tables, 
or  lights,  and  more.  Largest  stock  in 
the  Southwest.  WANTED  : Used 
Equipment.  TeX-RAY  Co.,  3305  Bry- 
an, Dallas.  (Open  to  the  profession 
Wednesdays,  Thursdays,  9-5.  Other 
hours  by  arrangement.) 


PHYSICIAN  needed  to  fill  imme- 
diate vacancy.  Opportunity  to  obtain 
considerable  surgical  experience. 
Compensation  commensurate  with 
experience,  training  and  initiative 
displayed.  Inquiries  held  confiden- 
tial. Contact  Key  0,  The  Journal, 
Oklahoma  State  Medical  Association, 
P.O.  Box  18696,  Oklahoma  City. 


LOCATION  WANTED:  Oklahoma 
graduate,  age  31,  married,  military 
obligation  fulfilled,  general  practice 
experience.  Will  complete  general 
surgery  residency  June  1965.  Desire 
group  or  partnership  practice.  Con- 
tact Key  G,  The  Journal,  Oklahoma 
State  Medical  Association,  P.O.  Box 
18696,  Oklahoma  City. 


GENERAL  practitioners  and  in- 
ternist needed  for  new  medical  cen- 
ter in  fastest  growing  section  of  Al- 
buquerque — 30,000  population/physi- 
cian, at  this  time.  A new  area  with 
good  income,  stable.  Other  physi- 
cians well  established  after  six 
months  practice.  Contact  John  M. 
Casebolt,  M.D.,  9809  Candelaria, 

N.E.,  Albuquerque,  New  Mexico. 


COUNTRY  estate  location  — near 
Edmond,  160  acres  on  paving,  rolling 
but  smooth,  lake,  some  timber  one 
side,  well  fenced,  no  buildings,  area 
increasing  rapidly,  some  minerals. 
Make  nice  country  home.  Call  Ray 
Coyner,  broker,  PL  4-0757  or  PL  4- 
3685,  Edmond. 


GENERAL  physician  needed  for 
institutional  work.  Excellent  work- 
ing conditions  in  new  facility.  Pay 
$1,000  to  $1,240  month,  with  oppor- 
tunity for  future  salary  advancement. 
Forty-hour  week.  Write  Key  J,  The 
Journal,  Oklahoma  State  Medical  As- 
sociation, P.O.  Box  18696,  Oklahoma 
City. 


GENERAL  practitioner  desires  to 
relocate.  O.U.  graduate,  28-years- 
old,  would  consider  any  size  com- 
munity on  small  investment,  salary 
or  percentage-type  basis.  Contact 
Key  S,  The  Journal,  Oklahoma  State 
Medical  Association,  P.O.  Box  18696, 
Oklahoma  City. 


FOR  SALE:  All  professional  of- 
fice equipment  including,  GE  Cardio- 
scribe,  ultra-violet  lamp,  McKesson 
waterless  metabolator,  ophthalmo- 
scope, cystoscope.  Many  small  in- 
struments. Laboratory  equipment 
and  GE  X-Ray  unit  with  complete 
dark  room  accessories.  Contact  A.  S. 
Nuckols,  M.D.,  211  N.  Sixth,  Ponca 
City,  Oklahoma.  Phone  ROgers  5-4330. 


OFFICE  SPACE:  New,  modern 

office  building,  located  at  4700  N.W. 
23rd,  Oklahoma  City,  available  for 
one  or  two  physicians  in  120  days. 
Across  street  from  major  shopping 
center,  ample  off-street  parking. 
Contact  Earl  F.  Malherbe,  Jr.,  4210 
N.W.  39th,  WI  3-3342. 


IDEAL  opening  for  young  doctor 
in  well-established  medical  clinic, 
sharing  reception  room  and  equip- 
ment with  three  other  doctors.  Won- 
derful location  on  North  May  Ave- 
nue, Oklahoma  City.  Contact  Frank 
D.  Thompson,  3115  N.  Pennsylvania, 
Oklahoma  City,  JA  5-5700  or  JA  4- 
9552. 


FOR  SALE:  Riding,  Briggs-Strat- 
ton  lawnmower  with  roller.  Call  Mrs. 
Peter  E.  Russo,  VI  3-4953,  Oklahoma 
City. 


WANTED:  Physician,  one  of  three, 
in  the  industrial  department  of  a 
14-man  mixed  specialty  clinic.  Should 
have  two  years  hospital  training. 
Salary  is  open  and  there  is  a part- 
nership opportunity  available.  Con- 
tact Hays  R.  Yandell,  M.D.,  2020  S. 
Xanthus,  Tulsa,  Oklahoma. 


EXCELLENT  general  practice  op- 
portunity in  Western  Oklahoma.  Part- 
nership. Contact  Key  B,  The  Journal, 
Oklahoma  State  Medical  Association, 
P.O.  Box  18696,  Oklahoma  City. 


RESIDENCIES  AV ARABLE.  Jan- 
uary 1st  and  July  1st,  1965.  Internal 
medicine  three  years,  surgery  four 
years,  general  practice  two  years. 
American  physicians  preferred.  Co- 
operative medical  center  of  five  pri- 
vate hospitals  (1300  beds),  large  out- 
patient center  (50,000  annual  visits), 
and  research  laboratory.  Total  com- 
plement of  40  interns,  30  residents, 
and  seven  Directors  of  Medical  Edu- 
cation. Stipends  and  benefits  are 
equivalent  to  $6400-$8200.  Write  Doc- 
tor W.  R.  Miller,  Medical  Director, 
Saint  Paul  Medical  Center,  279  Rice 
Street,  Saint  Paul,  Minnesota  55102. 


WANTED : General  practitioner 

with  family  to  join  internist  and  gen- 
eral surgeon,  fully  accredited  40-bed 
hospital  and  adjoining  clinic  in 
Southwest.  No  investment  required. 
Salary  open.  Contact  Key  L,  The 
Journal,  Oklahoma  State  Medical 
Association,  P.O.  Box  18696,  Okla- 
homa City. 


xviii 


Oklahoma  State  Medical  Association 


auxiliary 


Although  the  Okmulgee  County  Auxiliary 
Chapter  is  not  very  old  or  large,  it  has  fur- 
nished many  high  officers  for  the  Women’s 
Auxiliary  to  the  Oklahoma  State  Medical  As- 
sociation. From  1901  to  1911,  Mrs.  Wilbur 
G.  Little  from  Okmulgee  was  president  and 
from  1911  to  1912  Mrs.  W.  C.  Mitchner  was 
state  president.  During  those  years  Mrs. 
William  Cott  was  state  treasurer  and  Mrs. 
F.  M.  Morton  was  state  corresponding  sec- 
retary. 

The  Okmulgee  county  group  has  always 
alternated  their  monthly  meetings  between 
Okmulgee  and  Henryetta.  These  towns  are 
fifteen  miles  apart. 

A charter  was  granted  to  the  Okmulgee 
County  Medical  Auxiliary  on  September  21st, 
1955.  There  were  13  charter  members.  From 
the  beginning,  “Doctor’s  Day”  was  observed 
with  personal  cards  of  appreciation  and  red 
carnations  being  sent  to  each  doctor.  Dona- 
tions were  always  sent  to  AMA-ERF  and 
Nurses’  Loan  Fund.  The  Okmulgee  chap- 
ter has  been  able  to  raise  over  five  hundred 
dollars  for  these  two  funds. 

Each  year  the  rural  and  mental  health 
programs  have  been  stressed  by  special  lec- 
tures and  film  parties  have  been  held  for 
mentally  retarded  children  in  the  Enid  school 
and  gifts  are  sent  each  year  to  this  school 
and  also  for  the  patients  at  the  hospital  in 
Vinita. 

The  Community  Service  Committee  has 
worked  each  year  to  see  that  Today’s  Health 
is  placed  in  the  public  libraries  and  the  pub- 
lic schools.  Donations  for  Christmas  baskets 
for  the  needy  have  been  made  every  year. 
This  committee  has  also  supplied  candy  for 
the  Girl  Scouts,  and  sent  a collection  of  books 
to  the  Arizona  Indian  Mission.  The  county 
members  assembled  hundreds  of  campaign 
kits  for  the  Heart  Fund  drive,  and  handled 
the  publicity  for  the  1962  Oral  Polio  Vaccine 
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Drive.  They  also  volunteered  many  hours  of 
work  on  “Vaccination  Sundays.” 

The  Okmulgee  group  is  working  hard  now 
gathering  information  on  medical  legislation 
and  getting  it  before  the  public.  They  also 
work  every  year  on  World  Medical  Relief 
and  have  sent  a total  of  225  pounds  of  med- 
ical supplies  to  this  organization. 

The  Civil  Defense  Committee  has  been 
very  active.  A recent  program  on  nuclear 
warfare  was  presented  by  Doctor  Cleve  Bell- 
er  to  the  county  meeting.  The  chairman  of 
the  safety  committee  has  distributed  300 
pamphlets  on  the  use  of  firearms.  Each  year 
interesting  films  and  fire  prevention  pro- 
grams have  been  given  by  the  local  fire 
chiefs. 

Both  Henryetta  and  Okmulgee  members 
are  interested  in  Health  Career  Recruitment 
and  arranged  transportaion  for  19  high- 
school  students  to  the  Spring  Rally  Day  in 
Oklahoma  City. 

The  final  yearly  meetings  are  Guest  Day 
Luncheons.  These  meetings  promote  a friend- 
ly feeling  for  the  medical  auxiliary  in  the 
community  and  the  programs  are  interesting 
and  worthwhile.  Last  spring,  Doctor  T.  C. 
Alexander  spoke  on  his  life  as  a doctor  for 
twenty-five  years  in  Arabia.  He  displayed 
many  objects  of  art  and  native  costumes 
which  he  had  collected. 

The  1964  membership  of  the  Okmulgee 
chapter  is  14. 

Mrs.  David  Owrey,  Comanche-Cotton 
County  Medical  Auxiliary  historian,  reports 
that  their  chapter  was  organized  in  1949.  At 
this  time  Mrs.  Neil  Woodward,  state  presi- 
dent, Mrs.  Clinton  Gallaher,  state  president- 
elect, and  Mrs.  Joseph  Kelso,  Southern  presi- 
dent, joined  in  making  this  organization 
possible.  Mrs.  Fred  T.  Fox  of  Lawton  was 
the  first  president.  □ 
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ME 

the  last  word 


The  National  Democratic  Platform  contains 
the  following  plank  concerning  health  care: 

“The  health  of  the  people  is  important  to 
the  strength  and  purpose  of  our  country  and 
is  a proper  part  of  our  common  concern. 

“We  hold  firmly  to  the  conviction,  long- 
embraced  by  Democratic  Administrations, 
that  the  advancing  years  of  life  should  bring 
not  fear  and  loneliness,  but  security,  mean- 
ing, and  satisfaction. 

“In  a nation  that  lacks  neither  compassion 
nor  resources,  the  needless  suffering  of  peo- 
ple who  cannot  afford  adequate  medical  care 
is  intolerable. 

“The  Social  Security  program,  initiated 
and  developed  under  the  National  leadership 
of  the  Democratic  Party  and  in  the  face  of 
ceaseless  partisian  opposition,  contributes 
greatly  to  the  strength  of  the  Nation.  We 
must  insure  that  those  who  have  contributed 
to  the  system  shall  share  in  the  steady  in- 
crease in  our  standard  of  living  by  adjust- 
ing benefit  levels. 

“We  will  continue  to  fight  until  we  have 
succeeded  in  including  hospital  care  for  older 
Americans  in  the  Social  Security  program, 
and  have  insured  adequate  assistance  to 
those  elderly  people  suffering  from  mental 
illness  and  mental  retardation. 

“Enhance  the  security  of  older  Americans 
by  encouraging  private  retirement  and  wel- 
fare programs,  offering  opportunities  like 
those  provided  for  the  young  under  the  Eco- 
nomic Opportunities  Act  of  1964,  and  ex- 
panding decent  housing  which  older  citizens 
can  afford. 

“We  will  go  forward  with  research  into 
the  causes  and  cures  of  disease,  accidents, 
mental  illness  and  mental  retardation. 

“We  will  further  expand  our  health  facili- 
ties, especially  medical  schools,  hospitals,  and 
research  laboratories.” 


Medical  care  plans  in  Canada  may  present 
a preview  of  problems  to  come  in  the  U.S.: 
In  Saskatchewan  Province,  the  controversial 
government-run  health  program  inaugurated 
in  1961  has  been  increasing  at  the  rate  of  22 
per  cent  a year.  Family  rates  were  raised 
recently  from  $26  annually  to  $46,  and  these 
direct  taxes  finance  only  one-fourth  of  the 
actual  costs,  the  balance  coming  from  gen- 
eral revenue  taxes.  In  September,  the  Brit- 
ish Columbia  doctors  cut  their  fees  for  old 
folks  and  the  chronically  ill  because  their  own 
doctor-operated  insurance  plan  was  in  the 
red.  They  are  trying  to  stave  off  a govern- 
ment-controlled plan  by  initiating  their  own 
solution  to  the  problem.  In  Alberta  Province, 
the  provincial  government  subsidizes  health 
insurance  premiums  for  insurance  companies, 
but  there  is  talk  of  increasing  the  tax  sub- 
sidy to  expand  the  program.  Recently,  in 
the  Province  of  Quebec,  the  College  of  Phy- 
sicians and  Surgeons  recommended  that  the 
government  provide  a health  insurance  plan 
for  all  persons,  without  consideration  for 
their  health,  wealth,  or  age.  The  medical 
group  said  the  cost  would  be  $5.25  monthly 
for  a single  person  and  $13.25  for  a family. 
No  recommendation  was  made  as  to  whether 
the  government  should  offer  the  program,  or 
simply  subsidize  private  insurance  companies. 
Complicating  the  picture  even  more,  last 
June,  a royal  commission,  working  on  the 
problem  of  medical  care  costs  for  all  of  Can- 
ada, recommended  that  the  federal  govern- 
ment pay  for  all  hospital  bills,  doctor  bills, 
drugs  and  all  dental  and  optical  care  for 
children  up  to  18  years  old. 


MEETINGS 

November  29-December  2 American  Medical 
Association,  Miami  Beach, 
Florida 
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JOURNAL  /editorial 


What's  Happened  to 
Scientific  Papers? 

The  LEAN  and  lank  look  of  The  Journal 
this  month  is  not  the  result  of  an  austerity 
policy  designed  to  compensate  for  the  de- 
sertion of  some  advertisers.  Instead,  our 
colleagues  and  cohorts,  the  men  who  submit 
scientific  papers  for  publication  in  The 
Journal,  have  been  resting  on  their  laurels 
by  the  hundreds  lately.  In  fact,  the  editorial 
committee  has  received  such  a few  precious 
papers  for  consideration  of  publication  that 
we  have  had  to  begin  strict  rationing  in  or- 
der to  maintain  a scientific  section  in  The 
Journal. 

Scientific  papers  do  not  simply  materialize 
on  a typewriter,  they  must  be  written.  Good 
intentions  or  promised  papers  can’t  be  print- 
ed. Of  course  writing  is  no  easy  job;  it  re- 
quires work  but  the  effort  is  justified  be- 
cause the  man  who  writes  the  paper  usually 
learns  as  much  from  preparing  it  as  his 
readers  do.  Nearly  every  doctor  owes  it  to 
himself,  his  patients  and  his  colleagues  to 
write  a paper  occasionally  on  some  area  of 
medicine  that  particularly  interests  him.  A 
good  scientific  paper  does  not  need  to  be 
long  and  ponderous  with  a long  series  of 
cases  accompanied  by  statistical  analyses 
and  exotic  laboratory  data.  Richard  Bright’s 
classic  monograph  on  nephritis,  for  example, 
was  merely  a condensation  of  what  he  had 
learned  through  experience  and  his  five 
senses.  Even  single  case  reports  can  be  ex- 
cellent educational  exercises  for  the  doctor- 
writer  as  well  as  his  readers.  If  even  one 
per  cent  of  the  “interesting  cases”  that  every 
doctor  sees  during  his  practice  were  record- 
ed, the  wealth  of  knowledge  would  be  vastly 
increased. 

Among  the  ranks  of  doctors  in  private 
practice  there  are  occasional  references  to 
the  “ivory  tower  doctors”  which  carries  with 
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it  an  implication  that  such  men,  among  other 
things,  have  time  to  hibernate  in  a secluded 
office  and  dash-off  papers.  There  is  a feeling 
in  certain  quarters  that  men  wffio  have  time 
to  write  papers  don’t  have  time  to  see  pa- 
tients. Yet  these  same  complainers  depend 
on  current  medical  literature  to  keep  them 
abreast  of  the  times. 

Man  can  read  too  much,  they  can  write 
too  much,  or  they  can  practice  too  much.  To 
understand  medical  papers  properly  a man 
should  write  one  of  his  own  occasionally. 
He  may  be  the  epitome  of  eloquence  when 
delivering  a paper  before  his  County  Med- 
ical Society  or  in  discussing  some  problem 
at  a convention  but  he  grows  numb  with 
fright  at  the  thought  of  submitting  his  “ab- 
solute convictions”  for  publication.  A lim- 
ited medical  library  is  no  reason  to  limit 
research  into  a particular  problem,  because 
the  American  Medical  Association  in  Chi- 
cago will  send  reprints  of  all  pertinent  med- 
ical papers  on  request. 

Another  excellent  source  of  copy  for  The 
Journal  should  be  the  countless  local  meet- 
ings during  the  year  where  good  papers  are 
presented.  It  is  a pathetic  waste  of  time  and 
talent  that  more  of  these  are  not  submitted 
to  The  Journal  for  study  by  everyone  as  well 
as  for  review  by  those  who  had  the  good 
fortune  to  hear  them. 

The  doctors  of  Oklahoma  take  a justified 
pride  in  their  state  and  its  medical  associa- 
tion. In  many  ways  The  Journal  should  re- 
flect such  enthusiasm  and  acumen.  Okla- 
homa has  the  medical  talent  and  The  Journal 
should  be  first  choice  among  Oklahoma  doc- 
tors when  submitting  papers  for  considera- 
tion of  publication.  Unless  more  scientific 
papers  become  available  to  The  Journal  it 
cannot  maintain  one  of  its  primary  func- 
tions, namely  that  of  publishing  the  papers 
written  by  its  members  or  delivered  at  vari- 
ous medical  meetings.  The  choice  is  up  to 
you  kind  readers  and,  we  hope,  generous 
writers. — C.  B.  Dawson,  M.D.  □ 
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Most  of  our  holidays 
relate  to  an  emphasis  on 
■some  spiritual  dimension 
of  living.  Thanksgiving 
tells  us  of  man’s  need 
for  gratitude;  Easter  af- 
firm s the  triumph  of 
spirit  over  flesh,  the 
Fourth  of  July  reminds 
us  of  man’s  eternal 
yearning  for  freedom,  and  Christmas  cele- 
brates the  new  life  that  is  available  to  the 
world  through  faith.  Christmas  celebrates 
new  life,  new  faith,  newT  possibilities. 

Every  physician  knows  the  experience  of 
helping  to  bring  new  life  into  the  world.  This 
experience  is  never  old,  never  routine,  and 
never  without  its  deeper  meaning.  Every 
babe  that  arrives  is  a bundle  of  possibilities 
for  good  or  ill.  In  each  one  there  is  a divine 
potential  or  the  possibility  of  just  the  op- 
posite. Every  little  child  is  a piece  of  un- 
classified humanity  and  comes  into  the  world 
with  a chance  either  to  make  a real  contribu- 
tion to  the  world  or  to  become  one  whose 
life  is  a problem  to  society. 

The  children  that  are  born  into  this  world 
do  not  choose  to  come  here.  They  do  not 
create  the  environment  into  which  they  are 
born  and  they  do  not  arrive  with  built-in 
prejudices,  hatreds  and  resentments,  but  un- 


fortunately, these  they  may  learn  as  they 
grow. 

When  Jesus  was  born  in  Bethlehem  of 
Judea  the  world  was  full  of  hatred.  The  iron 
rule  of  a dictator-aggressor  was  fastened  on 
the  land.  Exploitation,  fear  and  callousness 
were  the  order  of  the  day  and  the  common 
life  of  most  everyone  had  reached  a bestial 
level.  But  this  one  man  began  to  change 
everything,  and  in  a few  short  years — not 
quite  thirty-three  to  be  exact — there  were 
folk  who  were  ready  to  have  hope.  They  were 
following  a new  life.  They  had  found  a good 
way.  They  had  discovered  stronger  faith. 
At  the  manger  in  Bethlehem  a life  had  been 
born  that  has  changed  the  lives  of  millions. 

At  Christmas  time  the  thoughtful  person 
will  examine  himself  to  see  whether  his  own 
example  and  influence  is  worthy  of  being 
imitated  and  followed  by  little  children.  At 
this  sacred  season  every  thoughtful  person 
tends  to  reflect  upon  that  for  which  his  own 
life  may  count  and  he  asks  himself  if  he  is 
helping  to  construct  an  environment  and  a 
life  that  can  produce  hope  and  growth  and 
dignity  for  others. 

Christmas  says  new  life  is  possible  and 
it  is  available  to  everyone. 

Season’s  greetings. 
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The  Neuroanatomy 
of  Recent  Memory 


RICHARD  P.  TUCKER,  MS  III 

Recent  memory  loss  is  so  frequent 
that  its  finding  is  almost  synonymous 
with  organic  brain  damage.  However, 
certain  specific  brain  lesions  can 
produce  severe  memory  loss 
ivith  no  other  deficits . 

Man  EXCELS  his  fellow  creatures  on  this 
planet  in  few  ways.  He  runs  poorly,  swims 
only  with  practice,  does  not  fly  at  all  with- 
out help,  and  is  weak  for  his  size.  He  depends 
for  survival  on  an  advanced  central  nervous 
system  and  on  the  tools,  his  hands,  to  carry 
out  his  nervous  system’s  directions.  His 
nervous  system  receives  and  records  infor- 
mation and  then  can  use  this  information  at 
some  later  time.  The  capacity  to  store  and 
recall  information  is  memory.  Memory  has 
been  long  thought  to  be  some  abstract  con- 
cept such  as  personality  or  soul.  While  mem- 
ory was  clearly  a brain  function  it  was  felt 
to  involve  the  entire  brain.  Indeed  it  prob- 
ably does,  but  some  aspects  of  memory  have 

From  the  University  of  Oklahoma  School  of  Medicine,  Okla- 
homa City,  Oklahoma. 

Journal  / December  1964  / Volume  57 


been  demonstrated  to  have  a fairly  specific 
neuroanatomical  substrate.  The  purpose  of 
this  paper  is  to  examine  this  substrate. 

X .THE  CHEMISTRY  OF  MEMORY 

Memory  involves  the  tendency  for  electro- 
chemical conduction  through  neuron  path- 
ways to  be  facilitated  upon  successive  stimu- 
lations. This  occurs  at  all  so-called  levels  in 
the  nervous  system.  The  postural  reflexes 
involved  in  walking  rely  on  a form  of  mem- 
ory although  this  memory  seldom  reaches 
a conscious  level.  In  his  book  on  memory 
Russell  notes  that  Eccles  demonstrated  an 
increase  in  the  size  of  synaptic  knobs  after 
successive  stimulations.1  The  actual  bio- 
chemical substrate  for  recording  informa- 
tion has  been  proposed  by  some  to  be  ribo- 
nucleic acid  or  RNA.  McConnell  at  the  Uni- 
versity of  Michigan  discovered  that  planaria 
•who  had  eaten  ground  fellow  planaria 
already  conditioned  to  a stimulus,  could  be 
more  readily  taught  to  respond  to  that  stim- 
ulus. This  was  thought  due  to  RNA.2  The 
RNA  molecule  is  capable  of  storing  1015  bits 
of  information.3  In  1961  Holger  Hyden  de- 
scribed how  he  was  able  to  dissect  out  single 
nerve  cells  under  a microscope  with  a steel 
instrument  and  dissect  off  neighboring  glial 
cells.  He  analyzed  the  RNA  content  of  the 
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nerve  cells  with  ultraviolet  spectrophotom- 
etry. He  showed  that  neurons  contain  more 
RNA  than  other  body  cells  and  that  this 
RNA  content  could  be  increased  in  rat  ves- 
tibular neurons  by  teaching  the  rats  to  bal- 
ance themselves.4 

Recently  Cameron  has  extended  this  fas- 
cinating knowledge  to  practical  use  in  man. 
RNA  was  given  orally  and  later  parenterally 
to  aged  persons  with  memory  defects.  Their 
pre-treatment  and  post-treatment  scores  on 
a Wechsler  memory  scale  showed  good  im- 
provement in  arteriosclerotic  disease,  with 
less  improvement  in  the  pre-senile  and  senile 
dementias.5  Arteriosclerotic  and  senile  de- 
mentias are  nearly  as  common  as  old  age 
itself. 

This  entire  concept  of  RNA  as  the  bio- 
chemical basis  for  memory  was  questioned 
by  Gaito  in  1963,  who  felt  that  the  evidence 
for  RNA  is  inconclusive  and  that  RNA’s 
lability  would  make  it  unsuitable  for  the 
long  storage  of  information  which  occurs. 
He  discussed  DNA  as  a basis  and  felt  that 
it  too  was  unsuitable  because  of  its  great 
lack  of  lability  and  its  inability  to  be  modi- 
fied by  anything  other  than  strong  mutagenic 
agents.29  It  may  be  that  RNA  records  re- 
cent events  and  that  this  information  is 
somehow  transferred  to  DNA.  There  is  still 
much  to  be  learned  about  this  area. 

NEUROANATOMY 

In  1937  Papez  proposed  a neuroanatomical 
basis  for  emotion.  This  consisted  of  the  hip- 
pocampus, the  fornix,  the  mammillary  body, 
the  mammillothalamic  tract,  the  anterior 
thalamus,  the  medial  thalamocortical  radia- 
tion, and  the  cingulate  gyrus.  He  termed 
this  pathway  the  “stream  of  feeling/’  His 
anatomic  descriptions  were  very  detailed. 
For  example,  he  described  how  the  fornix 
ends  chiefly  in  the  lateral  part  of  the  medial 
mammillary  nucleus  and  how  the  medial  part 
gives  rise  to  the  mammillothalamic  tract, 
which  is  joined  then  by  fibers  originating  in 
the  lateral  mammillary  nucleus.6  Although 
Papez  was  not  proposing  a basis  for  recent 
memory,  it  is  interesting  that  he  very  accu- 
rately describes  what  many  consider  now  to 
be  such  a basis. 
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Figure  1.  Modified  from  A.  T.  Rasmussen 
The  Principal  Nervous  Pathways,  IV 

MAMMILLARY  BODIES 

Korsakoff,  a Russian  psychiatrist,  de- 
scribed in  1887  a condition  characterized  by 
the  triad  of  amnesia,  confabulation  and  dis- 
orientation. In  1896  Gudden  described  mam- 
millary bodies  at  autopsy  which  showed  de- 
generative changes  but  it  was  not  until  1928 
that  Gamper  correlated  these  pathological 
changes  with  Korsakoff’s  triad.  The  condi- 
tion, Korsakoff’s  psychosis,  is  character- 
ized by  a profound  loss  of  recent  memory. 
A French  patient  of  Barbizet  described  this 
condition  thus : “When  I watch  closely  I 
know  but  I soon  forget.  My  brain  feels  like 
a sieve,  I forget  everything.  It  all  fades 
away.”7 

Wernicke  in  1881  described  a disease 
characterized  by  symptoms  which  included 
recent  memory  loss.  It  has  since  been  shown 
that  this  disease  is  due  to  a deficiency  in 
thiamine  and  that  Korsakoff’s  psychosis 
often  occurs  as  a part  of  this  deficiency  dis- 
ease with  bilateral  mammillary  body  pathol- 
ogy and  loss  of  recent  memory. 

More  recent  studies  of  this  condition  have 
been  made  by  Cravioto,  et  al.,  in  1961,  wTho 
described  25  autopsies  in  which  gross  or 
microscopic  changes  in  the  mammillary  bod- 
ies existed  bilaterally.  By  going  back  to  the 
patients’  records  he  found  that  all  but  one  of 
these  patients  had  been  an  alcoholic.  The 
“chronic  brain  syndrome”  with  recent  mem- 
ory loss  was  described  in  26,  but  confabula- 
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tion  had  been  observed  in  only  five  cases.9  It 
is  to  be  noted  that  this  was  a retrograde 
study.  In  the  same  year  Victor,  Adams  and 
Collins  described  50  cases  of  Wernicke’s  dis- 
ease in  which  it  was  felt  that  lesions  later 
demonstrated  in  the  mammillary  bodies  and 
in  the  thalamus  were  responsible  for  a recent 
memory  loss.8  Russell  considers  that  the 
mammillary  bodies  are  a vital  part  of  what 
he  refers  to  as  the  hippocampal  system, 
which  is  necessary  for  the  proper  function- 
ing of  memory.1 

HIPPOCAMPAL  GYRI  AND  TEMPORAL  LOBES 

The  mammillary  bodies  connect  by  way 
of  the  mammillothalamic  tract,  or  bundle  of 
Vicq  d’  Azyr,  to  the  anterior  part  of  the  tha- 
lamus, and  by  the  fornix  to  the  hippocampus, 
hippocampal  gyrus  and  the  temporal  lobe  on 
each  side.  According  to  Victor,  Sanger- 
Brown  and  Schafer  described  an  apparent 
memory  loss  in  a monkey  after  temporal 
lobectomy  in  1888.  Victor  then  states  that 
Becterew  described  a patient  in  1890  with 
severe  memory  disturbance  who  had,  at  au- 
topsy, bilateral  softening  of  the  uncus  and  of 
the  hippocampus,  that  is  of  the  medial  tem- 
poral lobes.17  According  to  Walker,  Grunthal 
in  1947  described  bilateral  lesions  in  the  tem- 
poral structures  as  a cause  of  severe  memory 
deficit.13  Victor  mentions  the  description  of 
Glees  and  Griffith  in  1952  of  a 58-year-old 
woman  with  severe  recent  memory  loss  who 
died  15  years  after  the  onset  of  her  symptoms 
and  was  found  to  have  bilateral  cyst-like 
lesions  in  the  hippocampus  and  in  the  hip- 
pocampal and  fusiform  gyri.  Fibers  in  the 
fornix  were  decreased  but  the  mammillary 
bodies  were  intact.  It  was  inferred  that  le- 
sions involving  the  hippocampus  and  ad- 
jacent temporal  lobe  structures  are  related 
to  lesions  of  the  mammillary  bodies,  and  that 
these  structures  might  be  part  of  a larger 
system  responsible  for  recent  memory.17 

Since  the  hippocampal  gyri  are  an  integral 
part  of  the  temporal  lobes  it  was  postulated 
that  bilateral  temporal  lobectomy  would 
produce,  among  other  things,  recent  memory 
loss.  Scoville  and  Milner  discussed  these  two 
and  seven  other  patients  who  underwent 
similar  operations.  Scoville  had  been  hoping 
to  find  a procedure  to  replace  frontal  leucot- 
omy  in  the  treatment  of  intractable  mental 


illness.  Five  of  these  patients  had  resections 
limited  to  the  uncus  and  the  amygdala  bi- 
laterally. Although  these  patients  showed  no 
improvements  in  their  psychoses,  they  had 
no  recent  memory  loss.  The  remaining  pa- 
tients had  resections  which  extended  at  least 
5 cm.  from  the  tips  of  the  temporal  lobes. 
These  patients  sufferd  no  demonstrable 
neurological  deficits  and  had  no  apparent  in- 
tellectual impairment.  One  paranoid  schizo- 
phrenic, an  M.D.,  showed  a post-operative 
I.Q.  of  122,  and  a female  alcoholic  showed 
an  I.Q.  of  123.  Another  woman  after  pro- 
longed electroshock  therapy  and  surgery,  had 
an  I.Q.  of  122.  All  of  these  remaining  pa- 
tients, however,  showed  varying  degrees  of 
memory  loss.  In  a tenth  case  a nine  c.m. 
unilateral  medial  temporal  lobe  resection 
for  seizures  produced  no  memory  distur- 
bance. Scoville  concluded  that  the  uncus  and 
amygdala  were  not  necessary  for  recent 
memory,  and  that  unilateral  hippocampal 
lesions  produce  no  memory  impairment.11 

In  1957,  however,  Walker  reported  four 
patients  with  unilateral  temporal  lobectomies 
for  seizures  who  suffered  severe  loss  of  re- 
cent memory.  These  cases  were  not  followed 
so  completely  as  were  some  later  cases.  One 
57-year-old  lady  had  a pre-operative  elec- 
troencephalogram which  showed  some  ab- 
normal activity  in  both  temporal  lobes.  She 
suffered  an  apparently  severe  memory  loss 
after  surgery,  but  she  refused  to  undergo 
psychological  testing.  In  a 40-year-old  man 
pre-operative  electroencephalograms  first 
showed  bilateral  involvement  and  then  left 
unilateral  involvement.  This  was  his  domi- 
nant temporal  lobe  and  when  it  was  removed 
for  seizures  he  had  severe  loss  of  recent  mem- 
ory and  some  past  memory.  A 40-year-old 
woman  with  a berry  aneurysm  and  a normal 
electroencephalogram  had  a severe  recent 
memory  loss  after  temporal  lobectomy  to 
expose  her  aneurysm.  The  last  patient,  a 
53-year-old  man,  did  not  develop  a memory 
disturbance  until  a year  after  surgery.  These 
lobectomies  removed  from  5 to  7 cm.  of  the 
anterior  temporal  lobes.  Walker  hypothesized 
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that  unilateral  temporal  lobectomy  could  pro- 
duce the  same  recent  memory  loss  seen  in 
bilateral  lobectomy.13  He  did  not  eliminate, 
carefully,  the  possibility  of  a contralateral 
lesion. 

In  1955  Milner  and  Penfield  had  also  re- 
ported recent  memory  loss  in  two  cases  of 
dominant  temporal  lobectomy.  One  of  these 
procedures  involved  the  initial  removal  of 
the  anterior  4 cm.  of  the  temporal  lobe  with 
resultant  transitory  aphasia  alone.  The  sec- 
ond stage,  which  was  necessary  after  seizures 
continued,  produced  a recent  memory  loss 
as  did  the  other  patient’s  single  stage  opera- 
tion. Both  patients  were  able  to  return  to 
their  jobs,  one  as  a draftsman  and  one  as  a 
glove  cutter  since  the  learning  of  new  ma- 
terial was  not  involved.14 

In  1958  Penfield  described  this  memory 
disturbance  in  the  following  way:  “They 
could  retain  in  mind  a sentence  or  a short 
sequence  of  numbers,  provided  they  were 
permitted  to  keep  their  attention  upon  it, 
even  as  long  as  fifteen  minutes  if  no  one 
spoke  to  them.  But  if  they  turned  their  at- 
tention to  something  else,  even  momentarily, 
they  might  forget  the  previous  matter  com- 
pletely— might  even  forget  that  there  was  a 
previous  matter.”  He  noted  that  unilateral 
temporal  lobectomy  ordinarily  resulted  in 
upper  quadrantic  homonymous  hemianopsia 
and  in  no  other  neurological  deficit.  He  cited 
90  cases  of  unilateral  lobectomy  without 
any  memory  disturbances.  Milner  had  noted 
in  these  patients,  however,  a decreased  abil- 
ity to  learn  and  retain  verbal  material  if 
the  dominant  lobe  was  removed.  She  also 
noted  that  memory  disturbances  were  greater 
in  patients  before  surgery  with  temporal  lobe 
seizures  and  a dominant  focus  than  in  those 
with  a nondominant  focus.  The  two  cases 
reported  in  195514  were  reviewed.  Neither 
of  these  patients  had  developed  the  capacity 
to  retain  recent  information  but  one  patient 
was  able  to  recall  a few  significant  post-op- 
erative events,  such  as  his  daughter’s  wed- 
ding.16 

Serafetinedes  et  al,  in  1962,  reported  34 
non-dominant  temporal  lobectomies.  Thirty- 
three  had  improvement  in  their  epilepsy. 
Seven  of  these  34  had  contralateral  electro- 
encephalographic  abnormalities.  Of  these 
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seven,  six  developed  a recent  memory  loss. 
Only  one  patient,  without  any  apparent  con- 
tralateral electroencephalographic  abnorm- 
ality, had  recent  memory  loss.15  The  over- 
whelming number  of  unilateral  lobectomies 
with  no  memory  disturbance  seems  to  indi- 
cate that  any  dominance  that  may  exist  in 
the  hippocampal  system’s  incorporation  of 
information  is  slight. 

In  another  article  in  1958  Penfield  de- 
scribed stimulation  of  the  human  temporal 
cortex  during  surgery  in  cases  selected  from 
700  operations.  This  stimulation  produced 
psychic  states  or  fragments  of  past  experi- 
ences in  some  patients.  Some  patients  experi- 
enced a sort  of  double  awareness  being  con- 
scious of  having  experiences  while  being 
aware  that  they  were  in  surgery.12  Dis- 
charges from  temporal  lobe  lesions  have 
been  known  to  lead  to  hallucinations  involv- 
ing different  senses  with  play-back  from 
other  cortical  areas.1  In  a recent  article  Pen- 
field  and  Perot  reviewed  53  patients  who 
had  what  thejr  called  experiential  seizures 
and  40  who  had  experiences  when  stimu- 
lated during  surgery.  They  outlined  areas 
of  auditory  and  visual  experiences  carefully 
and  noted  that  auditory  experiences  involved 
the  superior  temporal  gyrus  while  visual  ex- 
periences involved  most  of  the  rest  of  the 
lateral  surface  of  the  temporal  lobe.  Stimu- 
lation of  Heschl’s  gyrus  produced  only 
sounds  rather  than  auditory  experiences.25 
Penfield  referred  to  the  temporal  lobe  as  the 
interpretive  cortex.12 

Most  well  controlled  work  in  research  must 
involve  animals.  Stepien  and  his  colleagues 
in  1960  performed  experiments  with  five 
male  and  two  female  monkeys  using  the 
method  described  by  Konorski  in  1959.  This 
ingenious  method  consists  of  comparing  two 
series  of,  for  example,  auditory  tones  with 
one  series  consisting  of,  say,  low  tone,  high 
tone,  and  low  tone.  If  the  second  series  is  the 
same  as  the  first,  this  is  positive,  and  if  dif- 
ferent, it  was  negative.  Interposed  between 
the  two  series  was  a distracting  stimulus 
which  also  required  a response.  If  the  mon- 
keys responded  to  a positive  signal,  they  re- 
ceived a reward  and  to  a negative  signal,  a 
punishment.  Their  small  group  of  monkeys 
was  divided  into  three  groups;  group  I with 
superior  temporal  ablation,  group  II  with  in- 
ferior temporal  ablation  and  group  III  with 
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medial  temporal  ablation  which  included  the 
hippocampal  gyrus.  All  groups  had  these  ab- 
lations done  bilaterally.  Those  in  group  III 
developed  some  Kluver-Bucy  like  character- 
istics (orality,  indifference  and  sexual  dis- 
turbances). No  groups  developed  general 
memory  loss.  Group  I lost  auditory  recent 
memory  without  apparent  hearing  loss. 
Group  II  lost  visual  recent  memory  with  no 
visual  acuity  loss.  There  was  a significant 
loss  of  both  types  of  recent  memory  in  group 
III.18 

In  the  same  year  Stepien  and  Sierpinski 
reported  the  use  of  the  Konorski  technique 
in  man.  In  a control  series  of  patients  no 
recent  memory  loss  was  observed.  They 
found  no  recent  memory  loss  in  15  unilateral 
temporal  resections.  Interestingly,  in  one  15- 
year-old  girl  who  had  experienced  left  motor 
seizures  and  who  had  a preoperative  recent 
memory  deficit,  no  disturbance  in  memory 
was  found  after  a partial  temporal  and  front- 
al lobectomy  on  the  right  which  included 
much  of  the  hippocampal  gyrus.19 

In  order  to  avoid  recent  memory  loss  in 
cases  where  temporal  lobectomy  is  indicated, 
Milner  in  1962  discussed  the  use  of  intra- 
carotid sodium  amytal  injections.  Fifty  pa- 
tients were  injected,  44  on  the  dominant  side 
and  46  on  the  non-dominant  side  with  200 
mg.  of  sodium  amytal.  These  patients  were 
then  evaluated  for  recent  memory  loss  a 
short  time  after  injection.  This  loss  was 
found  twelve  times,  eleven  times  when  the 
lesion  was  contralateral  and  once  where  in- 
jection produced  bilateral  neurological 
signs.20  Again  this  demonstrates  the  capacity 
of  either  side  of  a healthy  hippocampal  sys- 
tem to  take  over;  incidentally  it  provides 
a useful  method  for  confirming  the  laterality 
of  lesions. 

FORNIX 

Between  the  mammillary  body  and  the  hip- 
pocampus is  the  fornix.  Sweet,  et  a l.,  in 
1959  reported  section  of  the  anterior  columns 
of  the  fornix  in  a 36-year-old  woman  during 
the  removal  of  a third  ventricle  cyst.  Post- 
operatively  she  exhibited  a prolonged  retro- 
grade amnesia  which  eventually  shrunk  to  a 
period  of  several  weeks,  a loss  of  recent 
memory  and  depression  of  spontaneity.  She 
also  had  a loss  of  temporal  orientation. 
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Sweet  mentioned  a patient  described  by 
Wellch  in  1954,  a 44-year-old  geologist  who 
bad  undergone  a bilateral  section  of  the  for- 
nix. This  patient  suffered  a severe  recent 
memory  loss  but  was  able  to  remember  daily 
events  with  great  effort.  Sweet  also  noted 
that  Guiat,  in  Paris,  had  performed  two  such 
sections  with  no  resulting  memory  loss.23 

THE  THALAMUS 

The  thalamus  has  connections  on  the  other 
side  of  the  mammillary  bodies.  Speigel  and 
his  colleagues  in  1955  described  30  patients 
who  underwent  thalamotomy  for  severe 
emotional  disturbances  or  for  intractable 
pain.  Nineteen  of  these  patients  developed 
a condition  termed  chronotaraxis  in  which 
they  lacked  the  ability  to  properly  orient 
events  in  time  sequence.  This  occurred  par- 
ticularly with  ablation  of  the  dorsomedial 
nuclei.  These  patients  might  intellectually 
“know”  that  they  had,  for  example,  lived  in 
a house  for  five  years  but  might  “feel”  that 
it  had  only  been  a few  weeks.  These  condi- 
tions were  all  transient.  No  other  subcortical 
lesions  produced  this  condition.  No  recent 
memory  loss  was  observed.26  This  lack  of 
temporal  orientation  likewise  was  noted 
above  in  the  section  of  the  fornix  bilaterally. 
In  Cravioto’s  series  of  28  autopsies  with 
mammillary  body  changes,  all  of  the  22  ex- 
amined for  thalamic  changes  were  found  to 
have  them.  Involvement  was  most  often  in 
the  anterior  nucleus  with  the  dorsomedian 
and  ventromedian  nuclei  involved  to  lesser 
degrees.9  In  Victor’s  study  of  Wernicke’s 
disease  changes  in  the  dorsomedian  nucleus 
and  the  pulvinar  were  found  most  often.8 

CINGULATE  GYRI 

The  cingulate  gyrus  was  also  a part  of 
Papez’s  theoretical  basis  for  emotion.  Whitty, 
et  al,  described  ten  adequately  studied  pa- 
tients of  14  who  had  undergone  bilateral 
cingulectomies  for  severe  obsessional  states. 
Two  of  these  patients  showed  time  disorien- 
tation while  eight  had  increased  vividness 
of  thoughts  and  dreams  with  difficulty  in 
differentiating  mental  from  external  events. 
There  was  no  recent  memory  loss.  They 
seemed  aware  of  their  confusion  and  all  re- 
covered within  three  days.  According  to 
Whitty,  Benedek  and  Judba  had  described  the 
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amnesic,  confabulatory  state  with  lesions  of 
the  anterior  thalamus  and  singulum  as  early 
as  1941. 22 

TYPES  OF  LESIONS 

Rose  and  Symonds  in  1960  reported  four 
cases  of  recent  memory  loss  following  en- 
cephalitis with  some  of  these  associated  with 
chronotaraxis.  They  noted  cases  reported 
after  trauma  by  Russell  in  1935  and  by 
Symonds  in  1932. 24  Another  type  of  enceph- 
alitis was  described  by  Bierly,  et  a l.,  in 
1960  which  resulted  initially  in  recent  mem- 
ory loss  but  which  terminated  in  dementia, 
coma  and  death.  At  autopsy  these  patients 
had  lesions  of  the  uncus,  amygdaloid  nucleus, 
hippocampus,  dentate  gyrus,  limen  insulae, 
and  the  hippocampal  and  cingulate  gyri.25 
Victor  in  1961  described  in  careful  detail  the 
clinical  picture  and  pathological  findings  of 
a patient  who  suffered  severe  recent  memory 
loss  as  the  result  of  serial  infarctions.  The 
first  of  these  produced  right  homonymous 
hemianopsia  with  no  memory  loss.  The  sec- 
ond produced  left  homonymous  hemianopsia 
with  severe  recent  memory  loss  and  two 
years  of  spotty  retrograde  amnesia.  The  third 
and  fatal  infarction  involved  the  brain  stem. 
At  autopsy  old  lesions  were  seen  to  involve 
both  posterior  cerebral  arteries  and  in  turn 
the  mammillary  bodies,  fornix  and  the  hippo- 
campal formations.  The  uncus,  amygdala  and 
the  terminal  digitations  of  the  hippocampus 
were  not  affected  bilaterally.  This  patient, 
like  others  with  only  recent  memory  loss, 
was  able  to  read  and  write  and  made  no 
spatial  misinterpretations.17  These  serial  in- 
farctions involved  chiefly  the  areas  pre- 
viously shown  to  be  vital  for  recent  memory 
and  produced  the  expected  loss. 

SUMMARY  OF  NEUROANATOMY 

It  has  been  seen  that  lesions  of  specific 
brain  structures  produce  inability  to  incor- 
porate new  information  on  a permanent 
basis,  that  is,  recent  memory  loss.  Specifical- 
ly, lesions  of  the  mammillary  bodies,  fornix, 
hippocampus  and  hippocampal  gyrus  pro- 
duce such  a loss.  Lesions  of  closely  associated 
structures  such  as  the  thalamus  and  cingu- 
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late  gyrus  produce  a condition  called  chrono- 
taraxis in  some  patients.  Cingulate  lesions 
also  have  produced  difficulty  in  distinguish- 
ing mental  from  external  events.  Other 
authors  have  reported  recent  memory  loss 
with  thalamic  and  cingulate  lesions,  but  this 
is  inconsistent,  and  it  might  be  explained  on 
the  basis  of  how  frequently  lesions  of  these 
structures  are  seen  concurrently  with  lesions 
of  the  mammillary  bodies,  fornix,  hippo- 
campus and  hippocampal  gyrus.  In  all  cases 
bilateral  lesions  are  apparently  necessary 
before  recent  memory  is  lost.  When  unilat- 
eral lesions,  such  as  unilateral  temporal  lo- 
bectomy, have  caused  recent  memory  loss, 
there  has  been  found  some  evidence  of  a 
contralateral  lesion  most  often.  The  uncus 
and  amygdala  apparently  are  not  necessary 
for  recent  memory.  In  monkeys  specific 
temporal  lesions  have  been  shown  to  cause 
only  loss  of  auditory  recent  memory  or  only 
of  visual  recent  memory,  but  such  specific 
deficits  have  not  been  found  in  man. 

EXCEPTIONS 

We  have  seen  too  that  a supposed  inability 
to  reinforce  and  make  permanent  a memory 
trace  in  a geologist  with  bilateral  sections  of 
the  fornix,  could  be  overcome  with  great 
effort.23  Brain’s  textbook  cites  the  case  of  a 
man  unable  to  recall  simple  every  day  events 
but  who  was  able  to  recall  his  wife’s  death 
vividly,  although  she  died  after  he  lost  re- 
cent memory.26  Nathan  and  Smith  describe 
a man  who  died  at  34,  having  been  a some- 
what lazy  but  sociable  and  intelligent  person 
who  had  excelled  in  school.  At  autopsy  he 
was  found  to  have  gross  congenital  defor- 
mities of  this  proposed  system  for  recent 
memory.  He  had  no  fimbria,  no  fornix  and 
no  septum  pellucidum.  The  hippocampus  and 
hippocampal  gyrus  were  very  small  while  the 
corpus  callosum  was  irregular  and  nearly 
absent  as  was  the  cingulate  gyrus.  The  mam- 
millary bodies  were  intact.  Despite  these 
anomalies  he  had  functioned  with  no  appar- 
ent memory  deficit  throughout  his  life.27  In- 
terestingly the  dolphin  and  the  Indian  ele- 
phant get  along  very  well  with  no  mammil- 
lary bodies.23  Perhaps  in  these  two  species 
the  mammillary  bodies  are  bypassed.  Per- 
haps those  w^ho  remember  specific  events 
with  great  effort  despite  apparently  com- 
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plete  recent  memory  loss  are  able  to  utilize 
some  form  of  collateral  circuit.  It  may  be 
that  enough  of  the  anatomic  structures  re- 
mained for  recent  memory  to  incorporate 
new  information  with  great  effort  or  suf- 
ficient repetition. 

COMMENT 

Studies  in  this  area  show  great  differences 
in  the  techniques  used  in  the  mental  status 
examination.  Much  of  the  confusion  could 
be  resolved  by  some  more  precise  technique 
such  as  that  described  by  Konorski19,  or  by 
a thorough,  well  standardized  mental  status 
examination.  The  use  of  such  a method  would 
lend  some  standardization  to  studies  of  the 
presence  and  severity  of  loss  of  recent  mem- 
ory. Studies  on  sections  of  the  mammil- 
lothalamic  tract  apparently  have  not  been 
carried  out.  Certainly  such  a procedure 
could  not  be  done  experimentally  in  man, 
but  with  careful  surgical  technique  and 
Konorski  evaluation  it  should  be  feasible  in 
monkeys  or  certain  other  animals.  To  devise 
such  a study  to  evaluate  chronotaraxis  in 
animals  would  require  great  ingenuity. 

Much  remains  to  be  done  in  the  study  of 
recent  memory  and  memory  in  general.  Re- 
cent memory  is  an  important  subject  since  its 
loss  is  so  common  and  sometimes  can  be 
crippling  to  its  victims.  Indeed,  the  diagnosis 
of  the  so-called  “organic  brain  syndrome” 
rests  chiefly  on  the  finding  of  recent  memory 
loss.  A patient  who  has  completely  lost  the 
capacity  to  incorporate  and  retain  new  infor- 
mation perhaps  has  a more  difficult  time 
finding  a place  in  society  than  one  who  sud- 
denly becomes  totally  blind. 

In  attempting  to  localize  a specific  function 
in  the  nervous  system  one  is  always  reminded 
of  the  unity  of  the  system  as  a whole,  and 
that  no  part  can  truly  be  isolated  from  the 
rest.  Nevertheless,  some  localization  of  re- 
cent memory  has  here  been  shown  clearly. 
The  function  of  this  recent  memory  system 
apparently  is  to  convert  a temporary  tracing 
into  a more  permanent  one.  How  this  is  done 
is  not  known  presently;  likewise  where  and 
how  memory  is  stored  is  unknown.  Probably 
the  complete  story  will  never  be  understood. 
What  Tennyson  said  of  his  “Flower  in  the 
crannied  wall”  could  be  said  at  least  as  ap- 


propriately for  any  specific  function  of  the 
nervous  system:  “ . . but  if  I should  under- 
stand what  you  are,  root  and  all,  and  all  in 
all.  I should  know  what  God  and  man  is.”  □ 
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The  Clinical  and  Physiological  Role 
of  Surface  Active  Materials 
in  the  Respiratory  Distress  Syndrome 


ROBERT  DARRYL  FISHER,  M.D. 

Recent  studies  have  illuminated  the 
\ physiological  basis  for  the  clinical 
manifestations  in  the  respiratory  distress 
syndromes.  These  new  developments 

are  reviewed. 

In  1903  Hoccheim  first  reported  the  exis- 
tence of  a peculiar  membrane  in  the  lungs 
of  two  infants  dying  in  the  neonatal  period.1 
Probably  the  initial  designation  of  this  ma- 
terial in  the  recent  literature  as  “hyaline 
membranes”  was  by  Johnson  and  Meyer2  in 
1925,  who  applied  this  Greek  term  meaning 
“glass”  or  “crystal”  to  the  thin  eosinophilic 
coating  seemingly  lining  the  terminal  bron- 
chioles and  alveolar  units. 

Renewed  interest  in  perinatal  distress  and 
mortality  has  raised  new  queries  regarding 
newborn  lungs.  Among  these  new  questions 
and  problems,  the  respiratory  distress  syn- 
drome associated  with  hyaline  membranes 
and  atelectasis  has  caused  controversy  among 
pediatricians,  physiologists,  and  patholo- 
gists.3- 4- 5- 6 
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The  clinical  management  of  the  respira- 
tory distress  syndrome  remains  a ubiquitous 
problem.  Indeed,  there  is  general  agreement 
that  the  anatomic  conditions  of  this  syn- 
drome cannot  always  be  diagnosed  with  ac- 
curacy in  the  living  infant.8-9  There  is  even 
considerable  disagreement  as  to  what  pri- 
mary pathological  changes  constitute  this 
syndrome.10-  u- 12 

Recent  pathological  and  physiological  in- 
vestigations have  shed  new  light  on  the 
etiology  of  some  forms  of  the  respiratory 
distress  syndrome.12- 13- 14- 15  The  purpose  of 
this  paper  is  to  review  the  previous  observa- 
tions critically  and  to  discuss  the  patho- 
physiology of  the  multiphasic  problem  of 
surface  activity  in  the  respiratory  distress 
syndrome. 

CLINICAL  MANIFESTATIONS  OF 
RESPIRATORY  DISTRESS  SYNDROME 

It  is  usually  stated  that  the  infant  with 
hyaline  membrane  disease  appears  normal 
immediately  after  birth  unless  there  are  as- 
sociated congenital  anomalies.16- 17  However, 
within  two  to  five  hours  he  begins  to  exhibit 
signs  of  cardiopulmonary  decompensation,18 
viz.  rapid  and  increasing  respiratory  rate,8- 19 
chest  lag,  retractions,  chin  tug,  and  expira- 
tory grunting.  Corroborative  physical  evi- 
dence includes  an  irregular  and  rapid  heart 
rate,  varying  degrees  of  hypotonicity,  cya- 
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nosis,  and  lack  of  response  to  stimulation.16* 19 
This  “quiet  period”  remains  a controversial 
subject.  Gellis60  and  other  investigators  feel 
that  respiratory  difficulties  are  manifest  im- 
mediately from  the  time  of  delivery  and  that 
the  lack  of  close  and  critical  observation  dur- 
ing this  period  is  the  reason  for  this  apparent 
lag  in  the  onset  of  manifestations. 

It  must  be  remembered  that  these  signs 
and  symptoms  delineate  a situation  of  res- 
piratory distress  in  the  neonate  in  a non- 
specific, nonetiological  fashion.  This  man- 
ner of  detecting  the  syndrome  serves  a use- 
ful purpose  if  one  realizes  the  multiple 
etiological  factors  which  may  be  operative, 
e.g.,  central  nervous  system  failure  due  to 
narcosis  or  trauma,  primary  atelectasis, 
pneumonia,  diaphragmatic  hernia,  lung  cyst 
and  pneumothorax.16- 17 

ANATOMICAL  DESCRIPTION  OF  LUNG  UNITS 
a.  Light  Microscopy. 

The  functional  unit  of  the  lung  is  com- 
posed of  all  the  structures,  beginning  with 
the  respiratory  bronchiole  and  extending  to, 
and  including,  the  alveoli  with  all  the  blood 
vessels,  lymphatics,  nerves,  and  connective 
tissue  therein20-21  (see  illustration  1).  This 
progressively  subdividing  system  of  respira- 
tory tubes  and  passageways,  i.e.,  the  respira- 
tory bronchiole  and  alveolar  ducts,  termi- 
nnates  in  the  alveolar  sacs  and  alveoli  (see 
figure  1).  These  tubes  are  thin  walled,  col- 
lagenous structures  lined  by  a simple  colum- 
nar and  low  cuboidal  epthelium;  polyhedral 
sacs  open  onto  the  surface  of  the  respiratory 
bronchioles  and  alveolar  ducts;  these  sacs 
are  blind  out-pouchings  which  are  60-80 
micra  in  diameter  and  consist  of  single  al- 
veoli and  aggregates  of  alveoli. 

The  alveoli  are  thin  walled,  polyhedral  for- 
mations, one  side  of  which  is  always  open 
to  the  alveolar  ducts  so  that  air  may  diffuse 
freely.  The  supporting  framework  of  these 
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Illustration  I.  This  stereographic  representation  de- 
picts the  functional  unit  of  the  lung  with  all  the  ana- 
tomical units  therein.  (From  Bloom,  W.,  and  Fawcett, 
D.  W.:  A Textbook  of  Histology.  Ed.  8.  Philadelphia, 
W.  B.  Saunders  Company,  1962,  reproduced  with  per- 
mission of  author  and  publisher). 

structures  in  a closely  meshed  network  of 
branching  reticular  fibers  and  occasional 
elastic  fibers.  Embedded  in  this  framework 
is  a single  network  of  freely  anastomosing 
capillaries.20 
b.  Electron  Microscopy 

The  previous  controversy  over  the  exist- 
ence of  nonexistence  of  alveolar  epithelial 
cells  has  been  mostly  resolved  by  the  electron 
microscopic  studies  of  Low,  et  al.22  (see  il- 
lustration II).  It  has  been  demonstrated  by 
Low  and  other  investigators  that  there  is  a 
thin,  apparently  continuous,  cellular  cover- 
ing of  the  alveolar  wall  which  is  thicker  than 
the  capillary  endothelium  in  most  places.  A 
thin,  continuous  homogeneous  basement 
membrane  separates  the  endothelium  and  epi- 
thelium; this  delicate  membrane  separates 
these  cellular  layers  in  the  terminal  respira- 
tory segments  of  the  lungs.  Recent  studies 
have  implicated  the  alveolar  cellular  layer  in 
the  formation  of  a pulmonary  surface-active 

531 


Respiratory  Distress  / FISHER 


Illustration  II.  This  electron  photomicrograph  by  Low 
illustrates  the  presence  of  a homogeneous  basement 
membrane  (bm)  separating  the  capillary  endothelium 
(En)  from  the  alveolar  cellular  layer  (A).  (From  Low, 
F.  M.:  The  pulmonary  Alveolar  Epithelium  of  Labora- 
tory Animals  and  Man,  Anat.  Rec.,  117:  263,  1953;  re- 
produced with  permission  of  author.) 

agent.14-15’23  This  surfactant  is  present  in  a 
thin  alveolar  lining  layer  which  rests  above 
the  alveolar  lining  cells.24 

In  the  usual  atelectatic  lung  with  hyaline 
membranes,  a diffuse  homogeneous  eosino- 
philic material  is  noted  lining  the  terminal 
respiratory  segments  and  is  not  very  notice- 
able in  the  interstitial  areas  with  light  micro- 
scopy.7’ 16’ 19’ 60  Gilmer  and  Hand26  observed 
the  presence  of  hyaline  membrane  material 
in  a patchy  distribution  in  a location  sub- 
jacent to  the  basement  membrane;  however, 
in  many  areas  the  basement  membrane  was 
disrupted  and  the  offending  material  was 
present  in  the  alveoli  as  is  typically  noted. 
This  focal  and  scattered  destruction  of  alve- 
olar linings  has  been  noted  by  Van  Breeman,17 
and  the  discontinuity  may  allow  an  easier 
egress  of  the  fibrin  material  or  it  may  rep- 
resent a primary  pathological  alteration. 

PATHOPHYSIOLOGICAL  ALTERATIONS 
IN  ATELECTASIS 

Any  mechanism  which  interferes  with  the 
distribution  of  air  to  these  alveoli  from  what- 
ever cause  may  result  in  alveolar  collapse  as 
differential  resorption  of  oxygen  occurs  in 
these  obstructed  alveoli.27’ 28  This  mechanism 
of  loss  of  distending  pressure  gradually  re- 
sults in  their  closure  or  atelectasis.  Once 
these  lung  units  have  collapsed,  it  has  been 
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shown  by  Mead  and  Collier29  that  they  tend 
to  remain  collapsed. 

In  order  to  appreciate  the  cardiopulmonary 
changes  seen  with  atelectasis  of  the  new- 
born, one  must  be  aware  of  the  physiological 
alterations  which  are  attendant  on  atelec- 
tasis. In  essence,  atelectasis  may  be  consid- 
ered as  focal  or  massive  collapse  of  air-bear- 
ing portions  of  the  lung  and,  as  such,  the 
total  available  diffusion  surface  is  corres- 
pondingly reduced. 

Pulmonary  compliance  (or  pulmonary 
distensibility) 30  is  reduced  for  reasons  which 
will  be  discussed  later.  Because  of  this  re- 
duced pulmonary  compliance,  there  is  an  in- 
crease in  the  work  of  ventilation.  As  a re- 
sult of  alveolar  collapse  there  is  a disturbed 
ventilation-perfusion  ratio  so  that  the  col- 
lapsed alveoli  do  not  arterialize  the  blood 
which  continues  to  flow  through  them.28’30 
As  a result,  an  effective  right  to  left  shunt 
occurs  with  resultant  hypercapnia  and  hy- 
poxemia. In  samples  of  arterial  blood  from 
infants  with  hyaline  membrane  disease  the 
falling  p02  associated  with  impaired  pul- 
monary ventilation  and  perfusion  is  found 
to  be  accompanied  by  a rising  pC02  as  res- 
piratory acidosis  increases.31 

The  systemic  effects  of  this  hypoxemia 
and  hypercapnia  are  seen  in  neurological  and 
cardiopulmonary  manifestations  of  the  new- 
born with  atelectasis.  The  neurological  ef- 
fects are  tachypnea,  hypotonicity  and  leth- 
argy. The  principal  respiratory  drive  in  nor- 
mal infants  is  usually  mediated  by  carbon 
dioxide  retention.30  However,  in  these  chil- 
dren as  in  other  forms  of  hypercapnia,  hypox- 
emia is  probably  the  stimulating  factor, 
causing  the  medullary  respiratory  centers  to 
respond  with  an  increase  in  the  respiratory 
rate.32  Changes  in  consciousness  and  muscle 
tone  are  frequent  in  hypoxemia  and  reflect 
a relative  deficiency  of  oxygen  supply  to  the 
higher  centers.8’ 17  Another  cardiopulmonary 
alteration  is  cyanosis  which  is  usually  just 
a reflection  of  increased  amounts  of  reduced 
hemoglobin  in  the  blood ; compensatory 
mechanisms  of  erythrocytosis  as  seen  in 
adults33  are  rarely  seen  in  neonates  due  to 
the  lack  of  time  for  their  development.  The 
cardiovascular  changes  are  usually  a rapid, 
irregular  heart  rate  due  to  increasing  hyper- 
capnia and  its  effect  on  the  medullary  and 
carotid  body  regulatory  centers.  The  cardiac 
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manifestations  associated  with  the  idiopathic 
respiratory  distress  syndrome  are  in  some 
dispute.  Barnard34  has  reported  the  pres- 
ence of  systolic  murmurs,  presumably  asso- 
ciated with  a patent  ductus  arteriosus.  The 
studies  of  Rudolph,  et  al.,G1  seem  to  corrobo- 
rate the  clinical  observation  of  murmurs  of 
a patent  ductus  arteriosus  in  these  distressed 
infants.  They  found  that  in  infants  with 
severe  respiratory  distress  the  most  striking 
catheterization  finding  was  the  presence  of 
a widely  patent  and  functioning  ductus  ar- 
teriosus. The  physiological  significance  of 
this  finding  however  has  not  been  established 
and  may  represent  only  the  response  of  the 
ductus  to  hypoxia.62  Burnard  has  also  report- 
ed roentgenographic  evidence  of  increasing 
heart  size,  although  enlargement  has  been 
reported  in  asphyxia  after  term  deliveries 
without  hyaline  membrane  formation.35  Al- 
though insufficient  catheterization  data  have 
been  reported  to  comment  on  the  intrinsic 
pulmonary  vascular  changes  seen  in  the  ne- 
onate, some  degree  of  systemic  and  pulmo- 
nary hypotension  has  been  reported  by  Neli- 
gan  and  Smith36  as  an  early  feature  of  this 
syndrome. 

EFFECTS  OF  SURFACE  PHENOMENA 
ON  PULMONARY  FUNCTION 

In  order  to  appreciate  the  effect  of  sur- 
face tension  as  it  is  related  to  pulmonary 
physiology,  it  is  important  to  understand 
certain  physical  concepts  about  fluids  and 
interfacial  tensions. 

Under  motionless  conditions,  a molecule 
in  the  interior  of  a liquid  is  under  inter- 
molecular  attractive  forces  of  a van  der 
Waals’  type  from  all  directions:  the  vector 
sum  of  these  forces  is  zero.  A surface  mole- 
cule, however,  is  pulled  inward  in  a direction 
perpendicular  to  the  surface  since  there  are 
no  attractive  forces  opposing  this  force  (see 
figure  1 ) . Thus,  it  requires  work  to  move 
molecules  to  the  surface  against  this  oppos- 
ing force,  and  surface  molecules  thus  have 
more  potential  energy  than  interior  mol- 
ecules. The  potential  energy  of  these  surface 
molecules  is  reflected  in  surface  tension 
which  can  be  expressed  in  dynes  per  square 
centimeter  of  surface.37 

The  forces  of  surface  tension  apply  to  any 
liquid  surface  in  contact  with  air.  This  sur- 


SURFAC.F.  A 


/ 


Figure  1.  The  molecule  under  surface  A is  under 
intermolecular  attractive  forces  from  all  directions, 
and  their  vector  sum  is  zero.  The  surface  molecule 
at  B has  more  potential  energy  because  of  the  force 
expended  in  maintaining  it  in  its  surface  position. 

face  tension  phenomenon  has  been  found  to 
exert  a considerable  positive  effect  on  the 
elasticity  of  the  lung.  Brown39  has  calculated 
the  surface  area  of  the  lungs  of  a normal  70 
kg.  man  to  be  approximately  630  square  feet. 
This  lung  surface  is  comprised  largely  of 
several  hundred  million  tiny  alveoli  and  alve- 
olar sacs  which  are  responsible  for  the  ob- 
served forces  of  surface  tension  in  the  lungs. 

LaPlace’s  equation  relates  wall  tension, 
internal  pressure  and  radius  in  cylindroids 
or  spheroids,  and  is  stated  in  consistent 
units  as:39 

2T 

P = 

R P = pressure 
T = tension 
R = radius 

Values  for  surface  tension  of  water,  and  for 
plasma  and  tissue  fluids  at  37°C  have  been 
found  experimentally  70  dynes/centimeter 
and  50  dynes/centimeter  respectively.21 
With  the  minute  dimensions  of  the  alveolar 
units  being  60-80  micra  and  the  surface  ten- 
sion of  the  fluid  lining  being  50  dynes/centi- 
meter, it  can  be  determined  from  LaPlace’s 
equation  that  the  pressure  inside  the  alveolus 

PRESSURE  ,_2  ^TENSION 

Figure  2.  LaPlace’s  Law.  Within  a given  sphere,  the 
pressure  (P)  tending  to  maintain  or  collapse  that  sphere 
is  proportional  to  the  radius  (R)  and  to  twice  the  ten- 
sion (T)  at  the  surface. 
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Figure  3.  In  excised  lungs,  static  measurements  of 
airway  pressure  reveal  that  greater  pressure  is  re- 
quired to  expand  lungs  with  air  than  fluid,  and  even 
more  pressure  to  expand  lungs  of  infants  dying  with 
hyaline-membrane  disease. 

would  be  in  the  order  of  20,000  dynes/square 
centimeter.40 

A number  of  investigators  have  focused 
their  attention  on  the  phenomena  of  surface 
forces  in  the  lungs.  Van  Neergaard21  first 
observed  this  interesting  relationship  of  the 
power  of  surface  forces  in  the  lung.  Recent- 
ly his  observations  have  been  confirmed  by 
Mead,  Clements  and  numerous  other  work- 
ers.12* 42- 43* 44  They  have  found  that  after 
forced  deflation,  the  pressure  required  to  dis- 
tend excised  lungs  with  air  is  nearly  50  per 
cent  greater  than  the  pressure  required  to 
distend  saline  filled  lungs  (see  figure  3). 
These  static  measurements  reflect  only  the 
difference  due  to  the  effect  of  surface  ten- 
sion; however,  a discrepancy  between  the 
calculated  force  required  to  inflate  these 
lungs  and  the  actual  force  required  to  in- 
flate them  was  consistently  observed.  They 
found  that  at  a functional  lung  volume  ( i.e ., 
within  the  range  of  tidal  exchange),  much 
less  actual  pressure  was  required  to  inflate 
the  lungs.  In  comparing  the  actual  and  cal- 
culated values  it  was  noted  that  the  calcu- 
lated effect  of  surface  tension  was  several 
times  too  large,  and  in  order  to  explain  the 
experimental  observations,  the  surface  ten- 
sion of  the  tissue  fluids  must  be  approxi- 
mately 10  dynes/cm.  Moreover,  at  larger 
lung  volumes  {i.e.,  within  the  range  of  max- 
imal inspiration),  a greater  pressure  was  re- 
quired to  further  inflate  these  lungs.  In  the 
hyperaerated  state,  the  surface  tension  was 
more  nearly  correlated  with  the  actual  tis- 
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sue  fluid  tension  of  50  dynes/cm.  Thus, 
surface  tension  apparently  varies  with  the 
state  of  lung  inflation  and  surface  ten- 
sion is  lower  than  theoretically  computed. 
Other  clinical  observations  seem  to  argue 
against  the  calculated  effect  of  surface  ten- 
sion in  the  lungs.  It  is  well  known  that  pul- 
monary edema  fluid  retains  its  bubbly  nature 
for  quite  some  time,32  and  similarly,  small 
bubbles  expressed  from  excised  lungs  are 
very  stable.  If  the  surface  tension  of  the 
fluids  were  as  great  as  computed  theoretical- 
ly, these  foams  should  not  persist.  Both  these 
observations  indicate  that  there  is  indeed  a 
very  low  surface  tension,  in  fact  nearly  zero, 
in  the  tissue  fluids  of  the  lungs. 

In  view  of  the  apparent  paradox  of  rather 
substantial  forces  of  surface  tension  in  in- 
tact lungs  and  of  negligible  forces  of  surface 
tension  in  fluids  and  extracts  from  these 
lungs,  Clements,  Brown,  and  Avery,21*42*43 
felt  that  there  must  be  a variable  behavior  of 
surface  tension  forces  in  vivo.  Indeed  this 
theory  was  borne  out  with  the  above  obser- 
vation of  increasing  surface  tension  forces 
with  increasing  inflation  and  alveolar  size. 

These  observations  can  be  resolved  by 
postulating  the  presence  of  a material  which 
alters  the  tension-area  relationships  in  the 
lungs.  Soaps  and  detergents  are  known  to 
produce  such  a type  of  tension-area  relation- 
ship,38 and  these  agents  are  classic  examples 
of  surface-active  agents  or  surfactants.  A 
surface-active  agent  is  a material  whose  mol- 
ecules have  weaker  forces  of  mutual  attrac- 
tion for  one  another  and  for  molecules  of 
other  species;37  soaps,  detergents,  and  some 
naturally  occurring  substances,  e.g.  lysoleci- 
thin  and  lecithin,  are  examples  of  this  class 
of  compounds.  These  molecules  tend  to  ac- 
cumulate in  excess  at  surfaces  when  mixed  in 
solution  and  act  as  bridges  between  dissimi- 
lar molecules.  By  virtue  of  their  molecular 
structure  this  class  of  polar  compounds  con- 
tains both  hydrophobic  and  hydrophilic 
chemical  groups.  The  molecules  orient  them- 
selves at  the  interface  and  bridge  the  inter- 
face between  the  phases.  In  this  manner, 
the  surfacant  wets  and  penetrates,  thereby 
stabilizing  emulsions  and  foams  through  a 
surface  tension  lowering  effect.47  The  ten- 
dency of  these  surface  active  agents  to  ac- 
cumulate at  surfaces,  in  effect,  opposes  the 
forces  of  Laplace  by  diminishing  the  surface 
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Figure  4.  Tension-area  diagram.  This  inscription  by 
a Wilhelmy  balance  indicates  the  changing  surface  ten- 
sion of  lung  extracts  as  surface  area  changes. 

tension.  It  should  be  noted  that  the  efficiency 
of  the  surfaceactive  agent  in  reducing  sur- 
face tension  is  directly  proportional  to  its 
concentration  at  the  interface.  In  other 
words,  the  greater  the  concentration  of  sur- 
facant  at  an  interface  the  greater  will  be  the 
reduction  in  surface  tension. 

In  an  effort  to  verify  the  postulate  that 
surface  tension  diminishes  at  smaller  alve- 
olar volumes  and  to  elucidate  the  effect  of 
surface  active  materials,  these  investigators 
utilized  a Wilhelmy  balance.42’45’46’48  This  is 
an  experimental  device  for  measuring  sur- 
face tension  which  consists  of  a trough  across 
which  a thin  film  may  be  spread.  A move- 
able  cross  bar  forms  one  side  of  the  film  and 
allows  changing  surface  area  easily.  A strain 
gauge  is  attached  to  a silver  wire  on  the  sur- 
face of  the  fluid  extract.  The  strain  gauge 
monitors  the  changes  in  surface  tension  as 
the  surface  area  of  lung  extracts  change  in 
the  experimental  model.  Indeed,  the  theo- 
retical considerations  were  borne  out  and  a 
marked  decrease  in  surface  tension  occurred ; 
it  was  observed  that  the  surface  tension  fell 
from  approximately  40  dynes/cm.2  to  three 
dynes/cm.2  with  a 20  per  cent  decrease  in 
surface  area  (see  figure  4). 

It  is  interesting  to  observe  that  the  pres- 
sure-area relationships  of  surface  active  ex- 
tracts from  children  dying  of  hyaline  mem- 
brane disease  show  very  little  reduction  in 
surface  tension  as  the  area  is  reduced;  this 
is  a reflection  of  the  high  surface  tension 


which  is  maintained  in  these  infants  (see 
figure  5). 

Thus,  these  laboratory  observations  may 
serve  to  explain  the  paradox  observed 
by  Brown,  Clements,  and  van  Neer- 
gaard.21’ 42>  43’ 44  At  large  alveolar  volumes, 
the  surface  film  is  stretched  and  surface  ac- 
tive materials  are  thinned  out  so  that  the 
forces  of  surface  tension  act  unabated  in 
their  contribution  to  lung  elasticity.  In  an 
opposite  manner  at  low  alveolar  volumes,  the 
film  and  surface-active  materials  are  com- 
pressed and  the  associated  reduction  in  sur- 
face tension  acts  to  prevent  collapse  of  alve- 
oli due  to  surface  forces,  i.e.,  it  lessens  the 
effect  of  elasticity.  The  discovery  of  this 
phenomenon  forms  the  basis  for  recent  ad- 
vances in  the  pathophysiology  of  various 
forms  of  atelectasis. 

PHYSICAL  AND  PHYSIOLOGICAL  PROPERTIES 
OF  THE  ALVEOLAR  LINING  LAYER 

The  existence  and  precise  source  of  an 
alveolar  lining  layer  remained  a moot  point 
until  the  advent  of  electron  microscopic 
studies.22  Macklin24  supported  this  concept 
with  his  observation  of  a dynamic  mucoid 
alveolar  microfilm;  he  was  among  the  first 
investigators  to  attribute  the  property  of 
maintenance  of  surface  tension  to  this  film. 

Miller  and  Bondurant48  discovered  that 
lungs  of  amphibians  and  birds  lack  the  sur- 
face-active material.  In  addition  these  non- 
mammalian species  lack  mitochondrial  gran- 
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Figure  5.  Tension-area  diagram.  This  inscription 
illustrates  the  marked  increase  and  the  maintenance 
of  a high  surface  tension  in  extracts  from  lungs  of  in- 
fants with  hyaline-membrane  disease. 
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ules  in  the  alveolar  cell  cytoplasm.  Klauss, 
et  al.,15  found  that  after  bilateral  vagotomy, 
guinea  pigs  showed  a reduction  in  the  num- 
ber of  inclusion  bodies  in  alveolar  cells  and 
a concomitant  reduction  in  surfactant.  Ultra- 
centrifugation studies  by  these  investiga- 
tors50 reveal  that  the  mitochondrial  fraction 
of  the  subcellular  constituents  represents  the 
strongly  active  material  while  other  cellular 
fractions  do  not  exhibit  such  surface  activity. 

Recently,  Brooks21  has  demonstrated  mito- 
chondrial lamellar  transformation  in  the 
alveolar  epithelial  cells.  He  postulated  that 
mitochondria  produce  the  surface-active 
agent,  and  transformed  mitochondria  trans- 
port it  to  the  alveolar  surface  where  it  can 
be  seen  erupting  into  the  alveolar  air  spaces 
(see  illustration  III). 

Qualitative  analysis  of  this  surfactant  by 
Klauss49  revealed  that  it  is  a complex  lipo- 
protein, composed  mainly  of  phospholipids 
and  protein  with  smaller  amounts  of  choles- 
terol, triglycerides,  and  fatty  acids.  Pattle51 
agrees  that  there  is  a high  phospholipid  con- 
tent in  the  surfactant.  Brown52  obtained 
dipalmitoyl  phosphatidyl  choline  from  wash- 
ings of  healthy  lungs;  he  was  able  to  show 
that  it  possesses  many  of  the  properties  of 
the  complex  surfactant,  but  it  was  not  so  ac- 
tive as  the  protein  complex.  Lecithin  (phos- 
phatidyl choline)  serves  as  a prototype  for 
the  surface-active  material  (see  figure  6)  ; 


Illustration  III.  Lamellar  transformation  of  alveolar 
cell  mitochondria  can  be  clearly  visualized  in  this  elec- 
tron photomicrograph  by  Robert  E.  Brooks.  An  altered 
mitochrondrion  can  be  seen  erupting  into  the  alveolar 
space  from  the  alveolar  cell.  (From  Sci.  Am.  207: 
121,  1962;  reproduced  with  permission  of  authors.) 
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Figure  6.  Lecithin  (phosphatidyl  choline)  has  been 
isolated  in  complex  form  from  lung  extracts;  it  ex- 
hibits surface  tension  lowering  properties  and  may 
serve  as  a prototype  of  the  “anti-atelectasis  factor.” 

this  compound  has  been  found  among  the 
constituents  of  this  complex  lipoprotein  and 
inherently  exhibits  surface  activity. 

Precise  chemical  characterization  of  the 
surface-active  material  will  require  further 
investigation. 

The  appearance  and  onset  of  activity  of 
the  lung  lining  film  is  correlated  with  the 
histological  appearance  of  the  lung.  It  has 
been  shown  by  Pattle53  that  the  capacity  to 
form  such  a film  appears  at  the  time  when 
the  larger  lumina  of  the  lung  cease  to  be 
lined  with  cuboidal  epithelium;  this  trans- 
formation usually  occurs  at  about  the  twenty- 
fourth  week  of  human  fetal  life.  These 
studies  indicate  that  the  pulmonary  sur- 
factant is  rather  late  in  appearing,  i.e.,  with- 
in the  last  trimester  of  pregnancy.  However, 
its  causal  relationship  to  the  respiratory 
distress  syndrome  with  atelectasis  cannot  be 
deduced  from  these  studies. 

CLINICAL  AND  PATHOLOGICAL  CORRELATION 
OF  THE  SURFACE  ACTIVITY  PHENOMENON 
AND  RESPIRATORY  DISTRESS  SYNDROMES 
IN  INFANTS  AND  ADULTS 

Clinical  observations  have  revealed  several 
interesting  facts  concerning  respiratory  dis- 
tress syndromes  in  adults  and  infants. 
Tooley,  et  al. 54  have  observed  that  blood  cir- 
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culated  through  a pump-oxygenator  for  over 
six  hours  and  then  transfused  to  dogs  result- 
ed in  hyaline  membranes  and  atelectasis. 
These  same  investigators55  also  observed  that 
after  unilateral  pulmonary  artery  occlusion 
in  dogs  there  was  a reduction  in  lung  volume, 
decrease  in  alveolar  size,  patchy  atelectasis, 
hyaline  membranes  and  an  increase  in  the 
minimal  surface  tension  of  lung  extracts. 
These  observations  point  toward  the  presence 
of  some  toxic  substance  liberated  or  pro- 
duced by  alterations  in  the  blood  during 
pump-oxygenation,  and  also  the  latter  studies 
seem  to  indicate  that  the  integrity  of  the 
alveolar  cells  is  more  dependent  on  pulmo- 
nary arterial  blood  flow  than  on  alveolar 
oxygen  supply. 

Prolonged  atelectasis  in  vivo  may  alter  the 
alveolar  lining  layer  secondarily.  Sutnick 
and  Soloff56  found  a decreased  amount  of 
extractable  surfactant  in  the  adult  atelectatic 
lung.  Therefore,  it  seems  probable  that  poor 
oxygenation  of  atelectatic  segments  will  alter 
the  surface  layer  just  as  it  does  in  the  case 
of  pulmonary  artery  occlusion.  Thus  hy- 
poxia may  serve  as  the  insulting  factor  in 
the  disruption  of  the  alveolar  lining. 

Subsequent  to  the  demonstration  by  van 
Breemen7  that  fibrin  is  a major  component 
of  the  pulmonary  hyaline  membranes,  Lie- 
berman57' 58  examined  the  fibrinolytic  en- 
zyme systems  in  affected  lungs.  Initial 
studies  seemed  to  indicate  that  these  affect- 
ed lungs  were  deficient  in  plasminogen  ac- 
tivator and  that  this  was  the  explanation  for 
the  persistence  of  fibrin  coagula  in  the  typ- 
ical membranes.  Recently,  Lieberman  has 
demonstrated  the  presence  of  a potent  in- 
hibitor of  plasminogen  activation  in  such 
tissues,  and  this  mechanism  could  thereby 
prevent  normal  dissolution  of  a fibrin  co- 
agulum.  In  a recent  editorial,  Lieberman59 
now  acknowledges  the  possibility  of  a mul- 
tiplicity of  factors  operating  to  produce  the 
florid  clinical  picture  of  the  respiratory  dis- 
tress syndrome  with  atelectasis. 

Surface  tension  is  known  to  play  an  im- 
portant role  in  the  maintenance  of  the  os- 
motic equilibrium  of  the  alveolar  unit  with 
its  surrounding  tissue  fluids.  Clements,  et 
al .41  point  out  the  effect  that  surface  tension 
forces  produce  in  opposing  the  osmotic  gra- 
dient and  thereby  tend  to  pull  fluid  into  the 
alveoli.  If  it  were  not  for  the  presence  of 
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the  pulmonary  surfactant  and  its  ability  to 
reduce  surface  tension,  the  osmotic  gradient 
might  conceivably  be  reversed  resulting  in 
an  alveolar  effusion.  In  fact,  the  absence  of 
the  surface  tension  lowering  substance  has 
been  implicated  in  the  production  of  alveolar 
effusions  by  this  mechanism  of  altered 
osmotic  equilibrium  with  the  subsequent  de- 
velopment of  fibrin  coagula  and  “mem- 
branes.”11’ 58 

In  summary,  three  parameters  have  been 
postulated  to  explain  the  spectrum  of  pul- 
monary disease  found  in  hyaline  membrane 
disease:  (1)  Decreased  surface  tension  low- 
ering substance,  (2)  Enhanced  and  patho- 
logical pulmonary  exudations,  (3)  Inhibited 
fibrinolysis  within  the  alveoli.  It  must  be 
considered  that  the  deficiencies  of  surfactant 
and  the  deficiencies  of  fibrinolysin  may  rep- 
resent deficiencies  of  the  same  or  similar 
substances  and  that  the  pulmonary  exuda- 
tion may  only  represent  an  exaggeration  of 
a physiologic  process  due  to  the  increased 
surface  tension. 

It  seems  clear  that  the  pathological  altera- 
tions observed  in  certain  forms  of  the  respira- 
tory distress  syndrome  are  correlated  in 
most  instances  with  a diminished  amount 
and  activity  of  the  surface  active  component 
of  the  alveolar  lining  layer.  At  present  de- 
ficiencies of  the  “anti-atelectasis  factor”  and 
inhibited  plasminogen  activation  in  pulmo- 
nary tissues  of  typical  hyaline  membrane 
syndrome  seem  to  be  components  of  a non- 
specific pathophysiologic  response  of  young 
infants  to  factors  yet  unidentified,  acting  in 
the  natal  or  early  post-natal  period.  Whether 
this  absence  of  surface  active  material  is 
primary  or  secondary  remains  to  be  deter- 
mined at  the  present  stage  of  investigation. 
In  other  words,  is  the  diminished  surface 
activity  the  cause  or  the  result  of  other  phe- 
nomena observed  in  the  respiratory  distress 
syndrome? 

SUMMARY 

The  clinical  manifestations  of  the  respira- 
tory distress  syndrome  have  been  reviewed. 
The  microscopic  anatomy  of  the  lung  units 
has  been  described.  Pathophysiological  alter- 
ations which  are  secondary  to  atelectasis  have 
been  outlined  in  the  neurological  and  cardio- 
pulmonary sequelae  of  this  syndrome. 
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The  effects  of  surface  phenomena  on  nor- 
mal respiratory  physiology  was  analyzed. 
The  importance  of  the  alveolar  lining  layer 
and  its  contribution  to  alveolar  stability  was 
discussed. 

The  recent  advances  in  respiratory  dis- 
tress syndrome  of  adults  and  infants  are 
correlated  with  the  physiological  role  of  sur- 
face-active materials  as  well  as  fibrinolysin 
deficiencies. 
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ABSTRACTS 


CAN  THE  GOOD  LIFE  PREVENT  HEART  ATTACKS 

This  paper  reports  a study  of  the  death  rate  due  to 
myocardial  infarction  in  Roseta,  Pennsylvania  com- 
pared to  four  other  towns  in  the  area.  Hospital  records 
were  reviewed  and  the  attending  physician  consulted 
with  regard  to  all  patients  reported  to  have  died  of 
cardiovascular  disease.  It  was  found  that  the  death 
rate  due  to  myocardial  infarction  was  significantly  less 
in  Roseta.  There  were  no  deaths  under  the  age  of  47. 
Death  rates  from  arteriosclerotic  heart  disease  and 
other  causes  were  essentially  similar.  Incomplete  die- 
tary studies  indicate  that  the  Rosetans  eat  an  Italian 
diet  rich  in  fat  and  calories.  Both  men  and  women 
over  age  21  were  overweight.  The  social  conditions  of 
the  community  were  emphasized  by  the  authors.  Ro- 
setans were  found  to  be  mutually  supporting  and  trust- 
ing. The  citizens  are  described  as  “gay,  boisterous, 
and  unpretentious”  with  the  wealthy  dressing  similarly 
lo  their  poorer  neighbors.  There  is  no  crime  in  Roseta. 

Whether  their  sensible  way  of  life  contributes  to  their 
good  health  remains  to  be  determined.  Genetic  and 
ethnic  factors  may  be  important.  It  is  interesting  to 
note,  however,  that  myocardial  infarction  at  relatively 
young  ages  has  occurred  in  people  born  in  Roseta  but 
who  have  lived  most  of  their  life  elsewhere. 

EDITOR’S  NOTE:  Jt  would  appear  that  the  best 
course  would  be  to  live  a happy  life  and  cut  down  on 
calories  and  fat. 

Unusually  Low  Incidence  of  Death  From  Myocardial 

Infarction,  Clarke  Stout,  M.D.,  Jerry  Morrow,  M.D., 

Edward  N.  Brandt,  Jr.,  M.D.,  and  Stewart  Wolf,  M.D. 

Journal  of  the  American  Medical  Assoc.,  188,  10:  121- 

125,  June  8,  1964. 

? A NEW  SYNDORME 

In  this  article  the  author  has  collected  14  similar 
cases.  These  patients  present  with  a prodrome  of  fa- 
tigue and  emotional  tension  precipitated  by  an  acute 
iufluenza-like  illness.  There  is  mental  depression,  oc- 
cipital headache,  easy  fatigability,  increased  sweating, 
mild  joint  pains  and  “restless  legs.”  The  physical 
signs  include  cold,  wet  hands  and  feet,  dark  eyelids 
and  mild  nailbed  cyanosis.  Laboratory  findings  are 
low  basal  metabolic  rate,  elevated  blood  cholesterol 
and  uric  acid  level,  normal  blood  sugar,  and  reversal 
of  the  neutraphile-lymphocyte  ratio.  The  24  hour  ex- 
cretion of  17  ketosteroids  and  17-OH  corbcoids  were 
low  in  seven  cases  and  normal  in  seven.  The  response 
to  ACTH  appeared  to  be  subnormal  although  this  was 
not  commented  on  by  the  author.  These  patients  had 
remarkable  improvement  in  their  symptoms  after  40 
units  ACTH  gel.  Two  patients  did  not  respond  to 
saline  injections.  Treatment  was  carried  out  from  a 
period  of  three  months  in  the  shortest  to  63  months  in 
the  longest  before  it  could  be  discontinued  without 
return  of  symptoms. 

EDITOR’S  NOTE:  I’m  afraid  we  would  have  to  ask 
for  more  complete  studies  before  we  could  attribute 
the  syndrome  to  defective  ACTH  secretion.  It  remains 


a fascinating  possibility.  I would  like  to  emphasize 
that  many  endocrine  diseases  masquerade  as  mental 
conditions  and  vice  versa.  Mistakes  are  made  con- 
stantly on  both  sides. 

An  Unusual  Syndrome  Responding  To  Prolonged  ACTH 
Therapy,  M.  E.  Groover,  Jr.,  Journal  of  the  American 
Geriatrics  Society,  12,  350,  April,  1964. 

RECENT  PUBLICATIONS 

The  Journal  welcomes  the  opportunity  to  list  current 
publications  by  any  Oklahoma  physician. 

A Quantitative  Evaluation  of  Functional  Stenosis  of  the 
Semilunar  Valve,  Robert  H.  Bayley,  American  Heart 
Journal,  67:  508-511,  April,  1964. 

Central  Nervous  System  Effects  of  Chronic  Exposure 
to  Organophosphate  Insecticides,  J.  Robert  Dille, 
M.D.,  and  Paul  W.  Smith,  Ph.D.,  Aerospace  Medicine, 
35:  475-478,  May,  1964. 

Neutralization  of  Bacteriophage  <t>X174  by  Specific  Anti- 
serum, B.  U.  Bowman,  Jr.,  and  R.  A.  Patnode,  Jour- 
nal of  Immunology,  92:  514,  1964. 

Immunofluorescence  and  Antinuclear  Antibodies,  George 
J.  Friou,  M.D.,  Arthritis  and  Rheumatism,  7:  161-166, 
April,  1964. 

Male-Female  Difference  in  Underwater  Sensory  Isola- 
tion, Cathryn  Walters,  Oscar  A.  Parsons,  and  Jay  T. 
Shurley,  The  British  Journal  of  Psychiatry,  110:  290- 
95,  March,  1964. 

Effect  of  Adenosine  Triphosphate  Administration  In 
Irreversible  Hemorrhagic  Shock,  Samir  M.  Talaat, 
Walter  H.  Massion,  John  A.  Schilling,  Surgery,  55: 
813,  June,  1964. 

Effect  of  Galactose  on  Urinary  Electrolyte  Excretion  in 
Man,  Robert  D.  Lindeman,  H.  Earl  Ginn,  John  M. 
Kalbfleisch,  and  William  O.  Smith,  Proceedings  of 
the  Society  for  Experimental  Biology  and  Medicine, 
115:  264-67,  1964. 

The  Measurement  of  Evaporative  Water  Loss  by  a 
Thermal  Conductivity  Cell,  T.  Adams,  G.  E.  Funk- 
houser,  & W.  W.  Kendall,  J.  Applied  Physiology, 
18:  1291,  1963. 

Specific  Nuclear  Reaction  Pattern  of  Antibody  to  DNA 
in  lupus  erthematous  sera,  Salvador  P.  Casals, 
George  J.  Friou,  & Perry  O.  Teague,  Journal  of 
Laboratory  and  Clinical  Medicine,  St.  Louis,  62: 
625-631,  Oct.,  1963. 

Pediatric  Evaluation  of  Speech  and  Hearing  Disorders, 
Syvlia  O.  Richardson,  M.D.,  Clin.  Pediat.,  3:  150, 
March,  1964. 

The  Pyloric  Tit  in  Hypertrophic  Pyloric  Stenosis, 
Charles  E.  Shopfner,  Am.  J.  Roentg.  Rad.  Thera  & 
Nucl.  Med.  XCI:  674-679,  March,  1964. 

Reprints  of  the  above  publications  are  usually  available  on 
request  from  the  senior  author,  c/o  Mrs.  Joan  Campbell,  Veter- 
ans Administration  Hospital,  921  N.E.  13th  Street,  Oklahoma 
City,  Oklahoma. 
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The  Relationship  of  Physicial  Activity 
to  the  Serum  Cholesterol  Concentration 


JOHN  NAUGHTON,  M.D. 


It  is  well-known  that  the  serum  concen- 
tration of  cholesterol  may  be  altered  by  many 
factors.  The  level  is  usually  lowered  by  ca- 
loric restriction  or  alterations  in  the  quality 
of  fat  intake  while  it  is  almost  invariably 
elevated  following  periods  of  emotional 
stress. 

Another  factor  which  is  known  to  affect 
the  level  of  serum  cholesterol  is  physical  ac- 
tivity. Taylor1  found  the  cholesterol  level 
lower  in  young  men  after  a period  of  daily 
physical  activity.  However,  the  subjects  lost 
weight  during  the  training  program  and  he 
attributed  the  changes  to  dietary  alterations 
and  weight  loss  rather  than  to  the  physical 
activity  per  se.  Similarly,  Montoye2  found 
that  six  weeks  of  regular,  daily  physical  ac- 
tivity was  followed  by  a reduction  of  the 
resting  cholesterol  concentration  in  middle- 
aged  men.  Six  weeks  of  deconditioning  in 
these  same  subjects  was  associated  with  a 
return  of  the  cholesterol  concentration  to  the 
pre-training  levels. 

From  the  Department  of  Medicine  and  the  Neurocardiology 
Research  Center  of  the  University  of  Oklahoma  Medical  Center, 
Oklahoma  City,  Oklahoma. 
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Such  observations  have  prompted  an  in- 
vestigation of  the  effects  of  physical  train- 
ing on  the  cholesterol  concentration  in  a 
group  of  twenty  middle-aged  men  from  Okla- 
homa County.  Ten  of  them  were  presumably 
healthy  while  ten  had  recovered  from  well 
documented  episodes  of  myocardial  infarc- 
tion. The  cardiac  patients  were  essentially 
asymptomatic  and  had  no  serious  complica- 
tions. A venous  blood  specimen  for  deter- 
mination of  the  serum  cholesterol  concentra- 
tion was  obtained  during  rest  and  after  an 
acute  exercise  performance  at  the  beginning 
and  at  the  end  of  the  program.  All  of  them 
participated  in  a regular  physical  condition- 
ing program  for  six  months. 

The  results  are  tabulated  in  table  1.  The 
weight  of  the  two  groups  were  comparable 
before  and  after  training.  The  weight  did 
not  vary  significantly  during  the  six  month 
period,  a fact  which  indicates  the  subjects 
probably  increased  their  daily  caloric  intake 
to  meet  the  added  demands  of  the  training 
program  instead  of  maintaining  their  pre- 
conditioning dietary  intake.  It  is  estimated 
that  these  subjects  utilized  between  250-300 

Oklahoma  State  Medical  Association 


TABLE  I 


Weight  (kg)  Cholesterol  (mg/100  ml) 

Group  Pre-Training  Post-Training  Pre- Training  Post-Training  P 

10  Cardiac  Patients  76.7 ±13.3  76.8 ±10.9  236 ±44.9  212 ±20.0  <.05 

10  Healthy  Men  80.0±9.5  79.7±11.5  205  ± 39.1  169  ±43.8  <.01 

Table  I:  The  weight  and  cholesterol  concentration  were  determined  in  the  two  groups  of  men  before  and 
after  six  months  of  regular  physical  conditioning.  Weight  did  not  differ  significantly  following  training.  How- 
ever, the  resting  cholesterol  levels  decreased  significantly  in  both  the  healthy  men  and  the  cardiac  patients. 


kcal  per  activity  period.  The  serum  choles- 
terol concentration  was  significantly  higher 
in  these  patients  than  in  the  healthy  men  be- 
fore and  after  the  training  period.  How- 
ever, physical  training  had  the  same  effect 
in  both  groups  of  men,  i.e.,  a lowering  of  the 
resting  cholesterol  level.  This  change  oc- 
curred despite  the  fact  that  neither  group 
lost  appreciable  weight  nor  altered  the  qual- 
ity of  the  caloric  content  in  their  diets.  Both 
groups  responded  to  acute  exercise  with  an 
elevation  of  the  serum  cholesterol  concentra- 
tion before  and  after  the  program. 

These  results  agree  with  those  observed 
in  a younger  population  of  medical  person- 
nel.3 These  twenty  middle-aged  subjects  have 
volunteered  for  a long-term  physical  train- 
ing program.  It  will  be  of  interest  to  estab- 
lish how  long  the  lowered  serum  cholesterol 
concentration  can  be  maintained,  and  wheth- 
er or  not  it  will  return  to  its  original  levels 
after  some  of  the  subjects  have  discontinued 
the  training  program. 

These  observations  raise  many  unan- 
swered questions.  The  elevation  of  serum 
cholesterol  levels  following  acute  exercise  is 
rather  constant.  It  is  known  that  exercise 
stimulates  mobilization  of  catechol  amines, 
particularly  norepinephrine,  which  in  turn 


causes  the  release  of  free  fatty  acids  and 
other  lipids.  These  products  serve  as  a source 
of  energy  with  which  the  individuals  meet 
the  demands  of  exercise.  It  is  of  interest 
that  these  same  changes  have  been  observed 
in  patients  with  hypopituitarism  and  with 
bilateral  adrenalectomy. 

The  mechanism  for  the  lower  cholesterol 
concentration  following  physical  training 
has  not  been  defined.  It  has  been  speculated 
that  the  hepatic  storage  of  glycogen  and  of 
cholesterol  is  increased  with  training.  It 
could  be  that  the  physically  active  individual 
has  a more  efficient  mechanism  for  mobiliz- 
ing and  storing  cholesterol  than  does  the 
sedentary  one. 

These  effects  on  the  cholesterol  concentra- 
tion provide  another  bit  of  evidence  support- 
ing the  use  of  regular,  vigorous  physical  ac- 
tivity as  a preventive  and  therapeutic  meas- 
ure. □ 
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CONFLICT  OVER  DOCTOR  SUPPLY? 

A 1959  Surgeon  General’s  report  estimated  that  the  U.S.  would  need 
330,000  doctors  by  1975,  the  production  of  which  would  require  20  to  24 
new  medical  schools.  However,  in  the  1964  Health  Source  Book  of  the 
U.S.  Public  Health  Service,  it  is  estimated  that  there  will  be  356,900  phy- 
sicians in  the  U.S.  by  1975  even  at  the  present  rate  of  output. 

The  American  Medical  Association  says  the  divergent  calculations 
result  from  an  underestimate  of  physician  population  made  in  the  1959 
report,  in  addition  to  an  underestimate  of  the  number  of  new  foreign 
licentiates.  AMA’s  Council  on  Medical  Education  is  launching  a study 
of  the  problem. 
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AMA  Hits  Medicare,  Ducks  Dues  Increase 


Health  care  for  the  aging,  a pro- 
posed dues  increase,  a new  teletype 
communications  system  for  the  med- 
ical profession,  a statement  on  hu- 
man reproduction  and  recommenda- 
tions from  the  Commission  on  the 
Cost  of  Medical  Care  were  among 
the  major  subjects  acted  upon  by  the 
House  of  Delegates  at  the  American 
Medical  Association’s  18th  Clinical 
Convention  held  November  29th-De- 
cember  2nd  in  Miami  Beach,  Flori- 
da. 

Tribute  was  paid  to  the  late  Doc- 
tor Norman  A.  Welch,  AMA  Presi- 
dent who  died  on  September  3rd,  in 
a memorial  statement  from  the  Mas- 
sachusetts Medical  Society  and  in  a 
resolution  adopted  by  the  House. 

Doctor  James  Z.  Appel  of  Lan- 
caster, Pennsylvania,  vice-chairman 
of  the  AMA  Board  of  Trustees  and  a 
member  of  the  Board  since  1957,  was 
named  President-Elect  of  the  Associ- 
ation. He  will  become  President  in 
June,  1965,  succeeding  Doctor  Dono- 
van F.  Ward  of  Dubuque,  Iowa,  who 
took  office  after  the  death  of  Doctor 
Welch. 

To  take  Doctor  Appel’s  place  on 
the  AMA  Board  of  Trustees,  the 
House  elected  Doctor  Joseph  B.  Cope- 
land of  Austin,  Texas,  who  for  the 
past  year  has  been  serving  as  Depu- 
ty Commissioner  of  Health  in  the 
State  of  Texas.  Doctor  Copeland  was 
unsuccessfully  opposed  by  Malcom 
E.  Phelps,  M.D.,  El  Reno,  Oklaho- 
ma, who  quickly  moved  that  Doctor 
Copeland’s  election  be  made  unani- 
mous. 

Final  registration  at  the  convention 
reached  a total  of  9,356,  including 
4,118  physicians. 

Health  Care  for  the  Aging 

Definitive  action  on  the  issue  of 
health  care  for  the  aging  came  with 
the  House  of  Delegate’s  strong  en- 
dorsement of  Doctor  Ward’s  Monday 
address,  in  which  he  declared  that 


“We  have  no  choice  except  to  stand 
firm  in  our  efforts  to  prevent  the 
standards  of  health  care  in  this  coun- 
try from  being  undermined  by  a rad- 
ical departure  from  the  unique 
American  way  which  has  accom- 
plished so  much  for  mankind.’’ 
Reaffirming  the  Association’s  op- 
position to  the  King-Anderson  type 
of  legislation,  Doctor  Ward  said: 

“If  we  have  been  right  in  the  past 
— and  that  is  our  unshakeable  belief 
— then  we  are  right  today.  And  we 
shall  be  right  tomorrow.” 

Calling  for  renewed,  intensive  ef- 
fort to  prevent  the  passage  of  such 
legislation,  he  pointed  out  that  “we 
do  not,  by  profession,  compromise 
in  matters  of  life  and  death.  Nor  can 
we  compromise  with  honor  and 
duty.” 

Doctor  Ward,  expressing  pride  in 
the  medical  profession,  concluded 
his  address  with  these  statements: 
“I  pray  that  we  all  gain  strength 
for  renewed  effort  by  the  simple  re- 
flection that  what  we  are  doing  is 
worthwhile  — that  if  the  effort  is 
great,  the  results  of  not  making  the 
effort  would  be  unthinkable  — and, 
finally,  what  we  are  doing  is  vastly 
more  important  than  ourselves. 

“No  more  can  be  asked  of  us  as 
citizens.  No  less  should  be  offered  by 
us  in  guarding  our  heritage  of  free- 
dom.” 

To  implement  the  ideas  in  Doctor 
Ward’s  address,  the  House  gave  un- 
equivocal approval  of  a Board  of 
Trustees  suggestion  that  an  ex- 
panded educational  program  be  con- 
ducted in  the  next  few  months.  In 
asking  for  this  approval,  the  Board 
pointed  out  that  “a  variety  of  tech- 
niques and  media  must  be  utilized 
if  the  public,  the  Congress  and  spe- 
cial audiences  are  to  be  reached  ef- 
fectively.” 

The  House  took  no  action  on  three 
resolutions  which  would  have  altered 


the  AMA  position  on  health  care  leg- 
islation. Instead,  the  House  adopted 
a resolution  which  urged  “component 
associations  to  stimulate  the  state 
and  local  governments  to  seek  the 
fullest  possible  implementation  of 
existing  mechanisms,  including  the 
voluntary  health  insurance  principle, 
to  the  end  that  everyone  in  need, 
regardless  of  age,  is  assured  that 
necessary  health  care  will  be  avail- 
able.” 

The  state  medical  societies  also 
were  urged  to  send  representatives 
to  two  forthcoming  conferences  re- 
lated to  the  issue  of  health  for  the 
aging— one  on  December  13th  to  help 
plan  the  new  educational  program 
and  the  other  on  January  9th-10th, 
1965,  to  consider  further  implementa- 
tion and  expansion  of  the  Kerr-Mills 
programs. 

Dues 

Brushing  aside  a strong  effort  to 
raise  AMA  dues,  an  effort  initiated 
at  last  June’s  House  of  Delegates 
meeting  in  San  Francisco,  the  Board 
of  Trustees  recommended  that  no 
dues  increase  be  approved  at  this 
time.  The  Board’s  report  received 
no  opposition  from  the  Miami  Beach 
assembly  of  the  House  of  Delegates. 

Teletype  Communications  System 

The  House  approved  a recommen- 
dation from  the  Board  of  Trustees 
for  establishment  of  a tele-typewrit- 
er communications  service  between 
the  AMA  and  the  state  medical  socie- 
ties. The  system  will  provide  auto- 
matic and  uninterrupted  communica- 
tions between  AMA  Headquarters 
and  all  participating  state  societies, 
and  between  the  state  societies  with- 
out involving  the  facilities  at  the 
AMA  Headquarters.  The  system  also 
will  enable  any  state  society  to  com- 
municate with  all  other  TWX  sub- 
scribers in  the  United  States  and 
Canada. 
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In  approving  the  recommendation, 
the  House  emphasized  that  participa- 
tion is  optional  with  the  state  medi- 
cal societies  but  it  also  urged  each 
society  to  “seriously  consider  taking 
advantage  of  this  rapid  communica- 
tions system.”  Installation  and  rental 
costs  for  the  teletype  equipment,  both 
at  AMA  Headquarters  and  at  t h e 
headquarters  of  each  participating 
medical  society,  will  be  paid  by  the 
AMA.  The  cost  of  transmitting  mes- 
sages will  be  paid  by  whichever  or- 
ganization originates  each  message. 
It  is  hoped  that  the  new  communica- 
tions system  will  become  operative 
no  later  than  July,  1965. 

Human  Reproduction 

Updating  its  policies  on  population 
control,  “to  conform  to  changes  in  so- 
ciety and  medicine”  and  to  “take  a 
more  positive  position  on  this  very 
important  medical  - socio  - economic 
problem,”  the  House  adopted  the  fol- 
lowing four-point  statement: 

“1.  An  intelligent  recognition  cf  the 
problems  that  relate  to  human  re- 
production, including  the  need  for 
population  control,  is  more  than  a 
matter  of  responsible  parenthood;  it 
is  a matter  of  responsible  medical 
practice. 

“2.  The  medical  profession  should 
accept  a major  responsibility  in  mat- 
ters related  to  human  reproduction 
as  they  affect  the  total  population 
and  the  individual  family. 

“3.  In  discharging  this  responsibil- 
ity, physicians  must  be  prepared  to 
provide  counsel  and  guidance  when 
the  needs  of  their  patients  require  it 
or  refer  the  patients  to  appropriate 
persons. 

“4.  The  AMA  shall  take  the  respon- 
sibility for  disseminating  information 
to  physicians  on  all  phases  of  human 
reproduction,  including  sexual  behav- 
ior, by  whatever  means  are  appropri- 
ate.” 

In  taking  the  action,  the  House  also 
recommended  that  the  AMA  cooper- 
ate with  the  appropriate  voluntary 
organizations  in  the  field  of  human 
reproduction  which  have  adequate 
medical  direction. 

Commission  on  the  Cost  of 
Medical  Care 

With  modifications  suggested  by 


the  Board  of  Trustees,  the  House  ap- 
proved 33  recommendations  from  the 
Commission  on  the  Cost  of  Medical 
Care.  The  suggestions  had  been  re- 
arranged by  the  Board  into  four  sec- 
tions — Research,  Hospitals,  Physi- 
cians and  Miscellaneous.  In  accept- 
ing the  Board  report,  the  House  also 
rejected  a floor  amendment  which 
recommended  that  a medical  advi- 
sory committee  composed  of  prac- 
ticing physicians  be  appointed  to  su- 
pervise the  several  studies  which 
were  suggested. 

In  presenting  its  conclusions  and 
recommendations  to  the  Board  of 
Trustees,  the  Commission  on  the 
Cost  of  Medical  Care  expressed  the 
hope  “that  the  recommendations 
which  are  approved  will  help  pro- 
mote the  wisest  possible  use  of  the 
medical  care  dollar  and  aid  in  the 
development  of  more  meaningful 
data  on  the  cost  of  medical  care.” 

The  House  learned  that  a substan- 
tial number  of  the  studies  recom- 
mended by  the  Commission  are  al- 
ready under  way  and  that  others  are 
in  the  process  of  being  implemented. 
The  House  also  emphasized  its  ap- 
preciation of  the  importance  of  these 
continuing  studies  and  urged  that 
adequate  funds  be  provided  for  maxi- 
mum implementation  of  the  recom- 
mendations. 

Miscellaneous  Actions 

In  considering  a wide  variety  of  an- 
nual reports,  special  and  supple- 
mentary reports  and  resolutions,  the 
House  also: 

•Amended  the  Bylaws  to  permit 
the  presidential  inauguration  to  take 
place  at  a time  other  than  Tuesday 
evening  and  approved  a suggestion 
that  the  inaugural  ceremony  at  the 
1965  Annual  Convention  be  held  on 
Sunday,  June  20th; 

•Amended  the  Bylaws  to  permit 
presentation  of  the  AMA  Distin- 
guished Service  Award  at  a time  to 
be  determined  by  the  Board  of  Trus- 
tees and  learned  that  the  Board 
wishes  to  present  this  award  at  the 
Scientific  Awards  Dinner; 

•Agreed  that  the  AMA  should  co- 
operate with  the  U.S.  Public  Health 
Service  in  eradicating  the  Aedes  ae- 
gypti  mosquito  from  the  American 
hemisphere; 


•Urged  strong  support  of  the 
Woman’s  Auxiliary  and  asked  the 
state  and  county  medical  societies 
to  give  serious  consideration  to  the 
idea  of  joint  husband-wife  member- 
ship; 

•Reaffirmed  its  position  that  “gen- 
eral practitioners  should  have  the 
opportunity  to  practice  medicine  as 
active  staff  members  in  hospitals 
and  should  have  granted  to  them 
such  hospital  privileges  as  their 
training  and  demonstrated  skills  in- 
dicate.” The  House  also  approved 
the  accumulation  of  evidence  of  dis- 
criminatory practices  with  regard  to 
general  practitioners  and  other  non- 
specialists ; 

•Agreed  that  a section  on  Space 
Medicine  should  not  be  created  at 
this  time; 

•Emphasized  its  continuing  aware- 
ness of  the  demand  for  action  on  sat- 
isfying the  need  for  increasing  num- 
bers of  family  physicians; 

•Urged  all  state  and  component 
medical  associations  to  approve, 
where  feasible,  the  inclusion  of  a 
voluntary,  nondeductible  contribution 
to  independent  political  action  com- 
mittees on  the  society’s  annual  dues 
billing  statement; 

•Approved  a Board  recommenda- 
tion that  the  1967  Clinical  Convention 
be  held  in  Houston,  Texas; 

•Agreed  with  the  Board  that  there 
should  not  be  an  increase  in  AMA 
dues  at  this  time; 

•Reaffirmed  its  approval  and  sup- 
port of  the  National  Council  for  Ac- 
creditation of  Nursing  Homes,  and: 

•Instructed  the  Board  to  re-evalu- 
ate the  mission  of  the  Commission 
on  Medical  Practice  and  take  appro- 
priate action. 

The  American  Medical  Association 
Education  and  Research  Foundation 
reported  to  the  House  that  one  out 
of  every  six  medical  students,  in- 
terns and  residents  in  the  U.S.  is 
now  receiving  financial  assistance 
from  the  Foundation’s  loan  fund.  The 
AMA-ERF  also  announced  that 
Merck  Sharp  & Dolime  pharmaceuti- 
cal company  has  made  its  fourth 
$100,000  contribution  to  the  loan  fund 
and  has  pledged  an  additional  $100,- 
000  in  1966.  □ 
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OSMA-Blue  Shield 

Harlan  Thomas,  M.D.,  OSMA 
President,  and  N.  D.  Helland,  Blue 
Cross-Blue  Shield  President,  have  an- 
nounced an  important  joint  meeting 
between  The  Boards  of  Trustees  of 
the  medical  group  and  Blue  Shield, 
to  be  held  in  Oklahoma  City,  Jan- 
uary 10th  at  the  Ramada  Inn. 

The  idea  for  the  combined  session 
emerged  from  the  recent  annual 
meeting  of  the  Blue  Shield  Trustees, 
which  was  attended  by  OSMA  offi- 
cers, key  committeemen  and  staff, 
and  the  project  has  since  been  ap- 
proved by  the  medical  association’s 
Board. 

Generally,  the  purposes  of  the 
conference  are  to  discuss  medical  ec- 
onomic conditions  which  need  the  at- 
tention of  both  organizations,  and  to 
seek  ways  and  means  to  improve  the 
relationship  between  organized  medi- 
cine and  the  prepayment  plan,  with 
the  ultimate  objective  of  providing 
improved  programs  for  health  care 
financing  in  Oklahoma. 

Although  neither  Board  will  be 
pressed  to  make  final  policy  deci- 
sions at  the  conference,  it  is  expect- 
ed that  the  following  general  objec- 
tives will  be  introduced  for  discussion 
and  consideration: 

The  OSMA  should  seriously  con- 
sider endorsing  Blue  Shield  as  the 
preferred  program  of  prepayment 
protection  for  all  Oklahomans. 

The  OSMA  and  Blue  Shield  should 
present  a joint  image  to  the  public — 
the  OSMA  as  the  provider  of  medi- 
cal care  and  Blue  Shield  as  the 
OSMA’s  preferred  fiscal  agent  to  as- 
sist Oklahomans  in  paying  for  such 
care. 

The  joint  image  of  the  two  organi- 
zations should  be  aggressively  sold 
to  the  public  and  to  the  medical  pro- 
fession. 

The  OSMA  and  Blue  Shield, 
through  appropriate  joint  committee 
action,  should  undertake  studies  to 
determine  the  adequacy  of  the  pres- 
ent Blue  Shield  product  to  meet  the 
needs  of  Oklahomans  of  various  eco- 
nomic strata.  The  price  versus  qual- 
ity syndrome  should  be  studied,  and 
recommendations  formulated  which 


Trustees  to  Meet 

will  result  in  effective  cost  control, 
competitive  innovations  in  product 
design,  massive  enrollment  of  Okla- 
homans, and  other  improvements. 

OSMA’s  Prepaid  Medical  Care 
Committee,  under  the  chairmanship 
of  Paul  A.  Bischoff,  M.D.,  Tulsa, 
is  working  with  the  OSMA  Executive 
Secretary  and  Blue  Shield  Profes- 
sional Relations  Director  Windham 
Hill  in  preparing  the  program  format 
for  the  January  joint  conference. 

Program  Outlined 

Present  program  plans  are: 

10:00  a.m.— WELCOME,  Glen  Leslie, 
President,  Blue  Shield  Board  of 
Trustees 

10:05  a.m.— RESPONSE,  Harlan 
Thomas,  M.D.,  President,  OSMA 
10:10  a.m.— ECONOMIC  FACTS  AND 
PRINCIPLES  OF  BLUE  SHIELD, 
W.  R.  Bethel,  Vice-President,  Blue 
Cross-Blue  Shield 

10:50  a.m.— ECONOMIC  RESPONSI- 
BILITY: THE  DOCTOR’S  DILEM- 
MA, Rex  E.  Kenyon,  M.D.,  Presi- 
dent-Elect, OSMA 

11:30  a.m. —AN  APPRAISAL  OF 
BLUE  SHIELD,  George  H.  Garri- 
son, M.D.,  Blue  Shield  Trustee 
12:00  Noon— LUNCHEON  PROGRAM 
(Nationally  prominent  speaker  to 
be  named.) 

1:30  p.m.— MEETING  THE  CHAL- 
LENGE . . . TOGETHER,  N.  D. 
Helland,  President,  Blue  Cross- 
Blue  Shield 

2:15  p.m.— PANEL  DISCUSSION, 
Presiding:  Glen  Leslie;  Panelists: 
All  program  participants 
3:30  p.m.— CONFERENCE  SUM- 
MARY, Don  Blair,  OSMA  Execu- 
tive Secretary 

Attendance  Urged 

The  proposed  conference  is  believ- 
ed to  be  a milestone  in  the  dynamic 
development  of  medical  economics, 
and  a supreme  effort  will  be  made 
to  assure  100  per  cent  attendance 
from  the  OSMA  Board  of  Trustees, 
the  OSMA  Prepaid  Medical  Care 
Committee,  and  the  association’s 
Council  on  Socio-Economic  Activi- 
ties. □ 


OSMA  Opposes  U.  S. 
Chamber's  OASI  Stand 

The  Oklahoma  State  Medical  Asso- 
ciation has  officially  appealed  to  the 
Economic  Security  Committee  of  the 
U.S.  Chamber  of  Commerce  to  res- 
cind its  policy  urging  compulsory 
Social  Security  protection  for  all  re- 
maining uncovered  categories  of  the 
nation’s  population,  including  self- 
employed  physicians. 

Testimony  was  presented  to  t h e 
Chamber’s  committee  on  December 
11th  in  Washington,  D.C.,  by  Charles 
L.  Johnson,  M.D.,  Bartlesville,  who 
prepared  the  OSMA  statement  in  co- 
operation with  Rex  E.  Kenyon,  M.D., 
Chairman  of  the  Oklahoma  State 
Medical  Association’s  Council  on 
Public  Policy. 

Doctor  Kenyon,  who  was  in  Wash- 
ington to  confer  with  AMA  officials 
regarding  proposed  Medicare  legisla- 
tion, accompanied  Doctor  Johnson 
when  he  appeared  before  the  cham- 
ber’s committee. 

Other  state  medical  societies  of- 
fering testimony  against  the  stand 
of  the  national  group  were  the  Illi- 
nois State  Medical  Society  and  the 
Texas  Medical  Association.  These 
groups  were  represented  by  Joe  T. 
Nelson,  M.D.,  Weatherford,  Texas, 
and  Edward  A.  Pisczczek,  M.D.,  Chi- 
cago, Illinois. 

The  full  text  of  Doctor  Johnson’s 
statement  is  printed  below: 

Mr.  Chairman  and  Members  of  the 
Committee: 

I am  Charles  L.  Johnson,  M.D., 
421  South  Cherokee,  Bartlesville, 
Oklahoma.  I am  self-employed  in  the 
general  practice  of  medicine. 

Today,  I appear  before  you  as  a 
member  of  the  U.S.  Chamber  of  Com- 
merce and  as  a Director  of  the  Bar- 
tlesville Chamber  of  Commerce.  In 
addition,  I am  officially  representing 
the  Washington-Nowata  County  Med- 
ical Society,  the  Oklahoma  State 
Medical  Association,  the  Oklahoma 
Academy  of  General  Practice,  and 
also  appear  as  a member  of  the 
American  Association  of  Physicians 
and  Surgeons. 

The  recommendation  to  extend  So- 
cial Security  coverage  to  include  non- 
covered  categories,  including  self- 
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employed  physicians,  would  seem  to 
find  its  most  logical  argument  in  the 
contention  that  until  all  the  nation’s 
workers  are  taken  under  the  plan, 
those  presently  participating  are  be- 
ing taxed  unfairly.  So,  let  us  talk  in 
terms  of  fairness.  Permit  me  to  say 
in  the  beginning  that  this  nation’s 
physicians,  and  most  certainly  those 
in  Oklahoma,  seek  no  special  treat- 
ment which  would  compromise  the 
principle  of  fairness.  We  submit, 
however,  that  physicians  represent  a 
unique  group  in  that  they  continue 
to  perform  their  professional  serv- 
ices long  after  the  usual  or  ac- 
cepted, retirement  age  of  65.  This 
extended  service  is  tempered  in  part 
by  choice,  and  in  part  by  necessity. 
Permit  me  to  offer  some  figures  in 
support  of  these  statements: 

1.  One  out  of  every  11  doctors  in 
the  United  States  is  65  years  of 
age  or  older.  This  group  includes 
23,000  practicing  physicians  and 
their  numbers  are  increasing  by 
approximately  2,500  physicians 
each  year. 

2.  Eighty-five  per  cent  of  physicians 
now  aged  65  to  72  are  actively 
practicing. 

3.  These  23,000  physicians  provide 
medical  care  for  at  least  11  mil- 
lion Americans. 

4.  If  these  physicians  retire  at  age 
65,  a catastrophic  shortage  of 
doctors  would  necessarily  result. 

The  average  physician  today,  be- 
cause of  ever-lengthening  training 
military  service  requirements,  enters 
the  private  practice  of  medicine 
somewhere  near  his  thirtieth  birth- 
day. If  he  follows  the  pattern  of  his 
older  colleagues,  he  can  expect  to 
practice  medicine  until  his  seventy- 
second  year  before  he  can  expect  to 
receive  any  benefits  from  a Social 
Security  program  to  which  he  has 
been  contributing  for  42  years.  He 
can  expect  to  work  and  to  contribute 
for  seven  years  after  his  friends  in 
other  businesses  and  professions  have 
retired  and  are  reaping  the  benefits 
of  the  program. 

Under  present  law,  the  Social  Se- 
curity contributions  for  self-em- 
ployed individuals  will  reach  6.9  per 


cent  on  a taxable  base  of  $4,800  by 
1968.  Legislation  considered  by  the 
past  Congress  would  materially  in- 
crease this  contribution;  and  there 
is,  as  you  know,  every  indication 
that  the  new  Congress  will  write  into 
law  some  proposal  to  broaden  Social 
Security  benefits  coupled  with  the 
necessary  measures  to  increase  this 
source  of  taxation.  Considering,  how- 
ever, the  unlikely  possibility  that 
there  will  be  no  increased  Social  Se- 
curity taxation,  today’s  physician, 
imder  present  law,  would  contribute 
in  his  42-year  working  life  an  aggre- 
gate sum  of  $13,910.  At  the  advanced 
retirement  age  of  72  years,  he  cannot 
hope  to  receive  from  the  Social  Se- 
curity system  any  retirement  bene- 
fits which  could  approach  the  amount 
of  this  total  contribution. 

By  virtue  of  his  longevity  of  serv- 
ice, therefore,  any  law  which  would 
require  a physician  to  contribute  far 
beyond  any  anticipated  return  is  con- 
trary to  the  intent  of  Social  Security, 
is  opposed  to  the  principle  of  insur- 
ance, with  which  this  sytem  is  too 
frequently  categorized;  and  it  is  pat- 
ently unfair  out  of  proportion  to  any 
inequity  of  taxation  that  might  result 
from  his  being  relieved  of  participa- 
tion. And,  it  should  be  noted  here 
that  many  physicians  are  already 
materially  supporting  the  program 
through  the  employers’  contribution 
to  their  employees’  protection. 

Other  groups  have  joined  by 
choice.  Physicians,  for  the  good  rea- 
sons just  enumerated,  have  consist- 
ently and  repeatedly  opposed  any 
move  which  would  compel  them  to 
participate  in  the  Social  Security 
program.  In  1962  a poll  of  the  entire 
Oklahoma  State  Medical  Association 
membership  revealed  that  925  physi- 
cians were  opposed  to  Social  Security 
coverage,  while  only  312  favored  it. 
Contrary  to  the  allegation  that  it  is 
the  young  physician  who  seeks  cov- 
erage, those  favoring  Social  Security 
coverage  in  Oklahoma  were  over- 
whelmingly from  the  older  group. 

The  Oklahoma  State  Medical  Asso- 
ciation, our  larger  county  societies, 
and  many  individual  Oklahoma  phy- 
sicians are  members  of  the  United 
States  Chamber  of  Commerce.  We 


have  supported  this  organization  be- 
cause we  believe  in  its  aims  and 
purposes;  and  we  applaud  its  untiring 
efforts  toward  the  goal  of  responsible 
government.  We  would  respectably 
request,  as  members,  that  the  mem- 
bers of  this  committee  reconsider 
the  Chamber’s  recommendation  that 
Social  Security  should  be  extended  to 
include  non-covered  categories,  and 
initiate  whatever  action  is  required 
to  amend  the  policy  declaration  in 
this  regard.  We  would  support  this 
request  with  the  facts  heretofore  pre- 
sented; and  we  would  emphasize  a 
deep  conviction,  to  which  we  as 
physicians  subscribe,  that  it  is  a 
basic  human  right  of  the  individual 
to  provide  for  his  own  security,  free- 
ly, and  without  compulsion  to  con- 
tribute to  or  receive  from  govern- 
ment programs,  if  he  chooses  to  do 
so.  n 


Federal  Heart, 

Cancer  and  Stroke 
Centers  Recommended 

A Presidential  Study  Commission 
has  recommended  a $2.9  billion  pro- 
gram on  heart  disease,  cancer  and 
stroke. 

The  research  and  treatment  plan 
would  be  built  around  a network  of 
regional  centers  designed  to  learn 
more  about  these  diseases  which 
cause  70  per  cent  of  American 
deaths. 

The  group  urged  establishment  of 
a network  of  regional  heart  disease, 
cancer  and  stroke  centers  “for  clin- 
ical investigation,  teaching  and  pa- 
tient care.”  These  would  be  located 
in  universities,  hospitals,  research 
institutes  and  other  institutions.  In- 
cluded would  be  25  centers  for  heart 
disease,  20  for  cancer  and  15  for 
stroke  to  be  established  over  a five- 
year  period.  The  program  also  would 
include  a second  national  network 
of  “diagnostic  and  treatment  sta- 
tions” located  in  communities 
throughout  the  nation,  and  increased 
grants  for  related  research. 

The  AMA  has  withheld  comment 
on  the  program.  □ 


Journal  / December  1964  / Volume  57 


545 


CONTEMPORARY  PSYCHIATRY 

INPATIENT 

OUTPATIENT 


DALLAS,  TEXAS 
FE  1-8331 


a.  j.  schwenkenberg,  m.  d. 
Joseph  I.  knapp,  m.  d. 
jackson  h.  speegle,  m.  d. 
fred  h.  jordan.  m.  d. 
joseph  h.  lindsay,  m.  d. 
john  t.  holbrook,  m.  d. 
traudl  e.  jordan-diener,  ph.  d. 
william  r.  garretson.  m.  a. 
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Liability  Conferences 
Popularly  Received 

Educational  conferences  on  pro- 
fessional liability  prevention  are  be- 
ing well  received  by  county  and  dis- 
trict medical  societies,  according  to 
Dave  B.  Lhevine,  M.D.,  Chairman 
of  the  OSMA  Council  on  Insurance. 

The  meetings  are  being  scheduled 
across  the  state  as  rapidly  as  pos- 
sible, in  an  attempt  to  generally  im- 
prove physician  knowledge  on  medi- 
cal-legal matters,  and  thus  to  avert 
unnecessary  malpractice  claims.  To 
date,  the  Council  on  Insurance — work- 
ing with  attorneys  of  the  St.  Paul 
Fire  and  Marine  Insurance  Company 
—have  held  conferences  for  the  phy- 


Attomey  Lee  Grigg  Addresses 
Tulsa  County  Doctors 


sicians  of  Garvin,  Kay,  Noble,  Payne, 
Pawnee,  Pittsburg,  Osage  and  Tulsa 
Counties. 

Schedules  are  being  coordinated 
now  to  conduct  January  and  Febru- 
ary meetings  in  Lawton  and  Mus- 
kogee Counties,  and  others  are  plan- 
ned throughout  the  Spring.  The  pro- 
gram is  being  generally  made  avail- 
able to  all  county  medical  societies, 
upon  the  request  of  county  officers. 

Program  Outlined 

Presented  by  expert  defense  at- 
torneys, the  one  and  one-half  hour 
program  covers  such  topics  as  “The 
Definition  of  Negligence,”  “Specific, 
Common  Causes  of  Malpractice,” 


“Preventing  Unwarranted  Claims 
Through  Proper  Handling  of  Diffi- 
cult Cases,”  “The  Importance  of 
Records,”  “The  Use  of  Medico-Legal 
Forms,”  “Costs  of  Defense  and  Set- 
tlement,” “Damage  to  Professional 
Reputation,”  “A  Checklist  For  Pre- 
vention,” “The  Role  of  the  Medical 
Assistant  in  Preventing  Malpractice 
Claims,”  “Relationships  With  Pa- 
tients,” “How  to  Report  a Potential 
Claim,”  “How  A Case  Is  Handled, 
Once  a Suit  is  Filed,”  “Oklahoma 
Professional  Liability  Statistics,” 
“Technical  Assault,”  and  “Hospital 
Responsibilities.” 

Following  lectures  covering  the 
basic  subject  matter,  ample  oppor- 
tunity is  provided  in  the  program 
foremat  for  a question  and  answer 
period. 


Costly  Experience 

“There  is  plenty  of  cause  for  con- 
cern over  our  professional  liability 
experience  in  Oklahoma,”  Doctor 
Lhevine  said,  “but  the  adverse  trend 
can  be  reversed  through  education 
against  medical-legal  pitfalls  which 
result  in  so  many  unwarranted  dam- 
age actions,  and  that’s  why  the  Coun- 
cil on  Insurance  hopes  that  all  state 
doctors  will  do  their  homework  and 
assist  us  in  bringing  the  loss  ex- 
perience down  to  the  irreducible 
minimum. 

“Oklahoma  once  led  the  nation  in 
the  prevention  of  professional  lia- 
bility damage  suits,”  he  continued, 
“but  recent  experiences  have  sky- 
rocketed us  to  the  unhappy  position 
as  one  of  the  more  risky  states,  a 
position  we  want  to  change  at  the 
earliest  possible  time.” 

The  physician  pointed  out  that  the 
high  frequency  of  claims  during  the 
past  few  years  has  caused  insurance 
premiums  to  be  raised  on  two  oc- 
casions. “However,”  he  said,  “the 
cycle  is  gaining  momentum  in  the 
other  direction  now,  and  the  Coun- 
cil on  Insurance  is  confident  that 
stability  in  our  insurance  program 
can  be  restored  through  the  con- 
ferences and  other  educational 
means.”  □ 


NOW  ENROLLING 
FOR  SUMMER 


Boys 


KAMP 


39TH  YEAR 

• Coaching,  competing,  and  con- 
ditioning in  all  sports. 

• W’hite,  Buffalo  and  Current  River 
canoe  trips. 

• Swimming,  diving,  water  skiing. 
Scuba  diving. 

• Riflery,  archery  and  fishing. 

IN  THE  HEART  OF  THE 
OZARKS 

ON  LAKE  TANEYCOMO 
BRANSON,  MISSOURI 

- • 


7TH  YEAR 

• Instruction  and  play  in  land 
sports. 

• River  and  lake  canoe  trips. 

• Art,  dance,  and  crafts. 

• Swimming  and  water  skiing. 

• Riflery  and  archery. 

• Drama,  Poise  and  Charm. 

TWO  FIVE  WEEK  TERMS 
Ages:  8 thru  16 

Write  for  catalog,  movie  dates,  and 
list  of  Oklahoma  Patrons: 

Winter  Address 
C.  G.  “SPIKE"  WHITE 
702  Thomas  Lane 
College  Station,  Texas 
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A NEW  CONCEPT  IN  RETIREMENT  PLANNING 

The  Self-Employed  Individual's  Tax  Retirement  Act  of  1962,  P.L.  87-792  (also 
known  as  the  Keogh  Act  or  H.R.  10),  makes  it  possible  for  the  self-employed 
professional  man  to  set  up  his  own  tax-favored  retirement  program,  while  at 
the  same  time  providing  similar  benefits  for  his  employees,  if  any. 

Massachusetts  Mutual  life  insurance  or  annuity  contracts  rep- 
resent one  of  the  most  favorable  methods  for  investment  of 
retirement  funds.  For  concise  information,  ask  for  our  free 
booklet— 

"Planning  for  Retirement  through 
Tax-Sheltered  Investment" 


Supplement  your  OSMA  Group  Insurance  with  this  valuable  additional  coverage. 


WILSON  & WILSON,  INC. 

General  Agent 

1280  First  Nat'l  Bldg.  — Tel.  CE  6-4681 
Oklahoma  City 


HUSETTS  MUTUAL 
LIFE  INSURANCE  COMPANY 


SPRINGFIELD.  MASSACHUSETTS  • ORGANIZED  1851 


DOCTOR,  WHAT  WILL  YOU  EARN? 

It  depends,  of  course,  on  your  age  and  annual  earnings,  but  the  amount  can  quite 
reasonably  exceed  $400,000. 

The  total  value  of  all  your  possessions— property,  savings,  cars  and  personal  belong- 
ings—is  only  a fraction  of  what  you  will  probably  earn  during  years  of  practice.  And  yet 
some  of  you  have  insured  these  things  and  left  your  earning  power  unprotected. 

Is  this  logical?  Not  when  you  can  participate  in  the  . . . 

O.S.M.A.  GROUP  DISABILITY  INCOME  PROGRAM 

Now  Available  to  members  of  the  OKLAHOMA  STATE  MEDICAL  ASSOCIATION 
. . . gives  you  individual  coverage  at  low  group  rates. 

. . . offers  flexible  waiting  periods  at  your  option. 

. . . guarantees  you  an  income  when  you  are  disabled  from  an  accident  or  sickness. 

. . . offers  optional  Indemnity  from  $200.00  to  $800.00  per  month. 

. . . pays  for  lifetime  on  accident  and  up  to  age  65  on  sickness. 

For  Additional  Information,  call  or  write 

Robert  O.  Bowles  or  Rodman  A.  Frates 
C.  L.  FRATES  & COMPANY,  INC. 

720  N.W.  50th  St.  P.  O.  Box  18735 
OKLAHOMA  CITY,  OKLAHOMA  73118 
Telephone  Victor  2-1431 
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Osteopathic  Relations 
Studied  By  Committee 

M.D.  — Osteopathic  relations  are 
being  studied  by  a new  OSMA  Com- 
mittee on  Osteopathy,  headed  by 
Maxwell  A.  Johnson,  M.D.,  Tulsa. 

The  committee  was  created  last 
May  by  the  association’s  House  of 
Delegates,  when  the  policy-making 
body  approved  a report  recommend- 
ing the  creation  of  a new  Council  on 
Interprofessional  Relations  and  relat- 
ed committees  on  osteopathy,  phar- 
macy, law,  nursing  and  religion. 

A basic  question  confronting  the  as- 
sociation is  the  development  of  a lo- 
cal attitude  toward  the  1961  policy 
statement  of  the  American  Medical 
Association’s  House  of  Delegates. 

This  statement  sets  forth  the  fol- 
lowing policy  statements  dealing  with 
the  osteopathic  profession. 

“1.  There  can  never  be  an  ethical 
relationship  between  a doctor  of 
medicine  and  a cultist,  that  is,  one 
who  does  not  practice  a system  of 
healing  founded  on  a scientific  basis. 

“2.  There  can  never  be  a majority 
party  and  a minority  party  in  any 
science.  There  cannot  be  two  distinct 
sciences  of  medicine  or  two  differ  - 
ent,  yet  equally  valid  systems  of 
medical  practice. 

“3.  Recognition  should  be  given  to 
the  transition  presently  occurring 
in  osteopathy,  which  is  evidence  of 
an  attempt  by  a significant  number 
of  those  practicing  osteopathic  medi- 
cine to  give  their  patients  scientific 
medical  care.  This  transition  should 
be  encouraged  so  that  the  evolution- 
ary process  can  be  expedited. 

“4.  It  is  appropriate  for  the  Amer- 
ican Medical  Association  to  re- 
appraise its  application  of  policy  re- 
garding relationships  with  doctors  of 
osteopathy,  in  view  of  the  transition 
of  osteopathy  into  osteopathic  medi- 
cine, in  view  of  the  fact  that  the 
colleges  of  osteopathy  have  modeled 
their  curricula  after  medical  schools, 
in  view  of  the  almost  complete 
lack  of  osteopathic  literature  and  the 
reliance  of  osteopaths  on  and  use  of 
medical  literature,  and  in  view  of  the 
fact  that  many  doctors  of  osteopathy 


are  no  longer  practicing  osteopathy. 

“5.  Policy  should  now  be  applied 
Individually  at  state  level  according 
to  me  iacis  as  tney  exist.  Heretoiore. 
this  policy  has  been  applied  collec- 
tively at  national  level.  Tne  test  now 
should  be:  Does  the  individual  doc- 
tor of  osteopathy  practice  osteo- 
pathy, or  does  he  in  fact  practice 
a method  of  healmg  founded  on  a sci- 
entitic  basis?  If  he  practices  osteo- 
patny,  lie  practices  a cult  system  of 
healmg  and  all  voluntary  proiession- 
al  associations  with  him  are  unethi- 
cal. if  he  bases  his  practice  on  the 
same  scientmc  principles  as  those 
adhered  to  by  members  of  the  Amer- 
ican Medical  Association,  voluntary 
professional  relationships  with  him 
should  not  be  deemed  unethical.” 
(House  of  Delegates,  1961.) 

Since  the  passage  of  this  national 
policy  statement,  fourteen  state  med- 
ical societies  have  ratiiied  the  AMA 
position  and  have  enacted  local  reg- 
ulations to  provide  for  recognition  of 
qualified  osteopaths  as  scientific 
practitioners.  However,  in  Oklahoma 
and  in  many  other  states,  no  action 
has  been  taken  regarding  the  modi- 
fied position  of  the  national  group,  so 
it  remains  unethical  for  physicians  to 
associate  professionally  on  a volun- 
tary basis  with  doctors  of  osteo- 
pathy. 

In  the  meantime,  osteopaths  have 
achieved  hospital  staff  privileges  in 
some  nineteen  of  the  state’s  general 
hospitals,  and  many  doctors  of  medi- 
cine are  therefore  forced  into  invol- 
untary association  with  osteopaths. 
Such  involuntary  fraternization  is  not 
considered  to  be  unethical. 

There  is  also  mounting  pressure 
from  the  Oklahoma  Osteopathic  As- 
sociation for  access  to  the  postgrad- 
uate training  programs  of  the  Uni- 
versity of  Oklahoma  School  of  Medi- 
cine. 

A complete  review  of  the  varied 
interprofessional  relations  problems 
existing  between  the  two  profession- 
al groups  is  now  underway,  and  the 
OSMA  Committee  has  already  con- 
ducted two  meetings  on  the  subject 
with  a third  one  scheduled  for  Jan- 
uary 17th. 

At  a December  6th  meeting  of  the 
group,  special  guests  were  Samuel  P. 


Newman,  M.D.,  Denver,  Chairman  of 
the  AMA  Committee  on  Osteopathy 
and  Medicine,  and  William  J.  McAu 
liffe,  Jr.,  LL.M.,  secretary  to  the 
AMA  Committee. 

As  a result  of  this  meeting,  the 
OSMA  Committee  adopted  a qualified 
approval  of  the  AMA  policy,  subject 
to  the  divelopment  of  local  regula- 
tions and,  of  course,  subject  to  the 
final  ratification  of  all  such  plans  by 
the  association’s  House  of  Delegates 
next  May  during  the  annual  meet- 
ing. 

According  to  Doctor  Johnson,  the 
association  committee  does  not  in- 
tend to  act  in  any  arbitrary  or  hasty 
manner.  “Our  job  is  to  make  a thor- 
ough analysis  of  all  facets  of  the 
problem,  and  to  formulate  carefully 
considered  recommendations  for  the 
House  of  Delegates,”  he  said. 

“We  are  most  sensitive  to  the 
views  of  all  members  of  the  associa- 
tion,” he  added,  “and  we  are  pres- 
ently surveying  the  opinions  of  phy- 
sicians who  practice  in  areas  where 
there  are  hospitals  with  dual  or  com- 
bined medical  and  osteopathic  staffs. 
Any  OSMA  member  is  encouraged  to 
communicate  his  views  on  the  sub- 
ject of  M.D.-Osteopathic  relations  to 
the  committee  in  care  of  the  OSMA 
Executive  Office,  P.O.  Box  18696, 
Oklahoma  City. 

Committee  members  are:  Doctors 
Irwin  Brown,  Bob  Rutledge,  Lloyd 
Owens,  Vernon  Cushing,  John  High- 
land, Wendell  Smith,  Tom  Sparks, 
James  Tisdal,  Tom  Points,  and  Kel- 
ley West.  □ 


USE  CHRISTMAS  SEALS 

FIGHT  TB 
AND  OTHER 

RESPIRATORY  DISEASES 
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Do  You  Treat  Just  Half  of  a Patient? 


Of  course  not! 

You  are  interested  in  the  health  of  the  whole 
patient. 

And  Oklahoma’s  Rural  Electric  Cooperatives 
don’t  benefit  just  part  of  Oklahoma,  either. 
They  benefit  all  Oklahomans  through  direct 
electrical  service  to  rural  areas. 

And  that’s  just  part  of  the  picture: 

Low-cost  electricity  furnished  by  the  REC  to 
rural  Oklahoma  enables  the  state’s  food  and 
fiber  producers  to  work  more  efficiently  and  to 
provide  all  Oklahomans  with  more  and  better 
food  and  clothing  at  lower  prices. 

REC  electricity  also  means  heat,  light,  refrig- 
eration and  plumbing  for  all  Oklahomans  to 
enjoy  when  they  visit  scenic  rural  recreation 
areas. 


REC  power  serves  remote  microwave  relay 
stations  that  provide  improved  long-distance 
telephone  service  and  help  all  Oklahomans  to 
be  educated  and  entertained  by  television. 

REC  light  and  power  serve  many  consolidated 
schools  and  rural  churches,  as  well  as  numer- 
ous small  businesses  located  far  from  other 
power  sources  — such  as  service  stations  and 
roadside  restaurants— that  contribute  so  much 
to  the  comfort  and  well-being  of  all  Oklahomans. 

By  bringing  modern  conveniences  to  rural 
Oklahoma,  the  REC’s  provide  more  safeguards 
for  the  health  of  all  Oklahomans. 

So  you  see,  Oklahoma’s  Rural  Electric  Co- 
operatives don’t  benefit  just  rural  Oklahoma 
any  more  than  you  treat  just  half  of  a patient. 

Oklahoma  REC’s  benefit  all  Oklahomans. 


One  of  Oklahoma’s  Great  Tax-Paying,  Free  Enterprise  Businesses  . . . 


OKLAHOMA  RURAL  ELECTRIC  COOPERATIVES 
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Dates,  Sites  Announced 
For  1965  Regional 
Postgraduate  Courses 

Last  year,  eight  Regional  Post- 
graduate Education  Courses  were 
held  throughout  the  state  during  the 
months  of  January  through  April. 

It  was  the  fourth  consecutive  year 
that  Regional  Postgraduate  Courses 
were  successfully  sponsored  and 
conducted  by  the  Oklahoma  State 
Medical  Association  through  its  Coun- 
cil on  Professional  Education.  In  all. 
266  physicians  attended  the  study 
sessions— representing  an  18  per  cent 
attendance  increase  over  1963. 

At  the  rate  of  two  per  month,  the 
Regional  Postgraduate  Courses  are 
held  at  decentralized  meeting  sites 
across  the  state  and  in  an  effort  to 
conserve  the  physicians’  time,  they 
are  scheduled  in  the  late  afternoon 
and  evening. 

The  meetings  begin  at  4:30  p.m.. 
with  two  hours  of  lecture,  followed 
by  dinner  and  another  two-hour  pe- 
riod of  lecture  and  discussion.  Fac- 
ulty members  from  the  University 
of  Oklahoma  Medical  Center  make 
the  scientific  presentations. 

Each  program  is  approved  for  four 
hours  credit  by  the  American  Acad- 
emy of  General  Practice.  A regis- 
tration fee  of  $7.50  covers  the  com- 
plete scientific  program  as  well  as 
the  dinner. 

First  Course:  January  12th 

The  Oklahoma  State  Medical  As- 
sociation will  officially  kick  off  its 
fifth  consecutive  year  for  sponsoring 
the  decentralized  program  series 
with  the  January  12th  Postgraduate 
Education  Course,  to  be  held  in  Ada. 
The  subject  to  be  covered  at  the 
January  12th  educational  review  will 
be  on  “The  Blood.” 

R.  R.  Hannas,  M.D.,  Chairman  of 
the  OSMA’s  Council  on  Professional 
Education  and  Irv\dn  H.  Brown,  M.D., 
Chairman  of  the  Department  of  Post- 
graduate Education,  University  of 
Oklahoma  Medical  Center,  are  in 
charge  of  the  overall  planning  for 
the  eight  reg:onal  meetings. 

According  to  Doctor  Hannas,  any 
members  of  the  Oklahoma  State 


Medical  Association  may  attend  any 
of  the  offered  courses.  He  cited  that 
pre-registration  may  be  made  at  the 
Oklahoma  State  Medical  Association 
Executive  Office  for  any  of  the 
courses  by  mailing  a check  in  the 
amount  of  $7.50  and  indicating  the 
location  where  the  preferred  course 
is  being  held. 

Eight  Courses  Scheduled 

In  addition  to  the  opening  program, 
the  remaining  seven  courses  will  be 
held  on  the  following  dates,  with  the 
corresponding  subjects  to  be  offered 
and,  at  the  location  indicated: 

January  26th— “The  Thyroid,”  Clin- 
ton-Sherman  AFB; 

February  16th  — “The  Ovaries,” 
Lawton; 

February  23rd — “The  Ovaries,” 
Ponca  City; 

March  23rd  — “Small  Intestine,” 
Lake  Murray  Lodge; 

March  30th — “The  Blood,”  Wood- 
ward; 

April  20th— “The  Thyroid,”  Enid; 


April  27th— “Small  Intestine,”  Mus- 
kogee. 

Assisting  Doctor  Hannas  and  Doc- 
tor Brown  in  planning  the  topics  and 
organizing  the  speaking  teams  are 
the  following  O.U.  faculty  members: 
Jack  D.  Welsh,  M.D.—  “The  Small 
Intestine”;  James  A.  Merrill,  M.D.— 
“The  Ovaries”;  Carl  W.  Smith,  M.D 
— “The  Thyroid”;  and  Richard  A. 
Marshall,  M.D. — “The  Blood.” 

Television  Programs 
To  Be  Offered 

While  dates  have  not  been  con- 
firmed, a series  of  eleven  one-night- 
a-week  televised  Postgraduate  Edu- 
cation Programs  will  be  launched  in 
January. 

These  programs  are  also  sponsored 
by  the  OSMA  and  the  Department  of 
Postgraduate  Education  of  the  Uni- 
versity of  Oklahoma  School  of  Medi- 
cine. Cost  for  underwriting  the  series 
is  borne  by  the  OSMA.  Schedules 
will  be  announced  in  the  January  is- 
sue of  The  Journal.  □ 


W.  A.  Howard  M.D.  Receives  Award 


Pioneer  Chelsea  physician,  W.  A.  Howard,  M.D.,  was  honored  on  Novem- 
ber 10th  at  the  regular  meeting  of  the  Rogers-Mayes  County  Medical  Society 
when  the  Oklahoma  State  Medical  Association  presented  him  with  an  Hon- 
orary-Life Membership  Certificate  in  appreciation  of  his  devoted  service  to 
the  profession  for  over  50  years. 

In  addition  to  his  activities  in  his  county  society,  Doctor  Howard  served 
as  president  of  the  OSMA  in  1939-40. 

Presentation  of  the  award  was  made  by  a long-time  colleague,  Forrest 
S.  Etter,  M.D.,  Bartlesville.  Pictured  above  are  Robert  M.  Stover,  M.D., 
Claremore,  county  secretary,  left:  Doctor  Howard,  Doctor  Etter  and  Minor 
E.  Gordon,  M.D.,  Claremore,  county  society  president. 
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news 

Crash  Injury 
Program  Selects 
New  Study  Area 

On  July  14th,  1963,  the  Board  of 
Trustees  of  the  Oklahoma  State  Med- 
ical Association  endorsed  an  Auto- 
motive Crash  Injury  Research  pro- 
gram sponsored  by  Cornell  Aeronau- 
tical Laboratory,  Inc.  of  Cornell  Uni- 
versity. Cooperating  with  Cornell  in 
the  program,  in  addition  to  the 
OSMA,  are  the  Oklahoma  State  High- 
way Patrol,  the  Oklahoma  State 
Health  Department,  and  the  Oklaho- 
ma Hospital  Association. 

The  research  study,  which  official- 
ly began  January  1st,  1964,  is 
scheduled  to  last  two  and  one-half 
years  from  the  date  of  inception. 
Taking  two  Oklahoma  Highway  Pa- 
trol Districts  in  a given  six-month 
period  of  time  and  concentrating  the 
study  on  the  counties  confined  with- 
in the  districts,  the  second  six-month 
area  study  will  be  completed  De- 
cember 31st. 

The  third  six-month  phase  of  the 
program  in  Oklahoma  will  begin  Jan- 
uary 1st,  1965,  and  will  be  concen- 
trated in  the  following  counties : 
Canadian,  Cleveland,  Lincoln,  Logan, 
McClain,  Oklahoma,  Pottawatomie, 
Craig,  Delaware,  Mayes,  Nowata,  Ot- 
tawa, Rogers  and  Washington. 

The  purpose  of  the  Automotive 
Crash  Injury  Research  program  is 
to  obtain  reliable  data  on  the  fre- 
quency, nature,  and  specific  causes 
of  injury  to  occupants  of  passenger 
cars  and  trucks  involved  in  acci- 
dents. Medical  data  submitted  by 
physicians  treating  accident  victims 
is  matched  with  information  on  in- 
jury causes  and  accident  data  sup- 
plied by  state  patrol  officers  and  is 
submitted  to  Cornell  University,  Buf- 
falo, New  York,  for  analysis  and  sta- 
tistical tabulation. 

The  OSMA  Council  on  Public  Health 
under  whose  jurisdiction  the  re- 
search activity  is  coordinated,  has 
been  informed  that  data  already  col- 
lected from  other  cooperating  states 
has  served  to  guide  automobile  man- 
ufacturers in  making  important  de- 


FDA  Enforces  Drug 
Ad  Law 

The  Food  and  Drug  Administra- 
tion has  started  enforcing  the  pre- 
scription drug  advertising  provisions 
of  the  new  1964  federal  law. 

Sales  of  ethical  drugs  are  now  ex- 
ceeding $2  billion  a year  in  the  Unit- 
ed States.  The  Bureau  of  the  Census 
reported  ethical  drug  sales  at  $2.05 
billion  in  1963,  the  first  year  that 
they  had  gone  over  the  $2  billion 
mark.  The  Pharmaceutical  Manu- 


sign  changes,  first  introduced  in  1956 
model  passenger  cars,  specifically 
engineered  to  provide  protection  dur- 
ing accidents.  Reliable  information 
being  obtained  on  the  degree  of  pro- 
tection offered  by  seat  belts,  improv- 
ed door  latches,  energy-absorbing 
steering  wheels,  padding,  etc.,  is 
most  encouraging  the  Council  reports. 

These  studies,  moreover,  are  pro- 
ducing medical  statistics  which 
promise  to  implement  treatment  of 
auto  crash  victims  through  more  def- 
initive knowledge  of  the  nature  and 
scope  of  the  problem.  The  Trauma 
Committee  of  the  American  College 
of  Surgeons  has  expressed  great  en- 
thusiasm for  this  project. 

According  to  Hayden  H.  Donahue, 
M.D.,  Chairman  of  the  OSMA  Coun- 
cil on  Public  Health,  here  is  how 
the  study  is  conducted.  Wherever 
someone  is  injured  or  killed  in  an 
accident  involving  a passenger  car 
or  truck,  the  state  patrolman  in- 
vestigating the  accident  will  bring  to 
the  hospital,  or  private  physician 
treating  the  victim,  a snecial  medi- 
cal report  form  provided  bv  Cornell 
inscribed  with  the  patient’s  name. 
The  attending  phvsician  will  be  re- 
quested to  complete  the  form  by  re- 
cording specific  information  on  the 
extent  and  nature  of  all  injuries,  no 
matter  how  minor. 

“Prompt  submission  of  medical  re- 
ports will  play  an  important  part  in 
the  prevention  of  deaths  or  injuries 
resulting  from  auto  accidents  in  the 
future,”  Doctor  Donahue  said.  The 
chairman  urges  earnest  participation 
in  this  effort  aimed  at  solving  one  of 
the  nation’s  foremost  epidemiological 
problems.  □ 


facturers  Association’s  figure  was 
$2.39  billion. 

The  law  requires  that  prescription 
drug  advertisements  show: 

—The  “established  name”  of  the 
drug,  if  one  exists,  in  type  at  least 
half  as  large  as  that  used  for  the 
brand  name; 

—The  drug’s  quantitative  formula, 
and 

—A  true  and  non-misleading  brief 
summary  of  information  about  ad- 
verse side  effects,  contraindications, 
and  effectiveness  of  the  drug  for  the 
guidance  of  physicians. 

In  enforcing  these  requirements, 
FDA  said  it  would  seek  to  determine 
whether  a fair  balance  exists  be- 
tween the  information  on  effective- 
ness and  that  on  side  effects  and 
contraindications. 

The  FDA’s  Bureau  of  Medicine  has 
started  monitoring  professional  journ- 
al advertising  for  prescription  drugs. 
It  will  forward  violative  advertise- 
ments with  appropriate  recommenda- 
tions to  the  FDA  Bureau  of  Regula- 
tory Compliance. 

Doctor  Joseph  F.  Sadusk,  Jr.,  Med- 
ical Director  of  FDA,  said  that  it  is 
the  duty  of  physicians  to  keep  fully 
informed  of  the  composition,  mode 
of  action,  efficacy  and  potential  tox- 
icity of  drugs  because  as  the  potency 
of  drugs  increases,  “so  generally 
does  their  complexity  and  their  po- 
tentiality for  harm.” 

Violations  of  prescription  drug  ad- 
vertising will  be  evaluated  in  two 
categories : 

—Positive  claims  or  omissions  con- 
cerning the  product  which  present 
potential  danger  to  the  patient  in 
varying  degrees.  Examples  include 
omission  of  some  of  the  pertinent 
side  effects,  precautions  or  contra- 
indications; improper  statements 
about  the  effectiveness  of,  or  indi- 
cations for,  the  drug  or  antibiotic; 
omission  of  some  of  the  information 
on  various  dosage  forms,  ingredients, 
or  directions  for  use  where  required. 

—Claims  which  may  or  may  not 
involve  danger  to  patient  health  but 
which,  in  the  selling  message,  can 
seriously  mislead  as  to  the  proper 
place  of  the  drug  or  antibiotic  in  the 
total  spectrum  of  products  available 
for  a disease  situation.  □ 
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Telephone  KE  4-3260 


☆ Cast  aluminum  caduceus,  finished  in 
flat  black  or  polished  aluminum,  ready 
for  easy  installation  on  building  front 
or  office  wall. 


☆ Also,  complete  stock  of  2,  6,  12  inch 
aluminum  letters,  finished  to  your  speci- 
fications. 


Bluestem 

100  Shawnee 

DEWEY,  OKLAHOMA 


Foundry 


Other  custom  plaques  and  castings  are 
available  to  meet  your  needs. 


Size  24“  x 23“ 

Aluminum  $32.50 

(Other  sizes  are  available) 


WALTER  H.  DERSCH,  SR.,  M.D. 

1890-1964 

Walter  H.  Dersch,  Sr.,  M.D.,  74- 
year-old  Oklahoma  City  physician, 
died  November  6th,  1964. 

Born  in  Oregon,  Missouri  in  1890, 
Doctor  Dersch  graduated  from  the 
University  of  Oklahoma  School  of 
Medicine  in  1917  where  he  became 
Assistant  Professor  of  Medicine  and 
later  Professor  Emeritus. 

Active  in  the  medical  profession, 
he  served  as  President  of  the  Okla- 
homa County  Medical  Society  in  1953. 

Doctor  Dersch  was  the  father  of 
Walter  H.  Dersch,  Jr.,  M.D.,  of  Shat- 
tuck,  Oklahoma. 

DELBERT  O.  SMITH,  M.D. 

1876-1964 

An  88-year-old  Tulsa  internist,  Del- 
bert O.  Smith,  M.D.,  died  in  Tulsa 
November  6th,  1964. 

Born  in  Aledo,  Illinois,  Doctor 
Smith  was  a graduate  of  the  Uni- 
versity of  Kansas  School  of  Medicine. 


DEATHS 

After  practice  in  Kansas  City,  Kan- 
sas, he  came  to  Tulsa  in  1921  where 
he  was  in  active  practice  until  his 
retirement  three  years  ago. 

The  Tulsa  physician  was  a mem- 
ber of  the  American  Society  of  In- 
ternal Medicine,  the  American  So- 
ciety of  Bacteriology,  the  American 
Cancer  Society  and  the  American 
Heart  Association. 

In  1955,  Doctor  Smith  was  pre- 
sented a Life  Membership  in  the 
Oklahoma  State  Medical  Association 
in  appreciation  for  his  years  of  serv- 
ice to  the  profession. 

S.  D.  BEVILL,  M.D. 

1886-1964 

S.  D.  Bevill,  M.D.,  died  in  Poteau 
November  5th,  1964. 

The  78-year-old  physician  was  a 
1911  graduate  of  the  University  of 
Arkansas  School  of  Medicine.  After 
practicing  in  Heavener,  Oklahoma 
and  Fort  Smith,  Arkansas,  he  estab- 
lished his  practice  in  Poteau. 


A veteran  of  World  War  I,  Doctor 
Bevill  was  honored  with  the  presen- 
tation of  an  Honorary-Life  Member- 
ship in  1960  by  the  Oklahoma  State 
Medical  Association,  in  recognition 
of  his  fifty  years  of  active  practice 
and  dedication  to  his  profession. 

JARRETT  J.  BILLINGTON,  M.D. 

1895-1964 

Jarrett  Jeffrey  Billington,  M.D., 
69-year-old  Stigler  physician  died  in 
Stigler  October  28th,  1964. 

A native  of  Parks,  Arkansas,  Doc- 
tor Billington  was  a 1917  graduate 
of  the  University  of  Arkansas  School 
of  Medicine.  Prior  to  the  establish- 
ment of  his  practice  in  Stigler,  in 
1953,  he  had  been  in  practice  in  Tulsa 
where  he  had  served  as  superintend- 
ent of  the  Tulsa  County  Health  De- 
partment since  1922. 

He  was  a veteran  of  World  War  1 
and  a member  of  the  Oklahoma 
Chapter  of  the  American  Academy 
of  General  Practice  □ 
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Miscellaneous  Advertisements 


OFFICE  SPACE  available:  791 
square  feet  in  Plaza  Medical  Build- 
ing. Excellent  parking  facilities, 
central  year-round  air  conditioning, 
utilities  and  janitor  service  furnished. 
Street  floor.  Center  of  medical-den- 
tal activities  at  Mercy,  St.  Anthony, 
Presbyterian,  McBride  hospitals. 
Contact  Mrs.  Fuller,  CE  5-3224. 


GENERAL  physician  needed  for 
institutional  work.  Excellent  work- 
ing conditions  in  new  facility.  Pay 
$1,000  to  $1,240  month,  with  oppor- 
tunity for  future  salary  advancement. 
Forty-hour  week.  Write  Key  J,  The 
Journal,  Oklahoma  State  Medical  As- 
sociation, P.O.  Box  18696,  Oklahoma 
City. 


PHYSICIAN  needed  to  fill  imme- 
diate vacancy.  Opportunity  to  obtain 
considerable  surgical  experience . 
Compensation  commensurate  with 
experience,  training  and  initiative 
displayed.  Inquiries  held  confiden- 
tial. Contact  Key  0,  The  Journal, 
Oklahoma  State  Medical  Association, 
P.O.  Box  18696,  Oklahoma  City. 


TINKER  AFB,  Oklahoma,  has  a 
vacancy  for  one  medical  officer, 
GS-13,  $14,595  per  annum.  This  posi- 
tion is  in  the  Occupational  Health 
and  Medical  field  and  is  strictly  day 
shift,  40  hours  per  week,  with  no 
night  calls.  Doctors  may  continue 
private  practice  during  off-duty  hours 
as  long  as  it  does  not  interfere  with 
their  attendance  and  performance  of 
duties  at  the  base.  They  may  not 
accept  or  continue  employment  re- 
sulting in  payment  from  the  City, 
County,  State  or  other  Federal  Agen- 
cies due  to  dual  compensation  laws. 
Interested  general  practice,  as  well 
as  Occupational  Health  physicians, 
should  contact  Tinker  AFB,  telephone 
PE  2-7321,  Ext.  2691,  for  qualification 
requirements  and  other  detailed  in- 
formation concerning  this  position. 


RESIDENCIES  AVAILABLE . Jan- 
uary 1st  and  July  1st,  1965.  Internal 
medicine  three  years,  surgery  four 
years,  general  practice  two  years. 
American  physicians  preferred.  Co- 
operative medical  center  of  five  pri- 
vate hospitals  (1300  beds),  large  out- 
patient center  (50,000  annual  visits), 
and  research  laboratory.  Total  com- 
plement of  40  interns,  30  residents, 
and  seven  Directors  of  Medical  Edu- 
cation. Stipends  and  benefits  are 
equivalent  to  $6400-$8200.  Write  Doc- 
tor W.  R.  Miller,  Medical  Director, 
Saint  Paul  Medical  Center,  279  Rice 
Street,  Saint  Paul,  Minnesota  55102. 


LOCATION  WANTED:  Oklahoma 
graduate,  age  31,  married,  military 
obligation  fulfilled,  general  practice 
experience.  Will  complete  general 
surgery  residency  June  1965.  Desire 
group  or  partnership  practice.  Con- 
tact Key  G,  The  Journal,  Oklahoma 
State  Medical  Association,  P.O.  Box 
18696,  Oklahoma  City. 


FOR  RENT  air  conditioned,  ground 
floor  office,  long-term  lease  available. 
Off-street  parking,  1104  North  Lee 
Street,  Oklahoma  City.  Mrs.  Neil  W. 
Woodward,  4301  Lincoln  Boulevard, 
Oklahoma  City,  JA  5-7028. 


GENERAL  practitioners  and  in- 
ternist needed  for  new  medical  cen- 
ter in  fastest  growing  section  of  Al- 
buquerque — 30,000  population/physi- 
cian, at  this  time.  A new  area  with 
good  income,  stable.  Other  physi- 
cians well  established  after  six 
months  practice.  Contact  John  M. 
Casebolt,  M.D.,  9809  Candelaria, 

N.E.,  Albuquerque,  New  Mexico. 


WANTED:  Physician,  one  of  three, 
in  the  industrial  department  of  a 
14-man  mixed  specialty  clinic.  Should 
have  two  years  hospital  training. 
Salary  is  open  and  there  is  a part- 
nership opportunity  available.  Con- 
tact Hays  R.  Yandell,  M.D.,  2020  S. 
Xanthus,  Tulsa,  Oklahoma. 


COUNTRY  estate  location  — near 
Edmond,  160  acres  on  paving,  rolling 
but  smooth,  lake,  some  timber  one 
side,  well  fenced,  no  buildings,  area 
increasing  rapidly,  some  minerals. 
Make  nice  country  home.  Call  Ray 
Coyner,  broker,  PL  4-0757  or  PL  4- 
3685,  Edmond. 


MID- WEST  SURGICAL  SUPPLY  CO.,  INC. 

OF  OKLAHOMA 


1420  N.  Robinson 

Medical  Equipment 


Phone  CE  9-1481 
Surgical  Instruments 


Oklahoma  City  3,  Okla. 
General  Supplies 
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Index  to  Contents 


The  use  of  this  Index  will  be  greatly  fa- 
cilitated by  remembering  that  articles  are 
often  listed  under  more  than  one  heading. 
Scientific  articles  may  be  found  under  the 
name  of  the  author  and  the  name  of  the  ar- 
ticle as  well  as  under  listings  of  authors  and 
Scientific  Articles.  Editorials  and  deaths 
are  listed  under  the  special  headings  as  well 
as  alphabetically. 


Pages  Included  in  Each  Issue 


January 

1-42 

February 

43-82 

March 

___  83-120 

April 

121-198 

May 

199-240 

June 

241-322 

July 323-370 

August 371-414 

September 415-442 

October 443-480 

November 481-520 

December 521-566 
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Among  the  many  interesting  accounts  of 
county  medical  society  auxiliaries  being  re- 
ceived was  that  of  the  Muskogee-Sequoyah- 
Wagoner  group  sent  in  by  Mrs.  M.  C.  Gep- 
hardt of  Muskogee.  This  chapter  was  or- 
ganized on  March  24th,  1948,  with  a mem- 
bership of  35  in  Muskogee,  one  in  Coweta, 
one  in  Sallisaw,  three  in  Wagoner,  one  in 
Haskell,  and  one  in  Talihina.  Two  of  the 
objectives  of  that  first  year  have  been  car- 
ried through  in  the  years  that  followed. 
These  were  helping  girls  interested  in  nurs- 
ing as  a career  and  obtaining  wide  coverage 
of  the  magazine,  Today’s  Health.  During  this 
first  year  the  Auxiliary  sponsored  the  Red 
Cross  Home  Nursing  Classes  and  Doctor’s 
Day  was  celebrated. 

In  1950,  with  the  inclusion  of  McIntosh 
County,  the  organization  became  known  as 
the  Auxiliary  to  the  East  Central  Oklahoma 
Medical  Society. 

A fashion  show  in  1954  and  1955  supplied 
money  for  contributions  to  the  Nurses’  Loan 
Fund  and  the  Medical  Education  Fund.  An 
award  pin  was  given  each  year  to  the  out- 
standing graduating  nurse  of  the  nursing 
schools  of  General  and  Baptist  Hospitals. 

In  1956,  disaster  survival  and  civil  defense 
were  added  to  the  program. 

By  1957,  there  were  44  active  members. 
During  that  year  a loan  was  made  to  a local 
girl  for  her  expenses  for  nurses  training. 
The  auxiliary  became  a member  of  the 
Safety  Council  and  the  Community  Council. 
A six-week  course,  “Yardstick  for  Young 
Career  Girls”  for  student  nurses  at  Baptist 
Hospital  was  sponsored  by  the  auxiliary  in 
1958  and  1959.  The  Future  Nurses  Club, 
sponsored  by  the  auxiliary,  won  top  award 
at  the  state  convention  for  their  project  of 
furnishing  and  staffing  a sick  room  at 
Central  High  School.  The  yearly  project  of 
sending  refreshments  and  prizes  for  the 
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Senior  Citizens’  meeting  was  started  by  the 
auxiliary. 

In  1960-61  the  State  President,  Mrs.  Pat 
Fite,  Sr.,  was  a member  of  this  group  and 
was  state  chairman  for  mental  health.  This 
year  an  award  was  received  for  being  the 
first  auxiliary  in  the  state  to  reach  the  goal 
of  a contribution  equal  to  five  dollars  per 
capita  for  AMA-ERF.  National  recognition 
was  received  for  a “Write  Your  Congress- 
man” coffee.  The  Future  Nurses  Club  was 
changed  to  Health  Careers  Club  and  112 
members  and  interested  young  people  attend- 
ed a full  day’s  activities  at  General  Hospital. 

In  1962,  Mrs.  Fite  was  chairman  of  the 
Heart  Drive  and  she  and  other  members  of 
the  auxiliary  received  compliments  from  the 
State  Heart  Association.  East  Central  was 
also  given  an  award  for  their  hobby  exhibit 
at  the  state  convention.  They  also  received 
honorable  mention  at  the  Southern  Medical 
Convention  for  their  Doctor’s  Day  exhibit. 
A baby  sitting  course  “Gems”  was  spon- 
sored for  35  girls  and  two  students  enrolled 
for  the  start  of  the  new  nurses’  training 
course  at  Bacone  College. 

The  Health  Careers  Club  now  has  59  mem- 
bers including  six  boys.  A county-wide  meet- 
ing for  the  senior  highschools  in  this  area  is 
held  each  year  at  General  Hospital.  This 
group  of  youngsters  won  a trophy  for  the 
best  and  most  varied  educational  program 
at  the  state  convention. 

In  1964,  there  are  61  members,  with  the 
state  president-elect,  Mrs.  Richard  E.  Witt, 
from  this  auxiliary.  The  state  AMA-ERF 
award  was  received  because  of  the  contribu- 
tion of  over  83,000.00,  with  the  help  of  the 
medical  society  to  the  fund.  The  Doctor’s 
Day  Award  was  also  received.  In  addition 
to  these  honors  for  hours  of  hard  work, 
East  Central  was  awarded  a County  Achieve- 
ment Award  in  1964  from  the  National 
Auxiliary.  □ 
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Construction  of  a 100-bed  general  practice 
hospital  in  Tulsa  got  underway  this  month. 

The  $1,250,000  structure,  called  the  Doctors 
Medical  Center,  located  at  25th  Street  and 
Harvard  Avenue,  is  designed  for  future 
expansion  to  200-bed  capacity.  It  is  a pri- 
vately financed  project,  sponsored  by  thirty 
general  practitioners  under  the  leadership 
of  Harlan  Thomas,  M.D.,  president  of  the 
group.  Other  officers  of  the  Doctors  Medical 
Center  are  John  D.  Capehart,  M.D  , vice- 
president,  Charles  E.  Wilbanks,  M.D.,  sec- 
retary, and  Logan  A.  Spann,  M.D.,  treasurer. 

Mrs.  Lucille  Swearingen,  Bartlesville  medi- 
cal assistant,  was  re-elected  as  Speaker  of 
the  House  of  Delegates  of  the  American  As- 
sociation of  Medical  Assistants  during  the 
national  group’s  annual  convention  held  in 
Oklahoma  City  October  13th-18th. 

County  medical  societies  are  urged  to  con- 
duct elections  of  1965  officers  and  report 
them  to  the  OSMA  Executive  Office  by  Janu- 
ary 15th.  Forms  have  been  supplied  to  out- 
going county  society  secretaries. 

OSMA  dues  will  remain  unchanged  for  1965. 

State  dues  are  $57.00  annually  ($5.00  is  ear- 
marked for  scholarships  and  loans) , to  which 
must  be  added  the  annual  AMA  dues  of 
$45.00.  Total:  $102.00  for  1965. 

The  new  Medicare  bill  for  1965  is  not  expect- 
ed to  emerge  in  its  final  form  until  late  Feb- 
ruary or  March.  President  Johnson  now 
has  a task  force  studying  the  issue,  and  a 
number  of  innovations  are  being  leaked  out 
of  Washington,  including  the  possibility  that 
a separate  payroll  tax  will  be  proposed  rath- 
er than  using  the  Social  Security  mechan- 
ism. Congress  will  be  organizing  during  the 
month  of  February,  and  the  Administration 
is  expected  to  attempt  breaking  Congress- 
man Wilbur  Mills’  hold  on  the  House  Ways 
and  Means  Committee.  Come  March,  the 
Medicare  Bill  of  1965  will  undoubtedly  be 
in  the  hopper,  and  organized  medicine  will 
face  its  most  severe  and  perhaps  its  last  test 


on  the  issue  of  a massive  federal  health  care 
scheme  for  the  elderly. 

Congressman  Wilbur  Mills,  in  a September 
28th  speech,  said  the  proposed  Medicare  Bill 
which  passed  the  Senate  on  September  2nd 
would  be  extremely  financially  unsound.  The 
measure  provided  for  an  eventual  tax  rate 
of  5.2  per  cent  on  both  employee  and  em- 
ployer, and  a taxable  wage  base  of  $5,600 
annually.  Mills  reported  that  to  keep  the 
hospital  care  program  from  bankrupting  the 
entire  Social  Security  program  it  would  be 
necessary  for  successive  Congresses  to  raise 
the  taxable  wage  base  by  at  least  $150.00  a 
year.  Moreover,  he  observed  that  the  pro- 
gram would  begin  with  a $33  billion  unfund- 
ed deficit,  the  amount  necessary  to  care  for 
persons  already  retired  who  would  have  con- 
tributed nothing  to  the  scheme. 

History’s  largest  malpractice  judgment  has 
been  set  aside  and  a new  trial  ordered.  In 

California,  three  physicians  were  found 
guilty  of  negligence  in  a case  involving 
brain  damage  resulting  from  mistyped  blood. 
The  jury  returned  a verdict  of  $700,000  but 
the  judge  overruled  the  judgment  and  cited 
misconduct  of  the  claimants’  attorney  as  the 
reason  for  ordering  a new  trial. 

According  to  the  Public  Health  Service,  gen- 
eral hospitals  are  now  significant  treatment 
centers  for  mental  illness.  A total  of  1,005 
general  hospitals  in  the  U.S.  admit  psychi- 
atric patients,  and  these  hospitals  reported 
412,459  psychiatric  discharges  last  year. 
Oklahoma  reported  20  general  hospitals  par- 
ticipating in  the  care  of  mental  patients,  and 
they  cared  for  4,255  cases  last  year.  Many 
of  such  general  hospitals  will  be  eligible  for 
grant-in-aid  construction  funds  appropri- 
ated under  the  Community  Mental  Health 
Centers  Act  of  1963,  as  component  parts 
comprehensive  community  mental  health 
centers. 


MEETINGS 

Feb.  23rd-26th — Midwinter  Clinical  Session, 
Colorado  Medical  Society,  Hilton  Ho- 
tel, Denver. 

May  14th,  15th,  16th — Oklahoma  State  Med- 
ical Association,  Tulsa  Assembly  Cen- 
ter, Tulsa. 
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